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Influenza: The 2014-2015 Flu Season in South Dakota and the United States:
South Dakota Influenza Epidemiology and Laboratory Surveillance

The South Dakota Department of Health (SD DOH) and SD Public Health Laboratory (SDPHL) conduct
surveillance for influenza year-round, and intensifies activities October through May. Components of South
Dakota’s influenza surveillance activities for the 2014-2015 season included:

e 63 laboratory sentinel sites;

e 24 Influenza Like Illness Network (ILINet) providers);

o Confirmatory testing by viral culture, PCR testing and DFA;

e Mandatory reporting of reporting aggregate rapid antigen results;

e Mandatory reporting of influenza associated hospitalizations and deaths, and institutional out-
breaks.

The first confirmed case of influenza was reported the first week of October 2014 and the last case reported
late August 2015. The predominant virus in South Dakota was influenza A (H3N2). The peak of the season
was the first week in January 2015 with A(H3N2) and Influenza B viruses circulating.

There were 1,703 confirmed influenza cases reported to SDDOH during the 2014-15 season, which includ-
ed A(H3N2) 760 cases (45%), A(HINT1) 1 case (<1%), A-not subtyped 490 cases (29%), and 452 cases (27%)
of influenza B. Additionally, 68,588 rapid antigen influenza tests were reported with 13,744 positive (20%),

stratified as 11,496 (17%) positive for influenza A, and
2,248 (3%) positive for influenza B. Ages of laboratory confirmed influenza cases, influ-
enza associated hospitalizations and deaths, South

The 2014-2015 influenza viruses impacted all age Dakota 2014-2105 influenza season

groups. The median age of confirmed influenza cases Lab Confirmed Influen- | Influenza As- Influenza
was 47 years with an age range of 4 weeks to 103 years. | za Cases (by DFA, PCR, | sociated Hos- | Associated
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There were 793 individuals reported hospitalized Age # Cases (%) # Hospitalized | # Deaths
during the 2014-2015 influenza season. The first hospi- | Group (%) (%)
talization was identified early October 2014 and the last | __0-4 242 (14%) 68 (9%) 2 (3%)
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Sixty-three South Dakota residents died due to influenza and its complications during the 2014-2015 sea-
son. Gender breakdown was 59% female and 41% male. The median age was 85 years, with an age range of 2
years to 97 years. 89% of the influenza associated deaths were White, 10% were Native American and 1%
Asian.
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Other viral respiratory pathogen reports included 113 adenovirus, 105 coronavirus OC43, 16 coron virus
229E, 19 chlamydiophila pneumonia, 1,126 human Metapneumovirus, 21 parainfluenza-1, 82 parainfluenza-2,
209 parainfluenza-3, 27 parainfluenza-4, 334 respiratory syncytial virus, and 627 rhino/enterovirus.

During the influenza season, weekly summary reports are posted on the SD DOH website at:
www.doh.sd.gov/Flu/.

National Influenza Surveillance*

During the 2014-2015 season influenza activity started early and had a relatively long duration. Influenza-
like-illness (ILI) went above baseline the week ending November 22 and remained elevated for 20 consecutive
weeks, making this season slightly longer than average. For the past 13 seasons, influenza-like-illness has been
at or above baseline for 13 weeks on average, with a range of 1 week to 19 weeks. The ILI time-curve for this
season is most similar to the 2012-2013 season, which is the season during which ILI activity remained above
baseline for 19 weeks.

This season was severe for people 65 and older especially. While hospitalization rates are almost always
highest among people 65 and older, this season CDC recorded the highest hospitalization rates among this age
group since this type of record-keeping began in 2005. People 65 and older accounted for more than 60% of
all reported hospitalizations. The next highest recorded hospitalization rate in this age group occurred during
the 2012-2013 season.

During most of the season influenza A(H3N2) viruses predominated; however, the country experienced a
second wave of influenza B flu activity in early March. Second waves of influenza B activity are common.

Seasons during which influenza A(H3N2) viruses predominate typically have higher rates of hospitalizations
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and more deaths, particularly among older people and children. The last season when H3N2 viruses predomi-
nated was 2012-2013.

Flu-related deaths this season were within expected boundaries for an H3N2 dominant season. CDC moni-
tors flu-related deaths through the 122 Cities Mortality Reporting System, which reports the total number of
death certificates processed and the number of those for which pneumonia or influenza is listed as the underly-
ing or contributing cause of death in 122 U.S. cities.

A notable characteristic of the 2014-15 influenza season is that antigenic and genetic characterization of
influenza-positive respiratory specimens submitted to CDC indicated that most of the circulating influenza A
(H3N2) viruses were different or “drifted” from the H3N2 vaccine virus component. The predominance of
drifted influenza A(H3N2) viruses likely resulted in reduced vaccine effectiveness (VE) observed against
H3N2 viruses this season.

Interim estimates showed the 2014-15 flu vaccine reduced the risk of flu-associated medical visits from
influenza A(H3N2) viruses by 18%. However, VE against influenza B viruses-which were mostly well-
matched to the vaccine viruses-was 45% overall. The 18% VE observed against H3N2 viruses is relatively
low while the 45% VE observed against influenza B viruses is similar to VE observed when vaccine viruses
and circulating viruses are well-matched. When VE against all influenza viruses was combined, the overall
VE estimate was 19%. This means the flu vaccine reduced a person’s risk of having to seek medical care at a
doctor’s office for flu illness by 19%. VE results this season underscore the importance of having flu vaccines
that are well-matched to circulating flu viruses, as well as how challenging this can be to achieve with a virus
that is always changing. This season’s disappointing VE underscores the importance of ongoing efforts to im-
prove influenza vaccine technology. Because of reduced VE this season, CDC placed additional emphasis on
the other weapons available in the arsenal against influenza: everyday preventive actions and the appropriate
use of influenza antiviral agents.

