Maine CDC
2025–2026 Respiratory Virus Season Talking Points
Including Influenza, COVID-19, and RSV


Respiratory Season Overview 
· The 2025-2026 Respiratory Viruses Season officially began Sunday September 28, 2025. 
· Influenza, RSV, and COVID-19 are now all considered as part of the respiratory virus season. 
· US CDC expects the upcoming respiratory season to have a similar combined number of peak hospitalizations compared to last season. https://www.cdc.gov/cfa-qualitative-assessments/php/data-research/season-outlook25-26.html 

Immunization
Getting vaccinated this year is especially important with three prominently circulating respiratory virus this fall.  Influenza, COVID-19, and respiratory syncytial virus (RSV) will be circulating at the same time; illness from these viruses can be prevented by vaccines.  Getting vaccinated will protect you and your family from becoming sick from one of these viruses and may also potentially save healthcare resources in a season that could be particularly taxing.  

Influenza Vaccination
1. Everyone six months of age and older should get a yearly flu vaccine.
· Children 6 months through 8 years of age, receiving the flu shot for the first time or those who have only previously gotten one dose of vaccine in this age range, should get two doses of vaccine this season—spaced at least 4 weeks apart. 
· Persons who are pregnant, who might be pregnant, or are postpartum during the influenza season should receive any licensed, recommended, and age-appropriate vaccine. LAIV4 should not be used during pregnancy but can be used postpartum. Vaccination during pregnancy is protective for the mother as well as infants during the first months of life.
· Adults aged ≥65 years should receive trivalent high-dose inactivated influenza vaccine (HD-IIV3), trivalent recombinant influenza vaccine (RIV3), or trivalent adjuvanted inactivated influenza vaccine (aIIV3)). If these vaccines are not available at time of administration, then any other age-appropriate influenza vaccine should be administered. 
2. Timing: For most persons who need only 1 dose of influenza vaccine for the season, vaccination should ideally be offered during September or October. However, vaccination should continue after October and throughout the influenza season as long as influenza viruses are circulating, and unexpired vaccine is available.
· Children who require 2 doses: Certain children aged 6 months through 8 years require 2 doses of influenza vaccine for the season, these children should receive their first dose as soon as possible to allow the second dose (which must be administered ≥4 weeks later) to be received, ideally, by the end of October.
· Children who require only 1 dose: Vaccination during July and August can be considered for children of any age who need only 1 dose of influenza vaccine for the season as many children in this group might visit health care providers during the late summer months for medical examinations before the start of school. Vaccination can be considered at this time because it represents a vaccination opportunity.
· Pregnant persons in the first or second trimester: Vaccination during July and August should be avoided unless there is concern that vaccination later in the season might not be possible.
· Pregnant persons in the third trimester: Vaccination during July and August can be considered for pregnant persons who are in the third trimester during these months because vaccination at this time may reduce the risk for influenza illness in their infants during the first months after birth. 
· For most adults (particularly adults aged ≥65 years): Vaccination during July and August should be avoided unless there is concern that vaccination later in the season might not be possible.
3. Manufacturers now produce influenza vaccine for the U.S. market through different technologies (e.g., egg-based, cell culture-based, and recombinant hemagglutinin vaccines, inactivated vaccine, High Dose, Intradermal, Intranasal). All vaccines for the 2025-2026 season are trivalent.
4. All influenza vaccines for the 2025–2026 respiratory season are trivalent.
· The B/Yamagata strain was removed from the previous influenza vaccine as the B/Yamagata lineage influenza viruses have not been detected since before March 2020. 
· While it is unknown if the B/Yamagata virus is extinct, it is not actively circulating in people, and therefore the risk of infection with B/Yamagata is considered low. 
· Public Health experts will continue to conduct targeted surveillance for influenza B/Yamagata lineage viruses.
5. All 2025–2026 egg-based influenza and LAIV3 vaccine are made to protect against the following three viruses: 
· A/Victoria/4897/2022 (H1N1)pdm09-like virus;
· A/Croatia/10136RV/2023 (H3N2)-like virus; and (Updated)
· B/Austria/1359417/2021 (B/Victoria lineage)-like virus.
6. For 2025–2026, cell- or recombinant-based vaccines contain:
· A/Wisconsin/67/2022 (H1N1)pdm09-like virus;
· A/District of Columbia/27/2023 (H3N2)-like virus; and (Updated)
· B/Austria/1359417/2021 (B/Victoria lineage)-like virus.
7. Live attenuated influenza vaccine (LAIV) – or the nasal spray vaccine – is available for use during the 2025–2026 flu season. 
· The LAIV nasal spray can be administered to people between 2–49 years of age without contraindications to the nasal spray vaccine.  
· Self-administered FluMist was approved by the FDA on September 20, 2024, but will not be available through the state Immunization Program. 
8. Recommendations for people with egg allergies were updated in 2023:
· It is no longer recommended that persons who have had an allergic reaction to egg involving symptoms other than urticaria should be vaccinated in an inpatient or outpatient medical setting supervised by a health care provider who is able to recognize and manage severe allergic reactions. 
· Egg allergy alone necessitates no additional safety measures for influenza vaccination beyond those recommended for any recipient of any vaccine, regardless of severity of previous reaction to egg. 
· All vaccines should be administered in settings in which personnel and equipment needed for rapid recognition and treatment of acute hypersensitivity reactions are available.
· For more information on the changes regarding egg allergies: 
https://www.cdc.gov/mmwr/volumes/72/rr/rr7202a1.htm#:~:text=Regarding%20influenza%20vaccination%20of%20persons%20with%20egg%20allergy%2C%20ACIP%20recommends,health%20status%20can%20be%20used. 
9. The U.S. Centers for Disease Control and Prevention (U.S. CDC), the Advisory Committee on Immunization Practices (ACIP), and the Healthcare Infection Control Practices Advisory Committee (HICPAC) recommend that all U.S. health care workers (HCW) get vaccinated annually against influenza. Since 2002, Maine state law requires that healthcare facilities report data on seasonal influenza vaccine coverage among healthcare workers in their facilities annually to the Maine Center for Disease Control and Prevention (Maine CDC). As of 2021, healthcare workers employed by a licensed nursing facility, residential care facility, Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID), multi-level healthcare facility, hospital, or home health agency licensed by the State of Maine are required to show proof of seasonal influenza vaccination: 
· Immunization-Requirements-for-Health-Care-Workers.pdf 

