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[bookmark: _Summary_Key_Points]Summary Key Points
· The United States is experiencing an early influenza season, with activity elevated nationally. 
· In this week’s FluView, some indicators continue to rise, while others have fallen. (http://www.cdc.gov/flu/weekly/). 
· It’s too soon to say exactly what this means; but some regions may have peaked, while other parts of the country are still on the upswing.
· The earliest hit parts of the country will likely be the first to decline and be followed by those parts of the country whose seasons started more recently.  
· The markers that indicate increased severity (hospitalization and death) tend to lag behind our activity indicators. 
· We began reporting hospitalization rates for the season on December 7, 2012. We are now beginning to get reports of higher than expected hospitalization rates, especially in people 65 and older.  
· This week our surveillance system for deaths is just barely exceeding the baseline threshold for the first time this season.   
· It’s possible that hospitalization and death levels may continue to climb, but we will have to watch this and see.
· This Friday, CDC also published early interim estimates of the effectiveness of this season’s influenza vaccine. 
· Findings from early data suggest that this season’s vaccine so far is reducing the risk of having to go to the doctor for influenza by about 60% for people who got vaccinated. (More information about the study, published in the MMWR, is available in the section titled “Interim Vaccine Effectiveness Estimates.”)
· This is similar to a summary of vaccine effectiveness (VE) estimates from a meta-analysis of randomized controlled clinical trial data published recently and about what is expected during seasons when most circulating influenza viruses characterized by CDC are like the viruses included in the vaccine.
· A 60% VE is considered a moderate rate of vaccine effectiveness compared with the effectiveness of many childhood vaccines.
· Improvements in vaccine technology to increase influenza vaccine effectiveness are needed, however, the flu vaccine offers the best protection we have against influenza right now and even 60% VE against influenza-related doctor’s visits is significant.
· Also, influenza vaccination, even with moderate effectiveness, has been shown to offer substantial other benefits including reducing illness, antibiotic use, time lost from work, hospitalizations, and deaths.
· CDC routinely recommends that annual influenza vaccination efforts continue as long as influenza viruses are circulating. 
· While difficult to predict, it’s likely that influenza activity in the United States will continue for several more weeks. (During the past 10 influenza seasons, visits to doctors for ILI remained at or above baseline for an average of 12 consecutive weeks. The proportion of visits to doctors for influenza-like illness (ILI) has been elevated nationally for five consecutive weeks now.)
· Anyone 6 months and older who has not gotten vaccinated yet this season should get vaccinated. However, at this time, some vaccine providers may have exhausted their vaccine supplies, while others may have remaining supplies of vaccine.
· As of January 4, 2013, more than 128 million doses of influenza vaccine had been distributed to vaccine providers in the United States for the 2012-2013 season. (This is not doses administered.) This is among a total of about 135 million doses that were anticipated to be available for the U.S. market. 
· People seeking vaccination may need to call more than one provider to locate vaccine. The flu vaccine locator at http://flushot.healthmap.org may be helpful.
· Given the amount of influenza activity occurring in the United States right now, CDC also wants to remind people about its influenza antiviral treatment recommendations. 
· Antiviral treatment initiated as soon as possible is especially important for people who are very sick with influenza, such as those requiring hospitalization, and people who are at high risk of developing serious influenza-related complications, like young children, people 65 and older, people with certain underlying chronic conditions, and pregnant women. 
· These people should contact their health care provider if they develop influenza-like symptoms, including cough, fever, sore throat, and body aches.
· Antiviral drugs are prescription drugs that can lessen the time you are sick, but can also prevent serious flu complications from developing.
· For people with high risk conditions like asthma, diabetes and chronic heart disease, treatment with an antiviral drug can mean the difference between having a milder illness versus a very serious illness that could result in a hospital stay.
· The findings of the VE study also underscore the fact that some people who got vaccinated will still get sick with influenza.
· This doesn’t mean that everyone with influenza-like-symptoms of cough and fever have influenza. There are a lot of respiratory viruses circulating right now besides influenza. But some people who got vaccinated may still get an actual influenza infection. 
· There are a few reasons this could happen. 