Three FDA approved influenza antiviral agents were recommended for use in the United States during the
2014-2015 influenza season: oseltamivir, zanamivir and peramivir.

*Excerpt from CDC update.

Author: Vickie Horan, Influenza Surveillance Coordinator, South Dakota Department of Health

Prevention and Control of Influenza ACIP 2015-2016

The Prevention and Control of Influenza with Vaccines: Recommendations of the Advisory Committee on
Immunization Practices, United States, 2015-2016 Influenza Season is reprinted on the following pages. It can
also be viewed online at http://www.cdc.gov/MM Wr/preview/mmwrhtml/mm6430a3.htm. The complete list
of references can be found at that site.
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Morbidity and Mortality Weekly Report

Prevention and Control of Influenza with Vaccines: Recommendations
of the Advisory Committee on Immunization Practices, United States,
2015-16 Influenza Season

Lisa A. Grohskopf, MD'; Leslie Z. Sokolow, MSc, MPH!-%; Sonja ]. Olsen, PhD'; Joseph S. Bresee, MD?; Karen R. Broder, MD?; Ruth A. Karron, MD*

This report updates the 2014 recommendations of the
Advisory Committee on Immunization Practices (ACIP)
regarding the use of seasonal influenza vaccines (/). Updated
information for the 2015-16 season includes 1) antigenic
composition of U.S. seasonal influenza vaccines; 2) informa-
tion on influenza vaccine products expected to be available for
the 2015-16 season; 3) an updated algorithm for determining
the appropriate number of doses for children aged 6 months
through 8 years; and 4) recommendations for the use of live
artenuated influenza vaccine (LAIV) and inactivated influenza
vaccine (ITV) when either is available, including removal of the
2014-15 preferential recommendation for LAIV for healthy
children aged 2 through 8 years. Information regarding top-
ics related to influenza vaccination that are not addressed in
this report is available in the 2013 ACIP seasonal influenza
recommendations (2).

Recommendations for routine use of vaccines in chil-

dren, adolescents, and adults are developed by vhe Advisory
Committee on Immunization Pracrices (ACIP). ACIP is
chartered as a federal advisory committee to provide expert
external advice and guidance to the Director of the Centers
for Disease Control and Prevention (CDC) on use of vac-
cines and related agents for the conrrol of vaccine-preventable
diseases in the civilian popularion of the Unired Staies.
Recommendations for routine use of vaccines in children
and adolescents ave barmonized to the greatest extent
possible with recommendations made by the American
Academy of Pediatrics (AAP), the American Academy of
Family Physicians (AAFP), and the American College of
Obstetricians and Gynecologists (ACOG). Recommendarions
for routine use of vaccines in adults are barmonized with rec-
ommendations of AAFP ACOG, and the American College
of Physicians (ACP). ACIP recommendations adopted by
the CDC Director become agency guidelines on the dare
published in the Morbidity and Mortality Weekly Report
(MMWR). Additional information regarding ACIP is avail-
able ar hrgp:lfwwnw.cde. govivaccineslacip.

g18 MMWR / August7,2015 / Vol &4 / No.30

Information in this report reflects discussions during public
meetings of ACIP held on February 26 and June 24, 2015.
Subsequent modifications were made during CDC clearance
review to update information and clarify wording. Meeting
minutes, information on ACIP membership, and information
on conflicts of interest are available at hrep:/fwww.cde.gov/
vaccines/acip/committee/members.html. Any updates will be
posted at http://www.cde.gov/flu.

Groups Recommended for Vaccination and
Timing of Vaccination

Routine annual influenza vaccination is recommended for
all persons aged =6 months who do not have contraindica-
tions. Optimally, vaccination should occur before onset of
influenza activity in the community. Health care providers
should offer vaccination by October, if possible. Vaccination
should continue to be offered as long as influenza viruses are
circulating. Children aged 6 months through 8 years who
require 2 doses (see “Vaccine Dose Considerations for Children
Aged 6 Months through 8 Years”) should receive their first dose
as soon as possible after vaccine becomes available, and the
second dose =4 weeks later. To avoid missed opportunities for
vaccination, providers should offer vaccination to unvaccinated
persons aged =6 months during routine health care visits and
hospitalizations when vaccine is available.

Antibody levels induced by vaccine decline after vaccina-
tion (3-5). Although a 2008 literature review found no clear
evidence of more rapid decline among older adults (6), a 2010
study noted a statistically significant decline in antibody tters
6 months after vaccination among persons aged =263 years (5).
A case-control study conducted in Navarre, Spain, during the
2011-12 influenza season revealed a decline in vaccine effec-
tiveness, primarily affecting persons aged =65 years (7). While
delaying vaccination might permit greater immuniry later in
the season, deferral might result in missed opportunities to
vaccinate, as well as difficulties in vaccinating a population
within a more constrained time period. Vaccination programs
should balance maximizing the likelihood of persistence of
vaccine-induced protection through the season with avoiding
missed opportunities to vaccinate or vaccinating after influenza
virus circulation begins.
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Influenza Vaccine Composition for the
2015-16 Season

For 2015-16, U.5.licensed trivalent influenza vaccines will con-
tain hemagglutinin (HA) derived from an A/California/7/2009
(HIN1)-like virus, an A/Switzerland/9715293/2013 (H3N2)-
like virus, and a B/Phuket/3073/2013-like (Yamagata lineage)
virus. This represents changes in the influenza A (H3N2) virus
and the influenza B virus as compared with the 201415 sea-
son. Quadrivalent influenza vaccines will contain these vaccine
viruses, and a B/Brisbane/60/2008-like (Victoria lineage) virus,
which is the same Victoria lineage virus recommended for quad-
rivalent formularions in 2013—14 and 2014-15 (8).