COVID-19 Vaccination
Moderna and Pfizer have updated mRNA vaccines and a Novavax has a protein-based vaccine for 2025–2026. The Maine CDC recommendation COVID-19 vaccination and issued a standing order on September 12 to make COVID-19 vaccination more accessible for everyone in Maine over 6 months of age.

· Children ages 6 months–23 months:
· Unvaccinated: Infants and children should receive a multidose initial series with age-appropriate 2025–2026 COVID-19 vaccine. 
·  Incomplete initial vaccinations series: Consult Appendix A (Table 1A) of the standing order.
·  Previously completed an initial series: Should receive one (1) dose of age-appropriate 2025–2026 COVID-19 vaccine.
· Children ages 2 –4 years:
·  Children 2 through 4 years of age who are in one or more of the following categories should receive one (1) dose of age-appropriate 2025–2026 COVID-19 vaccine: 
· At high risk of severe COVID-19 (see Appendix C); 
· Residents of long-term care facilities or other congregate settings; 
· No previous COVID-19 vaccination; or
· Have household contacts at high risk for severe COVID-19.
· Children 2 through 4 years of age not included in the risk groups above whose parent or guardian desires their protection from COVID-19 should be offered one (1) dose of age-appropriate 2025–2026 COVID-19 vaccine.
· Children ages 5–18 years: 
· Children 5 through 18 years of age who are in one or more of the following categories should receive one (1) dose of age-appropriate 2025–2026 COVID-19 vaccine: 
· At high risk of severe COVID-19 (see Appendix C); 
· Residents of long-term care facilities or other congregate settings; 
·  No previous COVID-19 vaccination; or 
· Have household contacts at high risk for severe COVID-19. 
· Children 5 through 18 years of age not included in the risk groups above whose parent or guardian desires their protection from COVID-19 should be offered one (1) dose of age-appropriate 2025–2026 COVID-19 vaccine. 
· People ages 19 -64: 
· People ages 19 to 64 years should receive one (1) dose of age-appropriate 2025–2026 COVID-19 vaccine.
· People ages 65 or older: 
· People ages 65 years and older should receive two (2) doses of age-appropriate 2025–2026 COVID-19 vaccine, spaced 6 months (minimum interval 2 months) apart, regardless of prior COVID-19 vaccination history.
· Pregnant or recently pregnant or lactating individuals or those contemplating pregnancy:
· Pregnant, recently pregnant, or lactating individuals, or those contemplating pregnancy, should receive one (1) dose of age-appropriate 2025–2026 COVID-19.
· People who are moderately or severely immunocompromised:
· Unvaccinated: People who are moderately or severely immunocompromised should receive a multidose initial series with an age-appropriate 2025–2026 COVID-19 vaccine and one (1) dose of a 2025–2026 COVID-19 vaccine 6 months (minimum interval 2 months) after completing the initial series. 
· Previously completed an initial series: People who are moderately or severely immunocompromised should receive two (2) doses of age-appropriate 2025–2026 COVID-19 vaccine, spaced 6 months (minimum interval 2 months) apart. 
· For people who initiated but did not complete an initial series: Consult Appendix B (Table 2) of the standing order.
· People who are moderately or severely immunocompromised may receive additional age appropriate 2025–2026 COVID-19 vaccine doses under shared clinical decision-making. Consult Appendix B (Table 2) of the standing order.   