1. People may be exposed to an influenza virus shortly before getting vaccinated or during the two-week period that it takes the body to gain protection after getting vaccinated. 
2. A person may be exposed to an influenza virus that is not included in the seasonal flu vaccine. Characterization of influenza viruses collected this season in the United States indicates that most circulating viruses are like the vaccine viruses however, there is a smaller percentage of viruses that would not be expected to be covered by the vaccine.
3. Unfortunately, some people can get infected with an influenza virus that is included in the vaccine despite getting vaccinated. Protection provided by influenza vaccination can vary, based in part on health and age factors of the person getting vaccinated. In general, the flu vaccine works best among young healthy adults and older children. Some older people and people with certain chronic illnesses may develop less immunity after vaccination. While vaccination offers the best protection against influenza infection, it's still possible that some people may become ill after being vaccinated. 
· There are very limited data to suggest that vaccination may make some people’s illness milder than it would have been otherwise, but we can’t say that for certain based on this study. 

· For the people in our VE study who did get vaccinated and then were lab-confirmed positive for influenza, the vaccine did not protect them from infection. 
· Influenza vaccination is not a perfect tool, but it is the best tool currently at our disposal to prevent influenza.
· However, because of the fact that people who got vaccinated can still get influenza, CDC recommends the use of influenza antiviral drugs for treatment regardless of a person’s vaccination status. 
[bookmark: _Vaccine_Uptake_Estimates]Vaccine Uptake Estimates
•	Fewer than half of children and adults were vaccinated by early season (early to mid-November 2012); 
· 36.5% of people 6 months and older,
· 39.9% of children, and
· 35.2% of adults had received a flu vaccination.
•	Flu vaccination coverage estimates were similar to those from the same time during the last flu season.
•	Among children, early season flu vaccination coverage was similar across all the racial/ethnic groups.
•	Among adults, Hispanics had lower flu vaccination coverage than both non-Hispanic white adults and non-Hispanic other or multiple race adults. Flu vaccination coverage was similar across all other racial/ethnic groups.
•	Among both adults and children, the most common places for flu vaccination were medical locations. Retail settings and work places were other important venues for adults.
Conclusions/Recommendations: 
•	Flu vaccination coverage is similar to what it was during the same time last flu season.
•	More than 60% of Americans have not taken advantage of flu vaccination and the protection it offers from influenza and its complications.
•	Individuals should get flu vaccinations as soon as possible.
•	Providers should recommend a flu vaccination to all their patients and make plans to vaccinate their patients and staff, as well as get vaccinated themselves.
•	Vaccination providers and immunization programs should work to ensure reminder/recall systems are in place so that everyone is reminded to get a flu shot during the season.
[bookmark: _Vaccine_Supply]Vaccine Supply
•	As of January 4, 2013, more than 128 million doses of influenza vaccine had been distributed to vaccine providers in the United States for the 2012-2013 season.  
•	Manufacturers originally projected about 135 million doses would be available for the U.S. market. It’s possible that more doses than that were actually distributed. An updated total number of doses distributed will be provided when it’s available.
•	At this time, some vaccine providers may have exhausted their vaccine supplies, while others may have remaining supplies of vaccine. 
•	People seeking vaccination may need to call more than one provider to locate vaccine. The flu vaccine locator at http://flushot.healthmap.org/ may be helpful.
[bookmark: _FluView_Activity_Update]FluView Activity Update
· The United States is having an early flu season with most of the country now experiencing high levels of influenza-like-illness (ILI). In this week’s FluView report, some key flu activity indicators continued to rise, while others fell. It’s too soon to say exactly what this means; but some regions may have peaked, while other parts of the country are still on the upswing. This FluView update contains data for the week between December 30, 2012 and January 5, 2013.
· Note:  As a result of the end-of-year holidays and elevated influenza activity, some sites may be experiencing longer than normal reporting delays and data is likely to change as additional reports are received. The most up to date data for all weeks during the 2012-2013 season can be found on the current FluView webpage at www.cdc.gov/flu/weekly. 
