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Limited Vaccine Supplies Lead to  
Proposal for New Flu Vaccination Strategy  
 

or decades, the prevailing influenza 
immunization policy in the United 
States was that of targeting high-
risk groups, including the very 

young, the elderly, the institutionalized, 
individuals with chronic medical conditions, 
pregnant women, healthcare workers with 
direct patient contact, and other caregivers. 
Once the needs of these high-risk individu-
als were met, influenza vaccination would 
be made available to the general popula-
tion. A recent article by Longini and Hal-
loran suggests, however, that the current 
approach fails to address a key component 
of influenza epidemiology: transmissibility 
of the illness. The authors propose that 
vaccination of schoolchildren is an effective 
method to reduce transmissibility of influ-
enza and that such an approach can dra-
matically impact morbidity and mortality 
among the high-risk groups. They propose 
that vaccination of schoolchildren be car-
ried out concomitantly with the vaccination 
of high-risk individuals to achieve a more 
beneficial effect.  

To support the case that the current 
approach is ineffective, the investigators 
refer to data from numerous studies that 
indicate a modest effect on morbidity and 
mortality when those apparently most at 
risk are immunized. In addition, they dis-
cuss published data indicating many high-
risk individuals are never vaccinated and  

that although reports of the five most  
recent flu seasons suggest that an average 
of 30% of the US population is vaccinated, 
there is little effect on transmission of the 
illness or on overall influenza morbidity 
and mortality in the United States. In con-
trast, to support their proposal, the authors 
discuss epidemiologic data from both US 
and Japanese studies in which significant 
decreases in excess influenza-related deaths 

in the elderly and decreased influenza-like 
illness in communities were observed when 
schoolchildren were vaccinated. Mathe-
matical models suggest that vaccination of 
70% of schoolchildren would be considered 
a threshold limit, a level at which vaccina-
tion would maintain transmission of influ-
enza to below-epidemic levels. The models 
also demonstrated that vaccination of as 
few as 50% of schoolchildren would still 
result in considerably reduced transmission 
of the influenza. Hence, according to the 
mathematical models, more lives would be 
saved and more illness prevented if  
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“According to the mathe-
matical models, more lives 
would be saved and more  
illness prevented if school-
children were vaccinated.” 
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Limited Vaccine Supplies Lead to Proposal  
for New Flu Vaccination Strategy 
Continued 
 
schoolchildren were vaccinated. An indirect 
benefit of the proposed approach is that 
fewer doses of vaccine would be required. 
The authors present the example of vacci-
nating 70% of the current 60 million US 
schoolchildren. This would require 42 mil-
lion doses of vaccine, a number of doses 
that is still far less than the 57 million doses 
available even during the severe shortages 
seen in the 2004 to 2005 flu season. The 
authors also suggest options for testing the 
benefit of vaccinating schoolchildren. One 
option might consist of carrying out the 
vaccinations in some states and comparing 
the findings with those states in which 
schoolchildren had not been vaccinated,  
a methodology that could readily measure 
the efficacy of such an approach. This 
would, in effect, amount to having the  

entire country participate in a single,  
large community trial.  

The investigators point out that the 
idea of vaccinating schoolchildren to  
reduce transmission of influenza and indi-
rectly reducing morbidity and mortality  
is not novel. However, it is surprising that  
a strategy has never been recommended  
in the United States. Perhaps recent trends, 
in which US officials are beginning to more 
seriously consider the indirect benefits of 
vaccinations, and questions regarding the 
availability of sufficient vaccine doses may 
result in adoption of such a strategy.  
 
 
Longini IM Jr, Halloran ME. Strategy for distribu-
tion of influenza vaccine to high-risk groups and 
children. Am J Epidemiol. 2005;161:303-306. 