Available Vaccine Products and Indications

Various influenza vaccine products are anticipated to be
available during the 2015-16 season (Table). These recom-
mendations apply to all licensed influenza vaccines used within
Food and Drug Administration (FDA)-licensed indications.
Differences between ACIP recommendations and labeled
indications are noted in the Table. For persons for whom
more than one type of vaccine is appropriate and available,
ACIP does not express a preference for use of any particular
product over another.

New and updated influenza vaccine product approvals

include the following:

1. In August 2014, FDA approved Afluria (inactivated
influenza vaccine, bioCSL, Inc., King of Prussia,
Pennsylvania) for intramuscular administration via the
Stratis needle-free jet injector (Pharmalet, Inc., Golden,
Colorado), for persons aged 18 through 64 years (9).
Adults aged 18 through 64 years may receive Afluria
either by the Stratis injector or with a sterile needle and
syringe. All other inactivated influenza vaccines are
approved for administration by sterile needle and syringe
only. The Stratis injector is a reusable spring-powered
device which injects the vaccine through a single-use
sterile needle-free syringe into the deltoid muscle. In a
prelicensure study of 1,250 adults aged 18 through
64 years (/0), local injection site symptoms were reported
more frequently by persons who received Afluria via the
Stratis Injector than those who were vaccinated with a
sterile needle and syringe; most resolved within 3 days.
Those who received Afluria via the Stratis injector had
antibody levels against influenza virus that were
noninferior to those who received Afluria by sterile needle
and syringe. Data comparing rates of influenza illness in
persons vaccinated with the Stratis injector versus needle
and syringe are not available.

2. In October 2014, FDA approved an expanded age
indication for the use of Flublok (Recombinant Influenza
Vaccine, Trivalent [RIV3], Protein Sciences, Meriden,
Connecticut), which was previously approved for persons
aged 18 through 49 years. Flublok is now indicated for
persons aged =18 years (/ /). Approval for persons aged
=50 years is based upon studies of immunogenicity and
safety of the vaccine in three randomized trials (/2—74);
data demonstrating a decrease in influenza disease in
persons aged =50 years after vaccination with Flublok
are not available.

3. In December 2014, FDA approved Fluzone Intradermal
Quadrivalent (Sanofi Pasteur, Inc., Swiftwater,
Pennsylvania), for persons aged 18 through 64 years (/5).
It is anticipated that this formulation will replace the
previously available trivalent Fluzone Intradermal for the
2015-16 influenza season. In a randomized study of
3,355 adults aged 18 through 64 years comparing safety
and immunogenicity of Fluzone Intradermal Quadrivalent
with two different trivalent intradermal formulations of
Fluzone (each one containing one of the two influenza B
viruses contained in the quadrivalent vaccine), the
quadrivalent formulation was immunogenically
noninferior to the trivalent formularions for the
influenza A and matched B viruses, immunogenically
superior for the unmatched B viruses, and had a similar
adverse event profile (/6). Efficacy data for Fluzone
Intradermal Quadrivalent are not available.

Vaccine Dose Considerations for Children Aged
6 Months Through 8 Years
Children aged 6 months through 8 years require 2 doses

of influenza vaccine (administered >4 weeks apart) during
their first season of vaccination to optimize response (/7—19).
Since the emergence of influenza A(HIN1)pdm09 (the 2009
HIN1 pandemic virus), recommendations for determining
the number of doses needed have specified previous receipt
of vaccine containing influenza A(HIN1)pdm09. In light of
the continuing circulation of influenza A(HIN1)pdm09 as
the predominant influenza A(H1N1) virus since 2009, and
the inclusion of an A/California/7/2009(H1N1)-like virus in
U.S. seasonal influenza vaccines since the 2010—2011 season,
separate consideration of receipt of vaccine doses containing
this virus is no longer recommended.

Several studies have suggested that for viruses which are
the same in both doses of vaccine, longer intervals between
the 2 doses do not compromise immune response (20-22).
In a study conducted across two seasons during which the
influenza A(HIN1) vaccine virus did not change but the
B virus did change, children aged 10 through 24 months who

MMWR / August7,2015 /7 Val.e4 / Mo. 30 819
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TABLE. Influenza vaccines — United States, 2015-16 influenza season®

Mercury
(from
thimerosal)  Owalbumin
Trade name Manufacturer Presentation ug/0.5 mL pg/0.5 mL Age indications Latex Route

Inactivated influenza vaccine, quadrivalent (IIV4), standard dose
Contraindications*: Severe allergic reaction to any vaccine component, including egg protein, or after previous dose of any influenza vaccine.
Precautions®: Moderate to severe acute illness with or without fever; history of Guillain-Barré syndrome within & weeks of receipt of influenza vaccine.

Fluarix Quadrivalent GlaxoSmithKline 0.5 mL single-dose prefilled syringe — =0.05 =3 yrs Mo IM*
FluLaval Quadrivalent ID Biomedical Corp.of 5.0 mL multi-dose vial <25 <03 23 yrs No  IMF
Quebec (distributed
by GlaxoSmithKline)
Fluzone Quadnvalent Sanofi Pasteur 0.25 mL single-dose prefilled — 5 & through Mo IM*
syringe 35 mos
0.5 mL single-dose prefilled syringe — § 236 mos Mo IMT
0.5 mL single-dose wial — 5 236 mos Mo Mt
5.0 mL multi-dose vial 25 § =6 mos No Mt
Fluzone Intradermal® Sanofi Pasteur 0.1 mL single-dose prefilled — § 18 through No [ il
Quadrivalent microinjection system 64 yrs

Inactivated influenza vaccine, trivalent (IV3), standard dose
Contraindications®: Severe allergic reaction to any vacdne component, including egg protein, or after previous dose of any influenza vaccine.
Precautions®: Moderate to severe acute illness with or without fever; history of Guillain-Barré syndrome within & weeks of receipt of influenza vaccine.