· Below is a summary of the key indicators: 
· The proportion of people seeing their health care provider for influenza-like illness (ILI) decreased from 6.0% to 4.3% for the week ending in January 5, but remains above the national baseline for the fifth consecutive week. (Last week CDC reported 5.6%. This number increased after additional reports were submitted.)
· Twenty-four states and New York City are now reporting high ILI activity. Last week 29 states reported high ILI activity. Additionally, 16 are reporting moderate levels of ILI activity; an increase from 9 states in the prior week. States reporting high ILI activity for the week ending January 5, 2013 include Alabama, Colorado, Delaware, Georgia, Illinois, Iowa, Kansas, Louisiana, Michigan, Minnesota, Mississippi, Missouri, New Jersey, New Mexico, North Carolina, North Dakota, Oklahoma, Pennsylvania, Rhode Island, Tennessee, Texas, Utah, Virginia, and West Virginia. 
· Forty-seven states reported widespread geographic influenza activity for the week between December 30, 2012 and January 5, 2013. This is an increase from 41 states in the previous week. Geographic Spread data are based on assessments made by each state health department and show how many areas within a state or territory are seeing flu activity. The assessments made by each state health department are based on the detection of outbreaks of flu, increases in the percent of people visiting the doctor with flu-like symptoms, and patients with laboratory-confirmed influenza.  
· Since October 1, 2012, 3,710 laboratory-confirmed influenza-associated hospitalizations have been reported; an increase of 1,443 hospitalizations from the previous week. This translates to a rate of 13.3 influenza-associated hospitalizations per 100,000 people in the United States. 
· Influenza-associated hospitalizations are highest among people 65 and older. Of the 3,710 influenza-associated hospitalizations that have been reported this season, 46% have been among people 65 and older. 
· Hospitalization data are collected from 15 states to calculate a rate of laboratory-confirmed influenza-associated hospitalizations that is reasonably representative of the nation. These data do not reflect the actual total number of influenza-associated hospitalizations in the United States.  
· The proportion of deaths attributed to pneumonia and influenza (P&I) based on the 122 Cities Mortality Reporting System is now slightly above the epidemic threshold for the first time this season. 
· Two influenza-related pediatric deaths were reported during the week between December 30 and January 5. One of the deaths was associated with an influenza A (H3) virus, and one was associated with an influenza A virus of unknown subtype. This brings the total number of influenza-associated pediatric deaths reported to CDC for 2012-2013 to 20. Additional information regarding pediatric deaths is available through FluView Interactive.  
· Nationally, the percentage of respiratory specimens testing positive for influenza in the United States during the week ending January 5, 2012 decreased from 35.2% in the previous week to 32.7% (Last week CDC reported 31.6% positive. This number increased after additional reports were submitted.)
· Influenza A (H3N2), 2009 influenza A (H1N1), and influenza B viruses have all been identified in the U.S. this season. During the week ending January 5, 2013, 3,369 of the 4,222 influenza positive tests reported to CDC were influenza A and 853 were influenza B viruses. Of the 1,586 influenza A viruses that were subtyped, 98% were H3 viruses and 2% were 2009 H1N1 viruses. 
· Since October 1, 2012, CDC has antigenically characterized 521 influenza viruses, including 17 2009 influenza A (H1N1) viruses, 327 influenza A (H3N2) viruses and 177 influenza B viruses.
· All 17 of the 2009 influenza A (H1N1) viruses were characterized as A/California/7/2009-like. This is the influenza A (H1N1) component of the Northern Hemisphere vaccine for the 2012-2013 season.
· Of the 327 influenza A (H3N2) viruses, 325 (99%) were characterized as A/Victoria/361/2011-like. This is the influenza A (H3N2) component of the Northern Hemisphere influenza vaccine for the 2012-2013 season.
· Approximately 67% of the 177 influenza B viruses belonged to the B/Yamagata lineage of viruses, and were characterized as B/Wisconsin/1/2010-like, the influenza B component for the 2012-2013 Northern Hemisphere influenza vaccine. The remaining 33% of the tested influenza B viruses belonged to the B/Victoria lineage of viruses.