Respiratory Syncytial Virus (RSV) Vaccination
Respiratory Syncytial Virus (RSV) vaccination is recommended for certain infants older adults and pregnant and lactating mothers who at higher risk of developing respiratory disease. In June of 2025, ACIP recommended a single dose of any FDA-approved RSV vaccine for all adults aged 75 years and older and for adults aged 50–74 years who are at increased risk for severe RSV disease. https://www.cdc.gov/rsv/media/pdfs/2025/08/RSV-vaccine-chart-3272025_lc_08.15.2025_edit.pdf 


1. Respiratory Syncytial Virus (RSV) Vaccines for Infants and Young Children.
· Beyfortus (clesrovimab) and Enflonsia (clesrovimab) are approved for infants and young children for protection from severe RSV disease.  
· Both RSV monoclonal antibody, (Beyfortus (nirsevimab) and Enflonsia (clesrovimab) are approved for infants <8months of age who are born during or entering their first RSV season) if:
· The mother did not receive RSV vaccine during pregnancy, or
· The mother’s RSV vaccination status is unknown, or
· The infant was born within 14 days of maternal RSV vaccination.
· Beyfortus (nirsevimab) is the only approved RSV monoclonal antibody recommended for some young children (ages 8 – 19 months) who are at increased risk of severe RSV disease and entering their second RSV season are high-risk include:
· Children with chronic lung disease
· Severe immunocompromised
· Children with cystic fibrosis
· American Indian or Alaska Native children
· Administered by intramuscular (IM) injection.
· Dosing:
· Beyfortus (nirsevimab) 50 mg for those weighing less than 5kg (11 lbs)
· 100 mg for those weighing over 5kg (11 lbs)
· For some young children, 8 - 19 months, who remain at increased risk for RSV in their second RSV season, 200 mg does is recommended, administered as two 100 mg injections 
· Enflonsia (clesrovimab)
· 105 mg regardless of weight

· Provides protection for at least 5 months (the average length of one RSV season)
· Infants born to mothers who received the maternal RSV (Abrysvo) >14days if birth are not recommended to receive an infant RSV monoclonal antibody. 
2. Respiratory Syncytial Virus (RSV) Vaccines for Older Adult.
ACIP and CDC recommend that adults ages 75 and older and adults ages 50–74 at increased risk of severe RSV receive a single lifetime dose of RSV vaccine. There is no preferential recommendation; give whichever vaccine is available. 
· Arexvy (GSK) is a recombinant vaccine using the RSV F protein antigen
· Abrysvo (Pfizer) is a recombinant vaccinee using the RSV F protein antigen
· mResvia (Moderna) 
3. Respiratory Syncytial Virus (RSV) Vaccines for Pregnant People
ACIP approved administration of Abrysvo to pregnant people in the third trimester during the months of September through March to provide protection to infants for the first six months after birth. Pregnant people should receive the vaccine between the 32 and 36 weeks of pregnancy.

