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Influenza virus causes yearly
epidemics of respiratory illness

of varying severity worldwide in
people of all ages, and it may be
the most important cause of
medically attended acute respira-
tory illness.1 In healthy adults ill-
ness is usually self-limited, with
fever, cough, myalgia, headache
and other symptoms abating at 3
to 6 days, although 3 to 4 work
days may be lost and up to 34%
of patients will visit a health care
provider.2–4 The rates of compli-
cations, hospital admissions and
death from influenza are high
among adults over 65 years of
age and those with cardiac or
pulmonary disease or chronic
medical conditions, and annual
influenza immunization is rec-
ommended for these groups. Im-
munization is also recommended
for caregivers and household
contacts who can transmit in-
fluenza to people who are at high
risk for complicated disease.5–7

The goal of influenza immu-
nization programs targeted at
high-risk people is to avert seri-
ous consequences of infection,
such as complications and death,
rather than to prevent the an-
nual winter epidemic of infec-
tion. Because influenza occurs

yearly and because reinfections
occur throughout the lifespan
and affect up to 20% of the pop-
ulation each year, considerable
attention has been directed to
the prevention of infection in
healthy people. The rationale
for prevention in healthy adults
has been to avoid economic loss
associated with lost work days
and health care provider visits,
to decrease antibiotic use and to
prevent complications.

Previously healthy young
children are increasingly recog-
nized as having hospital admis-
sion rates comparable to those
of elderly people during influ-
enza epidemics,8 and they are
also known to shed the virus in
higher quantities and for longer
periods than do adults, which
makes them efficient disease
transmitters.9 Immunization of
Japanese schoolchildren has
been associated with a reduction
in excess winter deaths in adults,
and these deaths increased when
the program was discontinued.10

Manoeuvres
• Immunization with injectable

inactivated influenza vaccine
or nasally administered live-

attenuated influenza vaccine
in healthy adults or children
before each winter respira-
tory virus season

• Prophylactic administration
of neuraminidase antiviral
agents (oseltamavir or zana-
mavir) to household or close
contacts within 36–48 hours
of symptom onset of in-
fluenza in the index case

Potential benefits
• Prevention of influenza in

the person receiving the vac-
cine or antiviral agent

• Decreased economic disrup-
tion from lost work days and
health care provider visits

• Although it is plausible that
prevention of influenza de-
creases the adverse conse-
quences of infection, there is
no direct evidence from ran-
domized controlled trials that
immunization of healthy
adults and children decreases
the risk of secondary compli-
cations from influenza (e.g.,
bacterial pneumonia), hospi-
tal admission rates in the
winter season, secondary
spread of influenza to people
at high risk for complications
(e.g., hospital admission be-
cause of respiratory disease,
congestive heart failure and
death) or antibiotic use for
respiratory infection and sec-
ondary bacterial pneumonias

Potential harms
• Discomfort at the injection

site for 24 to 48 hours after
vaccination

Prevention of influenza in the general population:
recommendation statement from the Canadian Task
Force on Preventive Health Care
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Recommendations

• The Canadian Task Force on Preventive Health Care recom-
mends influenza vaccination in healthy adults (grade A rec-
ommendation) and children (grade A recommendation).

• There is good evidence to support neuraminidase inhibitor
prophylaxis against influenza in the household setting if it can
be initiated within 36–48 hours of symptom onset in the index
case (grade A recommendation).

Joanne M. Langley, Marie E. Faughnan, and the Canadian Task Force on
Preventive Health Care
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• Rhinorrhea and sore throat
in recipients of nasally ad-
ministered live-attenuated
vaccine

• Nausea and vomiting in re-
cipients of oseltamavir

Recommendations by others
The US Preventive Services
Task Force continues to recom-
mend annual influenza vaccina-
tion only of high-risk people and
adults over 65 years old.7 The
US Centers for Disease Control
and Prevention recommends im-
munization of high-risk people
and adults over 50 years old be-
cause of the increased incidence
of high-risk conditions in that
age group. That body recently
extended its recommendations
to include influenza vaccination
of children aged 6–23 months
and close contacts of infants
aged 0–23 months.5 In Canada,
the National Advisory Commit-
tee on Immunization recom-
mends that any person who
wishes to be protected against

influenza be offered the vaccine,
in addition to those in high-risk
groups and their close contacts.11
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Evidence and clinical summary

• There is good evidence that influenza vaccination of healthy adults is moderately ef-
fective. In a systematic review by Langley and Faughnan (see page 1213) 18 trials in-
volving more than 33 000 healthy adults were identified as meeting the criteria for the
study design of a randomized controlled trial (RCT), and the results of all but 3 showed
protection against influenza in the subsequent season. Eleven of the trials were consid-
ered to be of “good” quality, and 7 were considered to be of “fair” quality because of
study characteristics that may have biased outcome ascertainment. Reflecting the vari-
able annual attack rate of influenza, the incidence of laboratory-confirmed influenza in
the control groups varied from 1.3  to 20 per 100 control subjects. The relative risk re-
duction (RRR) associated with influenza immunization ranged from 0% to 91%.

• Fifteen RCTs involving more than 45 000 healthy children aged 6 months to 19 years
were included in the systematic review, of which 9 trials were considered to contain
“good” evidence and 6  “fair” evidence. Of the 15 trials, the results of 12 showed pro-
tection against clinical influenza, whether laboratory-confirmed influenza or influenza-
like illness. The RRR afforded by either live-attenuated or inactivated vaccines varied
from 0% to 93%. Laboratory-confirmed influenza attack rates in these studies varied
from 5.8 to 51 events per 100 control subjects. The highest efficacy rate (93%; 95% CI
88%–96%) was reported among children 15 to 71 months old who received 1 or 2
doses of a live-attenuated, trivalent, intranasal influenzavirus vaccine. Immunization
did not prevent noninfluenza-associated respiratory tract illness.

• There is good evidence to support a recommendation for neuraminidase inhibitor pro-
phylaxis in household contacts within 36–48 hours of symptom onset of a household
index case of influenza. All 6 RCTs in the systematic review were considered to be of
“good” quality. Neuraminidase inhibitor prophylaxis is expensive and is likely to be
prohibitively so in most settings, given drug costs of about $50 per day. In order to use
these agents appropriately, clinicians should be aware of influenza disease activity in
the community or have access to rapid, accurate microbiologic diagnosis for influenza.
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available online at www.cmaj.ca
/cgi/content/full/171/10/1169.

and Marie E. Faughnan, with the Canadian
Task Force on Preventive Health Care.
The full technical report is available from
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