· Since October 1, 2012, CDC has tested 70 2009 influenza A (H1N1), 600 influenza A (H3N2), and 230 influenza B virus isolates for resistance to neuraminidase inhibitors this season. The tested viruses showed susceptibility to the antiviral drugs oseltamivir and zanamivir. High levels of resistance to the adamantanes (amantadine and rimantadine) persist among 2009 influenza A (H1N1) and A (H3N2) viruses. Adamantanes are not effective against influenza B viruses.
· FluView is available – and past issues are archived – on the CDC website.
[bookmark: _Interim_Vaccine_Effectiveness]Interim Vaccine Effectiveness Estimates 2012-2013
· Each season since 2004-2005, CDC has estimated the effectiveness of seasonal influenza vaccines to prevent influenza-associated, medically attended acute respiratory infection (ARI).
· The early onset of the 2012-2013 influenza season offered an opportunity to provide an early vaccine effectiveness (VE) estimate this season.
· On January 10, 2013, CDC published “Early Estimates of Seasonal Influenza Vaccine Effectiveness—United States, January 2012” in the Morbidity and Mortality Weekly Report. (The report is available at 
· Early data from 1,155 children and adults enrolled through the U.S. Influenza Vaccine Effectiveness (Flu VE) Network during December 3, 2012-January 2, 2013 were used to estimate the overall effectiveness of seasonal influenza vaccine for preventing laboratory-confirmed influenza virus infection.
· After adjustment for study site, but not for other factors, VE was 62% (95% confidence interval [CI] = 51-71%). Thus vaccination reduced the risk of influenza-associated medical visits by approximately 60%.  
· Overall, the estimate suggests that the 2012-2013 influenza vaccine has moderate effectiveness against circulating influenza viruses, similar to previous published reports.  
· Influenza vaccination, even with moderate effectiveness, offers substantial benefits to the population, which include reducing illness, antibiotic use, doctor visits, time lost work from work, hospitalizations, and deaths.
· Based on these findings, CDC recommends that people who have not been vaccinated this year to get vaccinated if possible.
· However, at this time, some vaccine providers may have exhausted their vaccine supplies, while others may still have remaining supplies of vaccine.
· As of mid-December 2012, more than 127 million doses of influenza vaccine had been distributed in the United States for the 2012-2013 season. This is among a total of about 135 million doses that were anticipated to be available for the U.S. market this flu season. 
· People seeking vaccination may need to call more than one provider to locate vaccine. The flu vaccine locator at http://flushot.healthmap.org may be helpful. 
· These early estimates, however, also indicate that some vaccinated persons will become infected with influenza despite having been vaccinated.
· Therefore, CDC is reminding clinicians and the public of the agency’s influenza antiviral treatment recommendations.  (See the “CDC Antiviral Treatment Recommendations” section for more information.)
· The findings of this early analysis also highlight the need for the development of more effective vaccines.  
· The final, adjusted effectiveness estimates for this year’s vaccine are likely to be different for a number of reasons, including adjusting the data for age and other factors, and depends on any change in circulating influenza viruses or population immunity.
· CDC will monitor VE throughout the season and provide updates.
[bookmark: _Background:_Vaccine_Effectiveness]Background: Vaccine Effectiveness
How well the flu vaccine works can vary from year to year and from one person to another. 
· Vaccine effectiveness (VE) can vary depending on many things, including vaccine match and the health and age of the person getting vaccinated.
· If the influenza viruses spreading are very different from the vaccine viruses, the vaccine won’t work as well.
· Another factor that influences VE is the age and health of the person being vaccinated. 
· In general, the flu vaccine works best among young healthy adults and older children. 
· Some older people and people with certain chronic illnesses that affect how the immune system work might develop less immunity than healthy young adults after vaccination.
· This means that VE can vary by season; it can vary by virus type and strain and it can vary from person to person, depending on how well they respond to vaccination.
· When most circulating viruses are like those in the vaccine, vaccination offers substantial benefit, reducing illnesses, antibiotic use, doctors' visits and lost work and preventing hospitalizations and deaths.   
Recent studies show vaccine can reduce the risk of flu about 60% during a well-matched season.