Coadministration
Providers may simultaneously administer COVID-19, influenza, and respiratory syncytial virus (RSV) vaccines to eligible patients.

Clinical Recommendations

Influenza treatment
· Treatment is recommended as soon as possible for any patient with suspected or confirmed influenza who:
· Is hospitalized;
· Has severe, complicated, or progressive illness; or
· Is at higher risk for influenza complications (including those ≥65 years).
· Treatment should not wait for laboratory confirmation of influenza.
· Oral oseltamivir (Tamiflu), oral baloxavir (Xofluza), inhaled zanamivir (Relenza), and intravenous peramivir (Rapivab) can be used for older adults.
· Zanamivir is not recommended for people with underlying respiratory disease (e.g., asthma, chronic obstructive pulmonary disease).
· Additional information on use of antivirals for treatment and chemoprophylaxis is available at:   https://www.cdc.gov/flu/hcp/antivirals/summary-clinicians.html?CDC_AAref_Val=https://www.cdc.gov/flu/professionals/antivirals/summary-clinicians.htm 

COVID-19 treatment
· There is strong scientific evidence that antiviral treatment of outpatients at risk for severe COVID-19 reduces their risk of hospitalization and death.
· The antiviral drugs Paxlovid (nirmatrelvir-ritonavir) orally for 5 days, initiated within 5 days of symptom onset and Veklury (remdesivir) IV, infusions over 3 consecutive days , initiated within 7 days of symptom onset are the preferred treatments for eligible adult and pediatric patients with positive results of direct SARS-CoV-2 viral testing and who are at high risk for progression to severe COVID-19.
· Paxlovid is preferred, followed by Remdesivir. Lagevio (Molnupiravir) is an alternative therapy for use only when neither preferred therapy is available, feasible to use, or clinically appropriate.
· Clinicians should consider COVID-19 treatment in non-hospitalized patients who meet all of the following:
· Test positive for SARS-CoV-2 (with PCR or antigen test, including at-home tests)
· Have symptoms consistent with mild-to-moderate COVID-19. People with mild COVID-19 experience symptoms such as fever, sore throat, cough, or headache that do not affect the lungs and breathing. People with moderate illness have symptoms that affect the lungs like shortness of breath or difficulty breathing.
· Are within 5 days of symptom onset for Paxlovid or 7 days of symptom onset for Veklury
· Have one or more risk factors for severe COVID-19
· Risk factors for severe COVID-19 include:
· Age over 50 years, with risk increasing substantially at age ≥ 65 years
· Being unvaccinated or not being up to date on COVID-19 vaccinations
· Specific medical conditions and behaviors
· Immunocompromising conditions or use of immunosuppressive medications, such as chemotherapy
· Other factors may also be associated with severe COVID-19, such as a patient being a resident of a long-term care facility. Clinical judgment is needed to accurately assess a person’s risk on a case-by-case basis and determine whether treatment is indicated. Some people from racial and ethnic minority groups are at risk of being disproportionately affected by COVID-19 from many factors, including limited access to vaccines and healthcare. Healthcare providers can consider these factors when evaluating the risk for severe COVID-19 and use of outpatient therapeutics.
· Additional information on COVID-19 Treatment Clinical Care for Outpatients is available at: https://www.cdc.gov/covid/hcp/clinical-care/outpatient-treatment.html 
· Additional information on Underlying Conditions and the Highter Risk for Severe COVID-19 is available at:  https://www.cdc.gov/covid/hcp/clinical-care/underlying-conditions.html?CDC_AAref_Val=https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-care/underlyingconditions.html   