Afluria bioCSL 0.5 mlL single-dose prefilled syringe — <1 =9 yrstt No  IMT
5.0 mL multi-dose vial 245 <1 29yrsttvia No Im*
needle;18

through 64 yrs
via jet injector

Fluvirin Movartis Vaccinesand 0.5 ml single-dose prefilled syringe <1 <1 =4 yrs Yesi5  |IMf
Diagnostics 5.0mL multi-dose vial 25 <1 =4 yrs No  IMf
Fluzone Sanofi Pasteur 5.0 mL multi-dose vial 25 § =6 mos No  IMF

Inactivated influenza vaccine, cell-culture-based (ccllV3), standard dose
Contraindications®: Severe allergic reaction to any vaccine component, including egg protein, or after previous dose of any influenza vaccine.
Precautions*®: Moderate to severe acute illness with or without fever; history of Guillain-Barré syndrome within 6 weeks of receipt of influenza vaccine.

Flucetvax Movartis Vaccinesand 0.5 mL single-dose prefilled syringe — " =18yrs Yesis M
Diagnostics

Inactivated influenza vaccine, trivalent (IIV3), high dose
Contraindications*: Severe allergic reaction to any vaccne component, including egg protein, or after previous dose of any influenza vaccine.
Precautions*®: Moderate to severe acute illness with or without fever; history of Guillain-Barré syndrome within & weeks of receipt of influenza vaccine.

Fuzone High-Dosa*** Sanofi Pasteur 0.5 mL single-dose prefilled syringe — § =65 yrs Mo M

Recombinant influenza vaccine, trivalent (RIV3), standard dose
Contraindications*: Severe allergic reaction to any vaccine component.
Precautions*: Moderate to severe acute illness with or without fever; history of Guillain-Barré syndrome within 6 weeks of receipt of influenza vaccine.

Flublok Protein Sciences 0.5 mL single-dose vial — 0 =18yrs Mo  IMF

Live attenuated influenza vaccine, quadrivalent (LAIV4)

Contraindications*: Severe allergic reaction to any vaccine component, including egg protein, or after previous dose of any influenza vaccine. Concomitant use of aspirin or
aspirin-containing medications in children and adolescents.

In addition, ACIP recommends L AlV4 not be used for pregnant women, immunosuppressed persons, persons with egg allergy, and children aged 2 through 4 years who
have asthma or who have had a wheezing episode noted in the medical record within the past 12 months, or for whom parents report that a health care provider stated
that they had wheezing or asthma within the last 12 months.

LAIV4 should not be administered to persons who have taken influenza antiviral medications within the previous 48 hours.

Persons who care for severely immunosuppressed persons who reguire a protective environment should not receive LAIV4, or should avoid contact with such persons for 7
days after receipt.

Precautions*®: Moderate to severe acute illness with or without fever; history of Guillain-Barré syndrome within 6 weeks of receipt of influenza vaccine; asthma in persons
aged 5 years and older; medical conditions which might predispose to higher risk for complications attributable to influenza.

FluMist Quadrivalent™™  Medimmune 0.2 mL single-dose prefilled — <024 (per 0.2 ml) 2 through 49 yrs Mo IN
intranasal sprayer

See table footnotes on page next page.

820 MMWR / August7, 2015 / Vol.64 / No.30
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TABLE. (Continued) Influenza vaccines — United States, 2015-16 influenza season™

Abbreviations: ACIP = Advisory Committee on Immunization Practices; ID = intradermal; IM = intramuscular; IN = intranasal.

* Immunization providers should check Food and Drug Administration-approved prescribing information for 2015-16 influenza vaccines for the most complete
and updated information, including (but not limited to) indications, contraindications, warnings, and precautions. Package inserts for U.5.-licensed vaccines are
available at www.fda.gov/BiclogicsBloodVaccnesNVaccines/ApprovedProductsfucm053833.htm.

t For adults and older children, the recommended site for intramuscular influenza vaccination is the deltoid muscle. The preferred site for infants and young children
is the anterolateral aspect of the thigh. Specific guidance regarding site and needle length for intramuscular administration may be found in the ACIP General
Recommendations on Immunization, available at www.cdc.gov/mmwr/preview/mmwrhtml/rré002a1.htm.

5 Available upon request from Sanofi Pasteur (1-800-822-2463 or MIS Emails@sanofipasteur.com).

¥ Quadrivalent inactivated influenza vaccine, intradermal: a 0.1-mL dose contains 9 ug of each vaccine antigen (36 pg total).

** The preferred injection site is over the deltoid muscle. Fluzone Intradermal Quadrivalent is administered using the delivery system included with the vaccine.

™ Age indication per package insert is =5 years; however, ACIP recommends Afluria not be used in children aged 6 months through 8 years because of increased
risk of febrile reactions noted in this age group with bioC50s 2010 Southern Hemisphere [IV3. f no other age-appropriate, licensed inactivated seasonal influenza
vaccine is available for a child aged 5 through 8 years who has a medical condition that increases the child’s risk for influenza complications, Afluria can be used;
however, providers should discuss with the parents or caregivers the benefits and risks of influenza vaccination with Afluria before administering this vaccine.

Afluria may be used in persons aged =9 years.
55 Syringe tip cap may contain natural rubber latex.

¥ Information not included in package insert. Estimated to contain <50 femtograms (Sx10-2 ug) of total egg protein (of which ovalbumin is a fraction) per 0.5 mL

dose of Flucelvax.

**2 Trivalent inactivated influenza vaccine, high-dose: a 0.5-mL dose contains 60 ug of each vaccine antigen (180 pg total).