•	CDC-supported recent past studies looked at outcomes in four different sites across the United States.
•	CDC estimates since 2004-2005 have ranged from 10% to 60%.
· During the 2010-2011 influenza season, overall VE was 60% (Treanor et al., 2012).
•	Similar outcomes have been reported in other publications.
Examples
· A randomized study (Monto et al., 2009) looking at the 2007-2008 influenza season found trivalent inactivated vaccine (flu shot) reduced the risk of influenza by 70%. 
· The main study that led to the licensure of LAIV (Belshe et al., 1998) was one conducted in children that showed that LAIV reduced influenza by 90% in children vaccinated against the flu. 
· A meta-analysis of randomized clinical trials of LAIV in children found that 2 doses of LAIV in vaccine-naïve children prevented infection with 77% of antigenically similar viruses and 72% of all viruses regardless of antigenic similarity (Rhorer et al., 2009).
· A meta-analysis of randomized controlled clinical trial data reported a summary estimate of vaccine effectiveness of about 60% (Osterholm et al., 2011). 
•	This is considered a moderate rate of vaccine effectiveness compared with the effectiveness of many childhood vaccines.
•	Improvements in vaccine technology to increase vaccine effectiveness are needed.
•	However, while not perfect, the flu vaccine offers the best protection we have against influenza right now.
[bookmark: _Vaccine_Improvements]Vaccine Improvements
There have been improvements in vaccine technology. 
•	Vaccine manufacturers and researchers are working on improved influenza vaccines.
•	Recent changes in influenza vaccine formulation using higher amounts of virus antigen per dose were accepted by FDA for immunizing people over age 65 years. Studies are underway to see if higher dose vaccines are more effective than current vaccines.
•	In addition, manufacturers are working to produce quadrivalent vaccines that would protect against four influenza viruses instead of three.
•	Other studies are looking at the use of adjuvants that might improve how well vaccines work.
While continued improvements in vaccine technology are needed, influenza vaccination with currently available vaccines offers the best protection we have against seasonal flu at this time. 
•	Vaccine manufacturers and researchers are working on improved influenza vaccines.
· A meta-analysis of randomized controlled clinical trial data reported a summary estimate of vaccine effectiveness of about 60% (Osterholm et al., 2011). 
•	Also, when more people are vaccinated, then more people are protected. 
•	Some older people and people with certain chronic illnesses have weaker immune systems and might develop less immunity than healthy young adults after vaccination. For these people, getting others around them vaccinated helps protect them.
[bookmark: _Measuring_Vaccine_Effectiveness]Measuring Vaccine Effectiveness
VE is difficult to measure and study results can vary widely based on a) the study design, b) the outcome being measured and c) the population being studied.
•	“Randomized studies,” in which people either get vaccine or placebo and then are followed to see who gets flu and who doesn’t, are the “gold standard” for determining the effectiveness of a vaccine, but withholding a potentially life-saving vaccine, especially among high risk people, has ethical implications so CDC does not conduct randomized influenza vaccine effectiveness studies but conducts “observational studies”.
•	Observational Studies to estimate vaccine effectiveness often use a study method where “case” patients with lab confirmed influenza are compared to “control” patients who do not have influenza infections. Methods of selecting control patients can influence study results. Many factors influence whether a person gets vaccinated and must be controlled for. The method CDC currently uses to estimate VE has been validated and is also used by European, Canadian, and Australian investigators. 
•	Current CDC VE estimates measure VE against laboratory confirmed influenza associated with medically attended ARI visits. By confirming influenza with a sensitive assay, RT-PCR, the VE estimate is more accurate.
In recent years, CDC has developed new and improved methodology to measure VE.
•	Each season since 2004-2005, CDC has estimated the effectiveness of the seasonal influenza vaccines to prevent influenza-associated, medically attended acute respiratory infection (ARI).
•	The CDC study methodology looks at outcomes in several different sites across the United States to gather more representative data.
•	The methodology also looks at people of all age groups, so it should give a more accurate assessment of VE across the different age groups.
•	This study methodology should capture VE by season.