[bookmark: _Hlk51672972]Infection Control
Being proactive and systematic can be the most effective way to protect staff, patients and residents this fall and winter.  Let’s look at a good offensive strategy:
· Use masks/respirators to decrease spread of respiratory viruses
· A well-fitting facemask or respirator that covers a person’s mouth and nose can prevent the spread of respiratory viruses when people are breathing, talking, sneezing, or coughing.
· Get vaccinated
· Vaccines remain the best way to reduce your risk of getting sick and help stop the spread of viruses to others. If you do get a respiratory illness, vaccines can make the illness shorter and less severe, reduce the amount of time spent away from work to recover and help avoid hospitalization.
· Practice physical distancing, implement screening and triage procedures
· To limit the spread of respiratory viruses, encourage physical distancing – particularly in shared spaces, such as waiting rooms. 
· Post signs reminding people to notify facility staff at check-in if they have respiratory symptoms.
· Set up triage stations that facilitate rapid screening of people for respiratory symptoms during times of higher community respiratory virus transmission.
· Separate people with respiratory symptoms from others as soon as possible, and request that they wear a mask to limit spread.
· Practice respiratory hygiene and cough etiquette
· Cover your cough and sneeze… PLEASE!
· Make sure tissues and masks are available in key locations – facility entrance, waiting rooms, triage areas, nurses’ stations, break rooms.
· Practice hand hygiene
· Frequently and often!
· Need I say more?!
· Routine cleaning and disinfection of common spaces/surfaces
· Is environmental cleaning once a day enough?  Not really!  Consider increasing routine cleaning and disinfection in high-traffic spaces where respiratory viruses can spread.
· Verify air handling is functioning as it should
· Check with facilities management to verify the facility HVAC is working efficiently and portable air filtration units are being maintained.
· Consider increasing air filtration in high-traffic areas.
· Utilize other Infection Prevention and Control practices.  
· U.S. CDC guidance includes:
· Infection Prevention and Control guidance documents for COVID, Influenza, RSV
· Transmission-Based Precautions Appendix A for isolation type and duration

· Educate Health Care Personnel
· Resources for general infection prevention and control education can be found at the Maine Infection Prevention Forum website.
· Maintain a healthy workforce
· Recently, the State of Maine, along with other New England states, issued a Health Advisory entitled – Interim Local Guidance for Health Care Personnel with Illness or Exposure to Respiratory Viral Infections.  It outlines the recommendations for healthcare personnel with suspected or confirmed viral respiratory infections and those who are asymptomatic who have a known exposure.  This guidance takes a universal approach to restricting health care personnel from work for the more common respiratory viral illness as well as evaluating existing science to limit these restrictions to maintain a viable workforce.  This guidance was developed based on the work of the Healthcare Infection Control Practices Advisory Committee (HICPAC). 
· Monitor community viral respiratory activity to support facility decision making
Included on this slide are data sources that your facility may find helpful.  Laboratory	Comment by Krueger, Anna: HETL
· HETL offers respiratory virus real time PCR testing that includes:
· Influenza A/B (no charge)
· SARS-CoV-2 (no charge)
· Adenovirus
· Enterovirus 
· Parainfluenza viruses 1-4
· Rhinovirus 
· RSV
· The respiratory viral panel costs $550 total, or $110 per specific agent. Influenza and SARS-CoV-2 can be tested separately at no cost. 
· All specimens must be accompanied by the HETL requisition form. Influenza Submitter Network (ISN) participants can use the ISN specific requisition for influenza submissions in place of the HETL requisition form.
· HETL is requesting that ISN participants send up to 3 influenza A and 1 influenza B positive specimens to HETL each week for further analysis.
· Any suspect novel, or influenza strains which do not type if subtyping is performed by the laboratory, must be sent to HETL for confirmation.
· Please send any samples on patients who have swine or avian contact to HETL as they are the only lab that can determine if the illness is due to swine or avian influenza.
· Also, please submit any positive influenza samples from patients who have traveled to China or neighboring countries, have been exposed to poultry and develop flu-like symptoms.
· Please forward any suspected co-infections (positive for both A and B on a rapid test or PCR test) to HETL for confirmation.
· Consider sending samples for PCR testing on any hospitalized patient with a clinically compatible illness and a negative rapid test with no other etiology determined.
· Facilities may be asked to submit extra specimens if the circulating strains are found to be different from the vaccine strains.