11 FluMist is shipped refrigerated and stored in the refrigerator at 35°F—46°F (29C-8°C) after arrival in the vaccination clinic. The dose is 0.2 mL divided equally between
each nostril. Health care providers should consult the medical record, when available, to identify children aged 2 through 4 years with asthma or recurrent wheezing
that might indicate asthma. In addition, to identify children who might be at greater risk for asthma and possibly at increased risk for wheezing after receiving
LAIV, parents or caregivers of children aged 2 through 4 years should be asked: “In the past 12 months, has a health care provider ever told you that your child
had wheezing or asthma?” Children whose parents or caregivers answer “yes” to this question and children who have asthma or who had a wheezing episode
noted in the medical record within the past 12 months should not receive FluMist.

received | dose of IIV during the fall of each season had similar
immune responses to the unchanged A(H1N1) virus antigen
and to the drifted A(H3N2) virus antigen, compared with
children aged 6 through 24 months who received 2 doses of
the same ITV during the latter season. However, the first group
had significantly lower antibody responses to the B antigen
(20). Since the 2010-11 season, puidance for determining
the appropriate number of doses has taken strain changes into
account. Because of the change in vaccine compaosition for
2015-16, children aged 6 months through 8 years will need
to have received =2 doses of influenza vaccine previously to
require only 1 dose for the 201516 season.

For 2015-16, ACIP recommends that children aged
6 months through 8 years who have previously received
22 total doses of trivalent or quadrivalent influenza vaccine
before July 1, 2015, require only 1 dose for 2015-16. The
two previous doses need not have been given during the same
season or consecutive seasons. Children in this age group who
have not previously received a total of 22 doses of trivalent
or quadrivalent influenza vaccine before July 1, 2015 require
2 doses for 2015-16. The interval berween the 2 doses should
be at least 4 weeks (Figure 1).

Considerations for the Use of Live Attenuated
Influenza Vaccine and Inactivated Influenza
Vaccine When Either is Available

Both LAIV and IIV have been demonstrated to be effec-
tive in children and adults. Among adults, most comparative
studies have demonstrated that LAIV and [TV were of similar
efficacy or that IIV was more efficacious (23). Several studies

FIGURE 1. Influenza vaccine dosing algorithm for children aged
6 months through 8 years — Advisory Committee on Immunization
Practices, United States, 2015-16 influenza season

Has the child received =2
total doses of trivalent or
quadrivalent influenza
vaccine before July 1, 2015%

~\

Mo or
don't know

Yes

1 dose of 2015-16
influenza vaccine

2 doses’ of 2015-16
influenza vaccine

*The two doses need not have been received during the same season or
consecutive seasons.
¥ Doses should be administered =4 weeks apart.

conducted before the 2009 HIN1 pandemic demonstrated
superior efficacy of LAIV in children (24-26). A randomized
controlled trial conducted during the 200405 season among
7,852 children aged 6 through 59 months demonstrated a
55% reduction in culture-confirmed influenza among chil-
dren who received trivalent LAIV (LAIV3) compared with
those who received trivalent IIV (IIV3). LAIV3 efficacy was
higher than that of [IV3 against both antigenically drifted and
well-matched influenza viruses (24). In a comparative study

conducted during the 200203 season, LAIV3 provided 53%

MMWR / August7,2015 /7 Vol.&4 / No.30 821
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greater relative efficacy compared with [TV3 in children aged 6
through 71 months who had previously experienced recurrent
respiratory tract infections (25).

In June 2014, following review of evidence on the relative
efficacy of LAIV compared with IIV for healthy children,
ACIP recommended that when immediately available, LATV
should be used for healthy children aged 2 through 8 years
who have no contraindications or precautions. However, data
from subsequent observational studies of LATV and 1TV vaccine
effectiveness indicated that LAIV did not perform as well as
expected based upon the observations in earlier randomized
trials (27,28). Analysis of data from three observational studies
of LAIV4 vaccine effectiveness for the 2013—14 season (the
first season in which LATV4 was available) revealed poor effec-
tiveness of LAIV4 against influenza A(HIN1)pdm09 among
children aged 2 through 17 years (27). During this season,
HIN1pdm09 virus predominated for the first time since
the 2009 pandemic. The reasons for the lack of effectiveness
of LAIV4 against influenza A(HIN1)pdm09 are still under
investigation. Moreover, although one large randomized trial
observed superior relative efficacy of LAIV3 compared with
IIV3 against antigenically drifted H3N2 influenza viruses
during the 2004-05 season (24), interim analysis of observa-
tional data from the U.S5. Influenza Vaccine Effectiveness (U.5.
Flu VE) Network for the early 201415 season (in which anti-
genically drifted H3N2 viruses were predominant) indicated
that neither LATV4 nor IIV provided significant protection in
children aged 2 through 17 years; LAIV did not offer greater
protection than [TV for these viruses (28).

In the absence of data demonstrating consistent greater rela-
tive effectiveness of the current quadrivalent formulation of
LAIV, preference for LAIV over IIV is no longer recommended.
ACIP will continue to review the effectiveness of influenza
vaccines in future seasons and update these recommendations
if warranted.

For children and adults with chronic medical conditions
conferring a higher risk for influenza complications, data on
the relative safety and efficacy of LAIV and 11V are limited.
In a study comparing LAIV3 and IIV3 among children
aged 6 through 17 years with asthma conducted during the
2002-03 season, LAIV conferred 32% increased protection
relative to IIV in preventing culture-confirmed influenza; no
significant difference in asthma exacerbation events was noted
(26). Awvailable data are insufficient to determine the level of
severity of asthma for which administration of LAIV would
be appropriate.

For 2015-16, ACIP recommends the following:

1. All persons aged =6 months should receive influenza

vaccine annually. Influenza vaccination should not be

822 MMWR / August7, 2015 / Vol. 64 / No.30

delayed to procure a specific vaccine preparation if an
appropriate one is already available.

. For healthy children aged 2 throngh 8 years who have

no contraindications or precautions, either LATV or [TV
is an appropriate option. No preference is expressed for
LAIV or IIV for any person aged 2 through 49 years for
whom either vaccine is appropriate. An age-appropriate
formulation of vaccine should be used.