· Based on these data, seasonal influenza vaccine effectiveness (VE) estimates have ranged from 10% to 60% since 2004-2005.
[bookmark: _Flu_Vaccine_Effectiveness]Flu Vaccine Effectiveness Network
· The U.S. Flu Vaccine Effectiveness (VE) Network is designed to provide estimates of clinical effectiveness of licensed vaccines by age group and by influenza type and subtype. 
· The network currently consists of five study sites spread across the United States. 
· The five study communities include Marshfield, Wisconsin; Southeast Michigan; Seattle, Washington; Pittsburgh, Pennsylvania; and Temple, Texas.  
· VE assessments began in 2004-05 with one site, Marshfield Clinic. In 2008-09, VE assessment expanded to four sites. This is the first season when five sites will participate. 
· The increase in the number of sites means that more patients will likely be enrolled, allowing for age-specific VE estimates and type/subtype-specific VE estimates to be made. 
· Enrollees are patients evaluated in outpatient settings for acute respiratory symptoms with cough. 
· Enrollment begins after laboratory-confirmed influenza cases are reported in local surveillance for two consecutive weeks, and continues for the rest of flu season.  
· Patients are eligible if they are older than six months of age (thus being eligible to receive influenza vaccination), they have reported acute respiratory illness with cough within seven days, and they have not been treated with influenza antiviral medications. 
· Eligible patients complete an enrollment interview and answer basic questions regarding their influenza vaccination status, age, underlying health conditions, and other characteristics. Influenza vaccination status is later confirmed by reviewing records. Following enrollment, a respiratory specimen is collected and tested for influenza by the CDC real-time Reverse Transcription Polymerase Chain Reaction (RT-PCR). Influenza-positive samples are then typed and subtyped.

[bookmark: _Messages_for_Influenza]Messages for Influenza Vaccine Providers
· CDC wants to remind health care providers who provide influenza vaccine of the following:
· If you have vaccine, please do what you can to ensure it is used. In many communities, an “immunization neighborhood” exists in which providers, health departments, pharmacists and others work together to find solutions to maximize the number of people vaccinated when uneven vaccine availability occurs. Working with other immunization providers in your community can go a long way to ensure patients seeking vaccination can obtain needed vaccine and minimize the number of unused doses.
· If you are registered as a flu vaccine provider on http://flushot.healthmap.org/ or on another vaccine finder website, please ensure your information is up to date. If you have run out of vaccine, remove your information from these websites.
· Multiple types of flu vaccine are available, including traditional flu shot, intradermal and high dose inactivated vaccines, and live attenuated vaccine “FluMist” nasal spray vaccine. 
· Providers may need to consider using more than one vaccine type to vaccinate their patients.  Information on who can receive each of these different vaccines can be found at: http://www.cdc.gov/flu/protect/keyfacts.htm. 
[bookmark: _CDC_Antiviral_Treatment]CDC Antiviral Treatment Recommendations 
· Clinical benefit is greatest when antiviral treatment is administered early. When indicated, antiviral treatment should be started as soon as possible after illness onset, ideally within 48 hours of symptom onset. However, antiviral treatment might still be beneficial in patients with severe, complicated or progressive illness and in hospitalized patients when started after 48 hours of illness onset, as indicated by observational studies. 
· Antiviral treatment is recommended as early as possible for any patient with confirmed or suspected influenza who 
· is hospitalized;
· has severe, complicated, or progressive illness; or
· is at higher risk for influenza complications.
· Decisions about starting antiviral treatment should not wait for laboratory confirmation of influenza. 
· While influenza vaccination is the first and best way to prevent influenza, a history of influenza vaccination does not rule out the possibility of influenza virus infection in an ill patient with clinical signs and symptoms compatible with influenza.
· Antiviral treatment also can be considered for any previously healthy, symptomatic outpatient not at high risk with confirmed or suspected influenza on the basis of clinical judgment, if treatment can be initiated within 48 hours of illness onset.
· More information is available at http://www.cdc.gov/flu/professionals/antivirals/index.htm.   