Reporting Requirements
· Influenza, RSV, and COVID-19 outbreaks are required to be reported. 
· Please report all outbreaks by phone at 1-800-821-5821 or by e-mail to disease.reporting@maine.gov (no confidential information by e-mail).
· Pediatric influenza-associated deaths and pediatric COVID-19-associated deaths are required to be reported.  Please report by phone at 1-800-821-5821 or by fax to 207-287-6865.
· Laboratory confirmed influenza hospitalizations are required to be reported.  These can be reported as they occur or in aggregate on a weekly basis.  
· Reporting through REDCap survey is the preferred method for reporting. 
· A reporting reminder and access to REDCap will be sent through the APIC listserv. 
· Please email Influenza.DHHS@Maine.gov for access or questions. 
· Individual lab reports with the hospitalization status (or patient location) indicated is sufficient.
· Line lists submitted weekly are acceptable and preferred for facilities with high volume.  Minimum information to be included on a line list is:
· Facility name
· Test date
· Test result (A, B, subtyping if available)
· Patient name (if lab submits reports electronically patient initials are sufficient)
· Patient DOB
· Gender
· Some geography indicator (patient address, patient city, or patient zip)
· Hospitalization status
· If your facility reports influenza results through Electronic Laboratory Reporting (ELR), check with your IT department to determine what field in your electronic medical record could be used to denote hospitalization status (ie. patient status, patient class, patient location etc.).  This field can then be mapped to the HL7 message used for reporting laboratory results.
· For any IT questions regarding this requirement, contact your HealthInfoNet representative.
· The HL7 field that will need to be populated is PV1 2 PatientClass.
· ELR message will only include the status at the time of collection, so if a patient is tested in the ER and then admitted, the ELR might not be sufficient for reporting hospitalized cases.
· Even if your facility reports electronically, a verification of hospitalizations is required.  ELR information is not always correct and cannot be relied on as the sole information source.
· COVID-19 hospitalizations are not required to be reported to Maine CDC. 
· Novel influenza A is reportable.  Cases with high suspicion for novel influenza include patients with known agricultural exposures (swine, cattle, domestic birds, wild birds). Please notify Maine CDC and forward the sample to HETL for typing.
· CLIA approved or waived SARS-CoV-2 positive laboratory results are required to be reported to Maine CDC. 
· Maine CDC appreciates reports of all positive influenza tests, by any testing method.  These can be reported by fax to 207-287-6865, by phone to 1-800-821-5821, or through electronic laboratory reporting.

Public Health Emergency Preparedness The Maine CDC PHEP program Goals and Objectives for the 2025 /2026   Influenza and Respiratory Disease Season :
Goals 

· Purchase a cache of Tamiflu in preparation for a possible pandemic influenza outbreak in the future. We were given $30,000 dollars in grant money from the Epidemiological program for the sole purpose of purchasing a small cache of Tamiflu. The cache will be housed either at a few select hospitals across Maine or at the RSS site. The cache it to help respond to possible influenza outbreaks within assisted living centers, nursing homes, treatment centers, and to assist those who do not have the financial means to obtain antivirals on their own.
· Information sharing with internal and external partners regarding any potential supply chain issues from the Strategic National Stockpile “SNS” 
· Coordinate mass transportation of antivirals and PPE under the direction of MECDC Leadership 
· PHEP has recently received a resupply of PPE and Alternate Care Supplies, should situation deem warranted we are at the readiness posture to respond 
· Our Volunteer Coordinator also is at the ready should a surge occur and staffing crisis impact facilities 
Resources
· Weekly surveillance reports are available at Influenza | Maine Center for Disease Control & Prevention.  If you would like to automatically receive these reports, please subscribe at https://public.govdelivery.com/accounts/MEHHS/subscriber/new?preferences=true 
· Maine COVID-19 data can be found at https://www.maine.gov/dhhs/mecdc/infectious-disease/epi/airborne/coronavirus/data.shtml 
· General COVID-19 information can be found at https://www.cdc.gov/coronavirus/2019-ncov/index.html   
· Regional and National RSV trends are published at https://www.cdc.gov/nrevss/php/dashboard/index.html 
· General RSV information can be found at https://www.cdc.gov/rsv/index.html 
· [bookmark: _Hlk114645911]Notifications of significant public health events and updates are sent through The Maine Health Alert Network System (HAN).  This is the primary communication method for influenza events, including conference calls, widespread notices, and antiviral recommendation changes. If you’re not already a member, joining the HAN is as simple as heading to www.mainehan.org, clicking the “REGISTER” button, and filling out the registration form.  When you’ve completed your registration,  please contact the Maine Health Alert Network Coordinator at nathaniel.riethmann@maine.gov to have your account approved.
· Information on provider group specific testing, reporting, and influenza management, as well as information regarding vaccines, non-seasonal influenza, and general influenza facts and materials can be found at Influenza | Maine Center for Disease Control & Prevention.  
· Additional information on influenza vaccines can be found at https://www.immunizeme.org
· Influenza and respiratory season-related posters can be ordered from our website at https://www.maine.gov/dhhs/order.
· Maine CDC’s influenza specific email address, influenza.dhhs@maine.gov, can be used for any influenza related questions, or to send de-identified line lists.  This e-mail is not secure so please do not send any patient identifiable information without utilizing a secure protocol (locked spreadsheet, log in required etc.).