 

 
Live Attenuated Influenza Vaccine:  
Is It Safe for Children? 
 

nfluenza is responsible for significant  
hospitalization of children for lower respi-

ratory tract illness. In comparison to adults, 
children are more susceptible to influenza 
because they either have not been infected 
or have been infected less often with any of 
the major influenza virus types. The results 
of an earlier trial involving children 1 to 17 
years of age indicated that administration  
of live attenuated influenza vaccine, triva-
lent (LAIV-T), demonstrated a statistically 
significant increase in asthma encounters for 
those participants younger than 59 months. 
These findings were in contrast to a phase III 
efficacy trial that indicated that LAIV-T was 
both safe and efficacious in children 
younger than 5 years. Nonetheless, based on 
concern for the development of asthma, 
LAIV-T is approved for use only in persons 
aged 5 to 49 years. Furthermore, the use of 
LAIV-T is not recommended in children with 
a history of asthma. These recommendations 
result in the exclusion of many children 

from access to complementary influenza 
vaccination programs. The need for a safe, 
effective influenza vaccine for children  
was clearly emphasized by the influenza-
associated deaths of healthy children re-
ported during the 2003 to 2004 influenza  
season. Now, a recently published paper by  
Piedra and colleagues reports the findings of 
the largest safety study in children to date 
of the recently licensed LAIV-T. 

The study was an open-label, nonran-
domized, community-based trial in children 
aged 18 months through 18 years, carried 
out in Texas from 1997 to 2002. In each  
vaccine year, all children, regardless of age, 
received a single intranasal dose of LAIV-T. 
Over the 4-year study, 18,780 doses of vac-
cine were given to 11,096 children. A total 
of 4,529, 7,036, and 7,215 doses of LAIV-T 
were given to children aged 18 months  
to 4 years, 5 to 9 years, and 10 to 18 years, 
respectively. Over the 4 years, a total of  
42 serious adverse events were identified, 
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“Children aged  
18 months to  
4 years tolerated 
LAIV-T as well as 
did children aged 5 
to 18 years.” 

Live Attenuated Influenza Vaccine:  
Is It Safe for Children? 
Continued 

 
including appendicitis, lower respiratory 
tract illness, skeletal pain, and psychiatric 
disorders. None of the adverse events 
were judged as being related to LAIV-T. 
Children aged 18 months to 4 years toler-
ated LAIV-T as well as did children aged 5 
to 18 years. Healthcare utilization was also 
evaluated by determining the relative risk 
of medically attended acute respiratory 
illness and asthma rates at 0 to 14 days 
and 15 to 42 days after vaccination com-
pared with rates prior to vaccination.  
Use of LAIV-T in children was not associ-
ated with increased risk in healthcare 
utilization attributable to acute respira-
tory illness or asthma. Six pregnancies 
were also identified among teenagers 
over the course of the study. With the  
exception of one case, in which a healthy 
preterm baby was delivered, all pregnan-
cies resulted in the birth of healthy  
full-term babies.  

The results of this study do not sug-
gest a link between LAIV-T and asthma 
exacerbation. Furthermore, this current 
report indicates that use of LAIV-T in chil-
dren is well tolerated. Based on the lack  
of serious adverse events and the agree-
ment between their findings and those  
of a previous phase III clinical trial, the 
investigators urge consideration of lower-
ing the age limits for LAIV-T use to 15 or 
18 months and to expand the current  
recommendations to include children with 
mild intermittent asthma. 
 
NOTE: the FDA has not approved the  
discussed use of the drug in this study. 
 
Piedra PA et al. Live attenuated influenza vaccine, 
trivalent, is safe in healthy children 18 months to  
4 years, 5 to 9 years, and 10 to 18 years of age in  
a community-based, nonrandomized, open-label 
trial. Pediatrics. 2005;116:e397-e407. 

Receive CME credit for Clinical Insights in Pediatric Respiratory Care™ 

Physicians who wish to receive CME credit for this educational activity should 
1) Read each of the 12 monthly issues in the series and retain for future reference 

2) Review the original articles discussed in their entirety 

3) Complete the post-test that accompanies the last issue in the series (August 2006) 

4) Fill out the accompanying CME Activity Evaluation/Registration Form  

5) Return the post-test and CME Activity Evaluation/Registration Form to Thomson Professional Postgraduate 
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For more information about upcoming PRCI™ CME activities,  
visit us at www.ppscme.org.  

PRCI™ MISSION  
STATEMENT 
The PRCI™ is a multicomponent 
educational program on  
pediatric respiratory disorders 
designed for pediatricians, 
neonatologists, infectious  
disease specialists, allergists, 
pulmonologists, immunologists, 
primary care physicians, and 
other healthcare professionals 
involved in the care and  
management of pediatric  
respiratory patients. PRCI  
programs address issues con-
cerning asthma, respiratory 
syncytial virus, viral respiratory 
tract infections, and other  
respiratory disorders and 
evaluate methods to prevent, 
control, and treat respiratory 
illnesses. 
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