Paediatric
Innovation &
Improvement
Network

Paediatric Influenza guideline
Version:

1

Approval Committee:

CSRG

Date of Approval:

21/11/2016

Ratification Group (eg Clinical network):

Infectious diseases/immunology

Date of Ratification

26/10/2016

Signature of ratifying Group Chair
Author’s and job titles

Dr Sanjay Patel
Consultant in Paediatric infectious
diseases and immunology

Date issued:

1/11/16

Review date:

Nov 2019

Key words:

Influenza

Main areas affected:

Vaccination, treatment, prophylaxis

Other stakeholders consulted e.g. other
clinical networks, departments

Wessex ID/immunology network

Summary of most recent changes (if
updated guideline):

Nil since PHE document 2015/16

Relevant national or international Guidance
eg NICE, SIGN, BTS, BSPED

PHE guidance on use of antiviral agents
for the treatment and prophylaxis of
seasonal influenza Version 7.0, October
2016

Consultation document completed: see
Appendix A

Yes

Total number of pages:

9

Is this document to be published in any
other format?

No

Does this document replace or revise an existing document? No
If so please identify here which document/s

1

Paediatric
Innovation &
Improvement
Network
1.1

Introduction
This policy provides guidance on the vaccination of children at risk of severe
influenza infection, treatment of presumed/confirmed influenza infection and
prophylaxis following significant contact with influenza.
1.2
Scope
All children at risk of severe influenza, infected with influenza or those in contact with
influenza.
1.3
Purpose
Identification of children at risk of severe influenza infection and appropriate
immunisation. Appropriate treatment of cases of presumed/confirmed influenza and
appropriate management of cases of significant contact with confirmed influenza.
1.4
Definitions
Child – 0 to 18 years of age.
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These recommendations are based on the PHE influenza guidelines 2016-2017:https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/562747/PHE_guidance
_antivirals_influenza_2016_to_2017_FINAL.pdf
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EXECUTIVE SUMMARY
1) All children with risk factors for severe influenza (see p3) should be offered an influenza
vaccine
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/456568/2904
394_Green_Book_Chapter_19_v10_0.pdf ).
2) The indication for vaccination is based on the presence of risk factors for severe infection.
The choice of vaccination (live attenuated vaccine (nasal) versus the inactivated vaccine
(injected)) is based on the presence of contraindications to the live attenuated vaccine
(LAIV). The live attenuated vaccine is cold adapted so is unable to survive above 35°C (so
cannot replicate in the lower resp tract) which means that it is safe in the majority of
immunocompromised children, including solid organ recipients and children on steroids
(≤2mg/kg od). The following groups should receive the inactivated vaccine rather than the
LAIV:




Those with extreme T cell immunodeficiency (SCID) or on prednisolone>2mg/kg od.
Oncology patients receiving chemotherapy or within 6 months of finishing, and bone
marrow transplant patients (up to 6 months post-BMT).
Anaphylaxis to egg requiring admission to PICU
Those on aspirin

3) Treatment
A) Children with risk factors should be treated with antivirals (as per PHE guidance) if
admitted to hospital with confirmed or presumed influenza infection (during periods that
influenza is known to be circulating locally).
B) Only treat children without risk factors who are admitted to PHDU / PICU with confirmed
or presumed influenza infection.
Where indicated, treatment should be initiated as soon as possible (ideally within the first 48
hours of symptoms). The choice of antiviral agent in severely immunocompromised patients
depends on the predominant circulating strain H3N2 versus H1N1 (higher risk of oseltamivir
resistance with H1N1). See PHE website and briefings during influenza season for further
details. If influenza PCR results are subsequently negative in cases of presumed infection,
antivirals can be stopped.
4) Prophylaxis –only children with risk factors should receive prophylaxis following exposure
to a person in the same household with confirmed influenza or an influenza-like illness when
influenza is circulating in the community. If indicated, prophylaxis should only be used if
started within 48 hours of the last contact (use after 48 hours with specialist advice only).
A) Risk factors for severe infection (The Green Book, Immunisation against infectious
diseases https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/456568/29043
94_Green_Book_Chapter_19_v10_0.pdf )
1. Under 6 months old from expected delivery date
2. Asthma on regular inhaled steroids
3.Cystic fibrosis, Primary ciliary dyskinesia or bronchiectasis
4.Chronic lung disease on home oxygen or long-term ventilation
5.Congenital Heart Disease apart from minor ASD / VSD / PS
6. Significant Immune deficiency (any cause including HIV and long term oral steroids)
7. Neuromuscular disease e.g. SMA, Duchenne etc
8. Significant neurodevelopmental delay
9. Other chronic disease where clinician feels decompensation may result from influenza.
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RISK FACTORS

Mortality rate per 100,000 population

Immunosuppression

20.0

Chronic liver disease
Chronic neurological
disease

15.8

Chronic renal disease

4.8

In a risk group (average)

4.0

Chronic heart disease

3.7

Chronic respiratory disease

2.4

Diabetes

2.2

Not in any risk group

0.4

14.7

In general, influenza is less severe in children than in adults. However, children are regarded
as super-spreaders of influenza – current DoH recommendations are that all children
between 2-6 years should be vaccinated (current uptake 30-40% in children without risk
factors, 50-60% in children with risk factors)
The eligibility of all children being followed up in general and speciality paediatric out-patient
clinics should be assessed and the benefits of immunisation should be communicated to the
family. Consider barriers to vaccination (severity of illness, efficacy of vaccine, adverse
events) and address in this communication.
B) Barriers to vaccination of children
• Perception of risk of their child getting influenza in terms of likelihood.
•

Lack of knowledge or misinformation about why healthy children should be
vaccinated i.e. risk to other family members/society (population level justification)

•

Lack of knowledge about why children with risk factors should be vaccinated re
severity of illness

•

Practical barriers – getting to GP practice to have the vaccine administered : school
vaccination programs being introduced in some areas.