Q&A

1. If a mother received the RSV vaccine in March or April (5-6mo ago), approximately 2 weeks before the baby was born and is effective for 6mo, is the now 5mo old baby a candidate for the RSV antibodies for this season?  The protection from maternal RSV vaccine would be waning in the infant.  

Answer: Maternal RSV vaccination is only recommended from September - January of each season.  Therefore, this baby would be recommended to receive an RSV monoclonal antibody to protect through the remainder of the RSV season, (March 31st).  For infants born outside of the seasonal administration window (which is April through September) and for young children who are at increased risk for severe RSV disease and entering their second RSV season, the optimal timing for infant RSV antibody administration is shortly before the RSV season begins (e.g., October or November). More information can be found at https://www.cdc.gov/rsv/hcp/vaccine-clinical-guidance/infants-young-children.html 

2. For healthcare worker restrictions, is COVID-19 now grouped with all other respiratory viruses, or are there COVID-19-specific recommendations? 
Answer: Maine has adopted the Healthcare Infection Control Practices Advisory Committee (HICPAC) recommendations regarding health care personnel work restrictions, which groups respiratory illness together, including COVID-19. These are state-specific guidance that may differ from federal guidance found on federal websites. More information can be found at https://www.maine.gov/dhhs/mecdc/sites/maine.gov.dhhs.mecdc/files/health-professionals/advisories/2025-09-Create%20Health%20Advisories/2025PHADV024HCRespGuid.pdf  

3. What are the temperature requirements for samples being sent to Maine CDC? Should we freeze and send in a batch at the end of the week? 
Answer: Samples should be refrigerated for storage/transport and freeze only if there is a significant delay anticipated before they arrive at HETL (for example, during a snowstorm). Batching is also fine. 

4. How does the Maine CDC guidance for pediatric COVID-19 vaccines impact these vaccines being available at local pediatricians' offices? Ours does not have it available at this time. How can a child get vaccinated in this instance?
Answer: Pediatric COVID-19 vaccine became available in early October. Maine CDC recommends speaking with you provider or local pharmacy to identify where you can get your child vaccinated. 

5. Is reporting for novel flu A only required for hospitalized patients? What about suspected novel A in the ambulatory setting?
Answer: Reporting of novel influenza A virus is for any specimen that tested positive for an influenza A virus that does not normally circulate within the human population, regardless of the patient hospitalization status.  Additionally, please send any specimens to Maine CDC from an influenza A positive patient who had exposure to wild or domestic birds, swine, cattle, or a known influenza A H5N1 case. 

6. Is RSV vaccine available for high-risk children and/or children in residential care who are older than XX years old? 
Answer: No. RSV immunizations are only recommended for children under 2 years old and people over 50 years old.  

7. Antivirals were very expensive last year and some individuals could not afford them in our LTC Facility. Are there any programs to help individuals who cannot afford them?
Answer: The US Government Patient Assistance Program, operated by Pfzer provides eligible patients with free Paxlovid. Pateints can call the PAXCESS hotline for more information at 1-877-219-7225. Financial support for remdesivir (Veklury) for commercially insured and uninsured patients may be available. Speak with a program specialist 
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