[bookmark: _Influenza_Antiviral_Medications:]Influenza Antiviral Medications: Background
•	Two FDA-approved influenza antiviral medications are recommended for use in the United States during the 2012-2013 influenza season: oral oseltamivir (Tamiflu®) and inhaled zanamivir (Relenza®).
•	Oseltamivir and zanamivir are known as neuraminidase inhibitors and have activity against both influenza A and B viruses.
•	When clinically indicated, influenza antiviral medications should be used to treat these most vulnerable patients as soon as possible, ideally (but not limited to) within 48 hours of symptom onset. Treatment is still recommended if started >48 hours after illness onset. 
•	Antiviral treatment with oseltamivir or zanamivir is recommended as early as possible for patients with confirmed or suspected influenza who have severe, complicated, or progressive illness; who require hospitalization; or who are at greater risk for serious influenza-related complications, including young children, pregnant women, and persons with certain chronic medical conditions. Treatment of persons with suspected influenza should not wait for laboratory confirmation of influenza. 
•	Antiviral treatment can also be considered for any previously healthy, non-high-risk, symptomatic outpatient with confirmed or suspected influenza based upon clinical judgment, if treatment can be initiated within 48 hours of illness onset.
•	Influenza vaccination to prevent influenza and prompt antiviral therapy to treat influenza illness are the two most important medical countermeasures against the influenza viruses. Their correct application by health care professionals can provide life-saving benefits to patients.
•	For more information about antiviral medications, visit http://www.cdc.gov/flu/antivirals/index.htm. 
[bookmark: _Influenza_Antiviral_Supply]Influenza Antiviral Supply
· Influenza antiviral drugs are commercially manufactured. 
· Supplies of these drugs are dependent upon commercial manufacturers.
· Recently FDA has been in communication with the manufacturer of Tamiflu regarding supply issues. 
· FDA posted an online statement on January 10, 2013 on this topic at http://www.fda.gov/Drugs/DrugSafety/DrugShortages/ucm314742.htm#oseltamivir.
[bookmark: _Influenza-Related_Pediatric_Deaths]Influenza-Related Pediatric Deaths
•	Two pediatric deaths were reported during the week of December 23-29, bringing the total number of flu-associated deaths to 20 for the 2012-2013 season. 
•	Last season, 34 influenza-associated pediatric deaths were reported to CDC. This was the lowest number of pediatric deaths reported to CDC since the 2005-2006 influenza season, during which 46 pediatric deaths were reported.
•	Since 2004, when pediatric deaths associated with influenza infection became a nationally notifiable condition, the number of deaths reported to CDC each year has ranged from 34 (2011-2012 season) to 282 deaths (2009-2010 season). (During the 2009 H1N1 pandemic—April 15, 2009 to October 2, 2010—348 pediatric deaths were reported to CDC.) 
•	These deaths are a somber reminder of the danger flu poses to children. 
•	The single best way to protect against seasonal flu and its potential severe consequences in children is to get a seasonal flu vaccine each year. 
•	Vaccination is especially important for children younger than 5 years of age and children of any age with an underlying medical condition like asthma, a neurological and neurodevelopmental disease, or immune suppression. These children are at higher risk of serious flu complications if they get the flu. 
•	Information about the pediatric deaths, including basic demographics, underlying conditions and time and place of death, is collected through the Influenza-Associated Pediatric Mortality Surveillance System. Information for the 2012-2013 season is now available through the Influenza Associated Pediatric Mortality application of FluView Interactive at http://www.cdc.gov/flu/weekly/fluviewinteractive.htm. 
•	Yearly vaccination also is especially important for people in contact with high risk children in order to protect the child (or children) from the flu. 
•	Even previously healthy children can become seriously ill if they get the flu. The latest laboratory-confirmed influenza hospitalization data reported in this week’s FluView indicate that approximately 40% of children hospitalized with the flu had no identified underlying medical conditions. 
•	Flu-related deaths in children younger than 18 years old should be reported through the Influenza-Associated Pediatric Mortality Surveillance System. The number of flu-associated deaths among children reported during the 2012-2013 flu season will be updated each week and can be found at www.cdc.gov/flu/weekly/#S3.   
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