3. LAIV should not be used in the following populations:

— Persons aged <2 years or »49 years;

— Persons with contraindications listed in the package
insert:

v Children aged 2 through 17 years who are
receiving aspirin or aspirin-containing products;

© Persons who have experienced severe allergic
reactions to the vaccine or any of its components,
or to a previous dose of any influenza vaccineg;

— Pregnant women;

— Immunocompromised persons (see also “Vaccine Selection
and Timing of Vaccination for Inmunocompromised
Persons™);

— Persons with a history of egg allergy;

— Children aged 2 through 4 years who have asthma or
who have had a wheezing episode noted in the medical
record within the past 12 months, or for whom parents
report that a health care provider stated that they had
wheezing or asthma within the last 12 months (Table,
footnote). For persons aged =5 years with asthma,
recommendations are described in item 4 of this list;

— Persons who have taken influenza antiviral medications
within the previous 48 hours.

4. In addition to the groups for whom LAIV is not

recommended above, the “Warnings and Precautions”
section of the LATV package insert indicates that persons
of any age with asthma might be at increased risk for
wheezing after administration of LAIV (29). The package
insert also notes that the safety of LAIV in persons with
other underlying medical conditions that might
predispose them to complications after wild-type
influenza virus infection (e.g., chronic pulmonary,
cardiovascular [except isolated hypertension], renal,
hepatic, neurologic, hematologic, or metabolic disorders
[including diabetes mellitus]) (2), has not been
established. These conditions, in addition to asthma in
persons aged >5 years, should be considered precautions
for the use of LATV.

. Persons who care for severely immunosuppressed persons

who require a protective environment should not receive

LAIV, or should avoid contact with such persons for 7 days
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after receipt, given the theoretical risk for transmission of
the live attenuated vaccine virus to close contacts.

Influenza Vaccination of Persons With a History of
Egg Allergy

Severe allergic and anaphylactic reactions can occur in
response to various influenza vaccine components, but such
reactions are rare. With the exceptions of recombinant influ-
enza vaccine (RIV3, Flublok) and cell-culture based inactivated
influenza vaccine (ccllV3, Flucelvax, Novartis, Cambridge,
Massachusetts), currently available influenza vaccines are pre-
pared by propagation of virus in embryonated eggs. A 2012
review of published data, including 4,172 egg-allergic patients
(513 reporting a history of severe allergic reaction) noted no
occurrences of anaphylaxis following administration of 1IV3,
though some milder reactions did occur (30). This sugpests
that severe allergic reactions to egg-based influenza vaccines are
unlikely. On this basis, some guidance recommends that no
additional measures are needed when administering influenza
vaccine to egg-allergic persons (37). However, occasional cases
of anaphylaxis in egg-allergic persons have been reported to
the Vaccine Adverse Event Reporting System (VAERS) after
administration of influenza vaccine (32,33). lIVs containing as
much as 0.7 y#g/0.5 mL have reportedly been tolerated (34,35);
however, a threshold below which no reactions would be
expected is not known (34). Among IIVs for which ovalbumin
content was disclosed during the 2011-12 through 2014-15
seasons, reported maximum amounts were <1 #g/0.5 mL dose;
however, not all manufacrurers disclose this informarion in
the package inserts. Ovalbumin is not directly measured for
Flucelvax, but it is estimated by calculation from the initial
content in the reference virus strains to contain less than
5x107® 4g/0.5 mL dose of total egg protein, of which ovalbu-
min is a fraction (Novartis, unpublished data, 2013). Flublok
is considered egg-free. However, neither Flucelvax nor Flublok
is licensed for children aged <18 years.

Compared with IV, fewer data are available concerning the
use of LAIV in the setting of egg allergy. In a prospective cohort
study of children aged 2 through 16 years (69 with egg allergy
and 55 without), all of whom received LAIV, none of the egg-
allergic subjects developed signs or symptoms of an allergic
reaction during the one hour of postvaccination observation,
and none reported adverse reactions that were suggestive of
allergic reaction or which required medical attention after
24 hours (36). In a larger study of 282 egg-allergic children
aged 2 through 17 years (115 of whom had experienced ana-
phylactic reactions to egg previously), no systemic allergic reac-
tions were observed after LATV administration. On the basis
of these data, the upper limit of the 95% confidence interval
for the incidence of a systemic allergic reaction (including

anaphylaxis) in children with egg allergy was estimated to be
1.3% (37). Eight children experienced milder, self-limited
symptoms which may have been caused by an IgE-mediated
reaction. ACIP will continue to review safety data for use of
LAIV in the setting of egg allerpy.

For the 2015-16 influenza season, ACIP recommends
the following:

1. Persons with a history of egg allergy who have experienced
only hives after exposure to egg should receive influenza
vaccine. Because relatively few data are available for use
of LAIV in this setting, IIV or trivalent recombinant
influenza vaccine (RIV3) should be used. RIV3 may be
used for persons aged =18 years who have no other
contraindications. However, 1TV (egg- or cell culture-
based) may also be used, with the following additional
safety measures (Figure 2):

— Vaccine should be administered by a health care
provider who is familiar with the potential manifestations
of egg allergy; and

— Vaccine recipients should be observed for 230 minutes
for signs of a reaction after administration of each
vaccine dose.

2. Persons who report having had reactions to egg involving
such symptoms as angioedema, respiratory distress,
lightheadedness, or recurrent emesis; or who required
epinephrine or another emergency medical intervention,
may receive RIV3 if they are aged =18 years and there
are no other contraindications. If RIV3 is not available
or the recipient is not within the indicated age range,
IV should be administered by a physician with
experience in the recognition and management of severe
allergic conditions (Figure 2).