•

Perception of effectiveness of the vaccine.

C) Side-effects of vaccine (adult data):• Local pain (10-64%) – related to amount of adjuvant in vaccine (significant in H1N1
pandemic vaccine)
•

Other SE’s similar to placebo vaccine:–

Fever: 3% versus 1%

–

Malaise: 9% versus 6%

–

Myalgia: 18% versus 10%
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D) Choice of vaccine (LAIV versus inactivated vaccine)
Vaccine
name

Vaccine type

Age indication

Egg content

Patient type

(egg content of
<0.06mcg/0.5ml dose is
deemed a low egg
vaccine)

Fluenza
tetra

Live attenuated
nasal (LAIV)

24 months
upwards

≤1.2mcg/ml
(≤0.24mcg/0.2ml
dose)

Sanofi
Pasteur
MSD
inactivated
split virion
influenza
vaccine

Split virion
inactivated vaccine

6 months
upwards

<0.1mcg/ml
(0.05mcg/0.5ml
dose)

Appropriate for most children above
2 years of age.
Avoid if:
Those with extreme T cell
immunodeficiency (SCID)

Oncology patients receiving
chemotherapy or within 6
months of finishing, and
bone marrow transplant
patients (up to 6 months
post-BMT).

Anaphylaxis to egg requiring
admission to PICU

Those on aspirin
Use in children below 2 years of age
or if contraindications to LAIV (see
above)

E) Treatment of influenza
i) Definitions:Uncomplicated influenza: influenza presenting with fever, coryza, generalised symptoms
(headache, malaise, myalgia, arthralgia) and sometimes gastrointestinal symptoms, but
without any features of complicated influenza.
Complicated influenza: influenza requiring hospital admission and/or with symptoms and
signs of lower respiratory tract infection (hypoxaemia, dyspnoea, lung infiltrate), central
nervous system involvement and/or a significant exacerbation of an underlying medical
condition.
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Severe immunodeficiency includes:
-

severe primary immunodeficiency (esp T cell immunodeficiency)
current or recent (within six months) chemotherapy or radiotherapy for malignancy
solid organ transplant recipients on immunosuppressive therapy
bone marrow transplant recipients currently receiving immunosuppressive treatment, or who
received it within the last 12 months

-

patients with current graft-versus-host disease
patients currently receiving high dose systemic corticosteroids (equivalent to ≥40 mg
prednisolone per day for >1 week in an adult, or ≥ 2mg/kg/day for ≥1 week in a child), and for
at least three months after treatment has stopped
HIV infected patients with severe immunosuppression (CD4<200/μl or <15% of total
lymphocytes in an adult or child over five; CD4< 500/μl or <15% of total lymphocytes in a
child aged one to five; expert clinical opinion in a child aged under one)

-

NOTE: most children with severe immunodeficiency are still eligible to receive the live
attenuated vaccine apart from those with extreme T cell immunodeficiency (SCID), oncology
patients receiving chemotherapy or within 6 months of finishing or bone marrow transplant
patients (up to 6 months post-BMT).

Table 1 – Management of severely immunocompromised patients with confirmed/presumed
influenza
Dominant strain
H3N2

Dominant strain H1N1 (higher risk of
oseltamivir resistance)

Uncomplicated

Oseltamivir

Zanamivir diskhaler or oseltamivir po (if not
tolerating diskhaler)

Complicated

1st line: oseltamivir
2nd line: zanamivir
(inh/neb/IV) consider switching if
poor clinical
response

Zanamivir (inh/neb/IV)

Zanamivir not licensed below age 5 years. Consult paediatric ID team, UHS if use considered in a
child below 5 years of age.

The consensus reached by the Wessex network is that children without risk factors
(including immunosuppression) with confirmed or suspected influenza should only
be treated with oseltamivir/zanamivir if severe enough to require admission to PHDU
or PICU. Children can be started on treatment awaiting virological confirmation (NPA or viral
throat swab for respiratory viral PCRs) during periods of high levels of circulating influenza.
Paediatricians should receive weekly updates on local levels of circulating influenza in order
to inform such decision making.
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F) Prophylaxis following contact with confirmed influenza
Only children with risk factors should receive prophylaxis following exposure to a person in
the same household with confirmed influenza or influenza-like illness when influenza is
circulating in the community. If indicated, prophylaxis should only be used if started within 48
hours of the last contact (use after 48 hours with specialist advice only).

G) Dosing of antiviral drugs in children
i) Treatment
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ii) Prophylaxis
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Implementation
The Guideline will be displayed on the PIER website and sent to the Care Group
Management Teams. The teams will be expected to cascade to all relevant staff
groups.

4

Process for Monitoring Effectiveness
Annual data is published annually about uptake rates of influenza vaccination in
children (https://www.gov.uk/government/collections/seasonal-influenza-guidancedata-and-analysis).
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