3. Regardless of allergy history, all vaccines should be
administered in settings in which personnel and
equipment for rapid recognition and treatment of
anaphylaxis are available (38).

4. Persons who are able to eat lightly cooked egg (e.g.,
scrambled egg) without reaction are unlikely to be
allergic. Egg-allergic persons might tolerate egg in baked
products (e.g., bread or cake). Tolerance to egg-
containing foods does not exclude the possibility of egg
allergy. Egg allergy can be confirmed by a consistent
medical history of adverse reactions to eggs and egg-
containing foods, plus skin and/or blood testing for
immunoglobulin E directed against egg proteins (39).

5. For persons with no known history of exposure to egg,
but who are suspected of being egg-allergic on the basis
of previously performed allergy testing, consultation with
a physician with expertise in the management of allerpic
conditions should be obtained before vaccination

MMWR /7 August7,2015 / Vol.64 / No.30 823
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(Figure 2). Alternatively, RIV3 may be administered if
the recipient is aged =18 years.

6. A previous severe allergic reaction to influenza vaccine,
regardless of the component suspected of being
responsible for the reaction, is a contraindication to
future receipt of the vaccine.

Vaccine Selection and Timing of Vaccination for
Immunocompromised Persons

Immunocompromised states are caused by a heterogeneous
range of conditions. In many instances, limited darta are avail-
able regarding the use of influenza vaccines in the setting of
specific immunocompromised states. In general, live virus
vaccines, such as LAIV, should not be used for persons with
most forms of altered immunocompetence (38). The Infectious
Diseases Society of America (IDSA) has published detailed
guidance for the selection and timing of vaccines for persons
with specific immunocompromising conditions, includ-
ing congenital immune disorders, stem cell and solid organ
transplant, anatomic and functional asplenia, and therapeutic
drug-induced immunosuppression, as well as for persons with
cochlear implants or other conditions leading to persistent
cerebrospinal fluid-cropharyngeal communication (40). ACIP
will continue to review accumulating data on use of influenza
vaccines in these contexts.

Unfluenza Division, National Center for Immunization and Respiratory
Diseases, CDC; 2Bartelle Memorial Instirute, Atlanta, Georgia: }lmmunization
Safery Office, National Center for Emerging and Zoonotic Infectious Diseases,
CDC; 4Johns Hopkins University, Baltimore, Maryland.
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FIGURE 2. Recommendations regarding influenza vaccination of
persons who report allergy to eggs*T — Advisory Committee on
Immunization Practices, United States, 2015-16 influenza season
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emergency medical at |EE_i5t 30 minutes after
attention. vaccination.

Abbreviations: IV = inactivated influenza vaccine, trivalent or quadrivalent;

RIV3 = recombinant influenza vaccine, trivalent.

* Persons with egg allergy may tolerate egg in baked products (e.g., bread or
cake). Tolerance to egg-containing foods does not exclude the possibility of egg
allergy (Erlewyn-Lajeunesse et al, Recommendations for the administration of
influenza vaccine in children allergic to egg. BMJ 2009:339:b3680).

* For persons who have no known history of exposure to egg, but who are
suspected of being egg-allergic on the basis of previously performed allergy
testing, consultation with a physician with expertise in the management of
allergic conditions should be obtained prior to vaccination. Alternatively, RIV3
may be administered if the recipient is aged =18 years.
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Incidence and Pattern of Lethal Congenital Anomalies in South Dakota, 2006-2013
By Wei Bai, Ph.D., Bonny Specker, Ph.D.
EA Martin Program, South Dakota State University

In 2012, South Dakota ranked 50th in the US in infant mortality and reducing infant mortality is a pub-
lic health priority in South Dakota. Congenital anomalies are the most common cause of infant death and

represent about one fourth of the total infant deaths between 2006 and 2013 in South Dakota (Table 1).

Table 1. Congenital Anomaly-related Infant Deaths, South Dakota, 2006-2013

2006 2007 2008 2009 2010 2011 2012 2013 | Total

Anomaly-related Infant Deaths (#) 28 24 24 18 21 17 29 18 179
Total Infant Deaths (#) 82 79 100 80 83 75 104 80 683
Anomaly-related Infant Deaths (%) 34% 30% 24% 23% 25% 23%  28% 23% 26%

Data from South Dakota Vital Records, 2006-2013

We used information from vital records (birth and death certificates) to describe the incidence and pat-
tern of major congenital anomalies in South Dakota among infant deaths. Congenital anomalies are de-
fined as congenital malformations, deformations and chromosomal abnormalities and are coded as Q00 -
Q99 according to ICD-'10-CM Coding System.

Incidence and Trends over Time

Between 2006 and 2013 South Dakota had higher mortality rates due to congenital anomalies than
what was observed nationally (p=0.004) (Figure 1). There was no significant trend between 2006 and
2013. The mortality rate from congenital anomalies among American Indian infants was not significantly
different than the mortality rate among White infants (Figure 2; p=0.09).

Figure 1. U.S. and South Dakota Infant Mortality Rates Due to Congenital Anomalies, 2006-2013

300 | south Dakota has a higher infant mortality rate due to congenital anomalies
that what is observed nationally (p=0.004).
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Figure 2. Infant Mortality Rates Due to Congenital Anomalies by Race, South Dakota, 2006-2013

300 The difference in infant mortality rates due to congenital anomalies does not
differ between American Indian infants and White infants (p=0.09).
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Main Classes of Lethal Congenital Anomalies
The incidence rates for the top five classes of congenital anomalies are shown in Figure 3. Congenital
anomalies of the circulatory system accounted for 21.2% of all anomaly- related deaths, chromosomal ab-
normalities accounted for 20.1%, and anomalies of the nervous system accounted for 19.0%. The two
most common anomalies were congenital malformations of the heart (12.8% of all anomalies) and anen-
cephaly (9.5%) (Figure 4).

Figure 3. Classes of Lethal Congenital Anomalies in South Dakota, 2006-2013 (data not shown if n<5
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Among American Indians, the top classes of lethal congenital anomalies were circulatory system and
nervous system, while among Whites the top classes of congenital anomalies were circulatory system and
chromosomal abnormalities (Figure 3). For both races, the most common anomaly was congenital mal-
formations of the heart (Figure 4)

Figure 4. Top Six Lethal Congenital Malformations in South Dakota, 2006-2013 (data not shown if n<5)
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Risk Factors Associated with the Occurrence of a Lethal Congenital Anomaly

Although more than half of all congenital anomalies do not have a specific cause, certain factors can
increase the chances of having a baby with congenital anomalies. We determined whether there were var-
iables recorded on the birth certificate records that were associated with an increased risk of having an
infant with a lethal congenital anomaly.

Pre-pregnancy diabetes, having inadequate prenatal care, and young maternal age (<20 years) were as-
sociated with increased risk of a lethal congenital anomaly with relative risks (95% CI) of 7.18 (3.54-
14.6), 7.99 (3.97-'16.1), and 1.65 (1.01-2.69) respectively (Table 2). Smoking during or 3 months prior
to pregnancy, race, and infant sex were not associated with the risk of a lethal congenital anomaly. Mater-
nal conditions not associated with the risk of a lethal congenital anomaly included maternal obesity or un-

derweight prior to pregnancy, gestational diabetes, and hypertension (both pre- pregnancy and gestational)
(Table 2).
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Table 2. Relative Risks [95% confidence interval) for Congenital Anomaly-Related Infant Deaths,
South Dakota, 2006-2012

Risk Factor Relative Risk

Maternal Age (years)

<20 1.65 (1.01 - 2.69)

20-29 -- reference --

30-39 1.37 (0.97 - 1.92)

>40 1.74 (0.64 - 4.75)
Race

American Indian 1.37 (0.93 - 2.02)

White -- reference --

Cther race 1.39(0.77 - 2.52)
Smoking During or 3 Months Prior to Pregnancy

Yes 1.12 (0.79 - 1.58)

Mo -- reference --
Infant Sex

Female 0.98 (0.72 - 1.33)

Male -- reference --
Adequacy of Prenatal Care utilization”

Inadequate 3.93 (2.47 - 6.25)

Intermediate 0.91 (0.46 - 1.79)

Adequate -- reference --

Adequate Plus 3.12 (1.96 - 4.96)
Maternal Conditions”
Mather Obese Prior to Pregnancy
Mother Underweight Prior to Pregnancy
Diabetes Prior to Pregnancy Present

Gestational Diabetes Present

1.35 (0.95 - 1.92)
1.88 (0.95 - 3.72)
7.18 (3.54 - 14.6)
0.50 (0.19 - 1.36)

Hypertension (Any Type) Present

0.59 (0.26 - 1.34)

Pre-pregnancy Hypertension Present

0.55 (0.08 - 3.93)

Gestational Hypertension Present

0.66 (0.27 - 1.61)

1 Based on Kotelchuck’s INDEXSUM, which combines when prenatal care was started and the % of expected visits attended.
2 Relative risks were calculated using the absence of the condition as the reference population. Confidence intervals that do not contain
1.0 are significant (bolded)

Recommendations

Receiving early and adequate prenatal care, keeping blood glucose in the target range both before and
during the pregnancy for a woman with pre- pregnancy diabetes, and avoiding teen pregnancy are three
things that may reduce the risk of a lethal congenital malformation.
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South Dakota Department of Health — Infectious Disease Surveillance

Selected Morbidity Report, 1 January — 31 July 2015

(provisional numbers) see http://doh.sd.gov/statistics/surveillance/

2015 year-to- 5-year median Percent change

Disease
date

Diphtheria
Tetanus

n/a
+100%
-86%
n/a
+200%
n/a

Pertussis
Poliomyelitis

Vaccine-Preventable

Measles
Mumps
Rubella
Haemophilus influenza type b
HIV infection -35%
Hepatitis B, acute 0%
Infections Chlamydia +1%
and Gonorrhea +62%
Blood-borne Diseases Syphilis, early +100%

Diseases

n/a

o|lo|o|Nv|O |~ |~ ]|O

n/a

=
w

Sexually Transmitted

o

Tuberculosis Tuberculosis 7 +71%

Invasive Bacterial Disease |Meningococcal, invasive 2 -200%
E. coli, Shiga toxin-producing +58%

Campylobacteriosis +2%
Salmonellosis +44%
Shigellosis >1000%
Diseases Giardiasis -16%
Cryptosporidiosis +7%
Hepatitis A +100%
Animal Rabies 0%
Tularemia +100%
Rocky Mountain Spotted Fever 0%
Malaria (imported) 0%

Enteric

Vector-borne

Diseases Hantavirus Pulmonary Syndrome 0%

Lyme disease +100%
West Nile Virus disease 19 -53%
Legionellosis 5 4 +25%
Additionally, the following were reported: Chicken Pox (17); CRE (16); Hep B, acute (2); Hep B,
chronic (117); Hep C (319); MRSA, invasive (88); Q Fever (3)

Other Diseases

Communicable diseases are obligatorily reportable by physicians, hospitals, laboratories, and institutions. The Reportable Diseases List is found at
http://doh.sd.gov/diseases/infectious/reporting-communicable-diseases.aspx or upon request. Diseases are reportable by telephone, fax, mail, website, or
courier.

Secure website: www.state.sd.us/doh/diseasereport

Telephones: 24 hour answering device 1-800-592-1804; for a live person at any time call 1-800-592-1861; after hours emergency 605-280-4810.

Fax 605-773-5509.

Mail in a sealed envelope addressed to the DOH, Office of Disease Prevention, 615 E. 4th Street, Pierre, SD 57501, marked "Confidential Medical
Report".
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