
Australia enters the 2026 influenza season with a warning 
label attached. The 2025 season was an astonishing 
33 weeks long (May to December) and delivered a record 

number of laboratory-confirmed notifications.1 This was driven, 
in part, by a second ‘surprise peak’ of A(H3N2) viruses belonging 
to the newly recognised subclade K (formerly J.2.4.1), building 
from mid-October and reaching a crescendo the week before 
Christmas.1,2 Subclade K matters because it is not simply more 

influenza; it represents a genetically and antigenically drifted 
A(H3N2) lineage that showed poor inhibition in testing with 
the 2025 vaccine strain, implying a plausible pathway to lower 
vaccine effectiveness when K viruses circulate widely.

Against that background, the 2026 program introduces two 
practical changes: a trivalent-only vaccine market (with B/
Yamagata removed) and, for the first time in Australia, an intra-
nasal, live attenuated influenza vaccine (LAIV) option, with 
several state-funded deployment programs.

How predictable 
will seasonal 
influenza be in 
2026? 
What Australia can
expect and what  
we can do
LUKE SPENCE BSc, BScApp(HMS-ExSc)(Hons), MB BS, MPH, MIDI

MARK R. ARMSTRONG MB ChB, MPHTM, FRACP, FRCPA

PAUL M. GRIFFIN BSc(Hons), MB BS, FRACP, FRCPA, FACTM, AFACHSM, FIML

Seasonal influenza remains one of the most significant 
infectious disease threats in Australia, with substantial 
annual impacts on morbidity, hospitalisation and 
health system demand. For the 2026 season, all 
seasonal influenza vaccines are now trivalent following 
the removal of the B/Yamagata lineage component, 
and an intranasal, live attenuated influenza vaccine 
becomes available nationally through the private 
market with additional state-funded programs for 
young children in selected jurisdictions.
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KEY POINTS
•	The 2025 influenza season in Australia was unusually long 

and intense; 2026 planning should assume ‘late-season 
surprises’ remain plausible.

•	 Influenza virus A(H3N2) subclade K (formerly J.2.4.1) 
emerged rapidly in Australia and is antigenically distinct 
from the prior vaccine strain – an explicit rationale for the 
2026 A(H3N2) strain update.

•	All 2026 seasonal influenza vaccines available in Australia 
are now trivalent (i.e. no B/Yamagata component).

•	The intranasal, live attenuated influenza vaccine is 
available in Australia in 2026 through the private market 
nationally with additional state-funded programs in New 
South Wales, Queensland, South Australia and Western 
Australia.

•	States and territories differ in funded eligibility and timing; 
therefore, clinicians should default to National Immunisation 
Program eligibility and then overlay local programs and 
time windows.

•	Early testing, especially for high-risk patients, coupled with 
prompt antiviral use, particularly in cases of severe or 
progressive disease, is crucial in reducing complications 
and transmission.
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National influenza picture
Influenza surveillance tells two comple-
mentary stories: disease burden (notifica-
tions, hospitalisations, deaths) and 
preventive effort (vaccination uptake and 
effectiveness). 

Disease burden
In 2025, Australia recorded 502,938 
laboratory-confirmed notifications, the 
highest annual count since influenza 
became nationally notifiable in 2001.1 This 
level of activity, likely to be an underesti-
mate of the true magnitude of influenza- 
related disease, was accompanied by 
substantial pressure on general practice, 

emergency departments and hospitals 
across multiple jurisdictions. 

The Australian Bureau of Statistics’ 
mortality report for acute respiratory 
illness in 2025 identified 1701 influenza- 
related deaths, 1423 of which were directly 
attributed to influenza and a further 
278 deaths associated with influenza 
infection, surpassing previous high levels 
of mortality seen in 2017 and 2019 (1656 
and 1314 influenza-related deaths, respec-
tively).3 Sentinel surveillance site data 
from the Australian Centre for Disease 
Control showed that across general 
practice, influenza-like illness consulta-
tion rates from June to December 2025 
exceeded historical trends.4 Similarly, 
sentinel hospital admission data for severe 
acute respiratory infections in 2025 
showed rates were largely driven by 
increased influenza presentations, espe-
cially to intensive care.4 These findings 
clearly illustrate that influenza remains 
a major cause of preventable illness 
despite the availability of effective vac-
cines and antiviral treatments.

Vaccination uptake
Vaccination data reported to the Austral-
ian Immunisation Register (AIR) show 
substantial vaccine delivery early in each 
season, but also highlight persistent gaps, 
particularly in young children and across 
some jurisdictions. By 5 October 2025, 
9.0 million influenza vaccination episodes 
had been reported to the AIR (1 March to 
5 October window). The equivalent early- 
season totals were 11.1 million (2022), 
9.3 million (2023) and 8.8 million (2024).5 

Comparisons across years should be 
interpreted cautiously, given vaccine supply 
timing, seasonal timing and pandemic-era 
effects. Nonetheless, the pattern highlights 
a concerning plateau in vaccination cover-
age following the unusually high uptake 
seen during the coronavirus disease 2019 
(COVID-19) pandemic period. Uptake 
remains particularly suboptimal among 
children younger than 5  years of age, 
working-age adults and some geographi-
cally disadvantaged populations.

Delivery channels
GPs and pharmacists together deliver most 
influenza vaccinations in Australia. AIR 
data demonstrate that community phar-
macies now represent a major delivery 
channel across jurisdictions, particularly 
for adults aged 18 to 64 years. The acces-
sibility of pharmacy vaccination services 
allows for opportunistic vaccination and 
improves access for individuals who may 
not regularly attend general practice. 

However, general practice remains 
central to influenza vaccination, especially 
for high-risk populations including young 
children, older adults, pregnant women 
and people with chronic medical condi-
tions. Co-ordination between these deliv-
ery channels is therefore essential to 
maximising coverage.

Why subclade K deserves your 
attention
Influenza viruses evolve fast enough to 
embarrass our intuitions. Most year-to-
year change is attributed to antigenic drift 
through incremental mutations, especially 
in the haemagglutinin surface protein, that 
alter antibody binding and progressively 
erode existing immunity.6 A(H3N2) 
viruses are particularly prone to clinically 
important drift and have repeatedly driven 
seasons with lower vaccine effectiveness 
when antigenic mismatch occurs.7

The ‘clade’ and ‘subclade’ labels used in 
influenza genomics are bookkeeping tools 
that track these evolutionary branches. In 
2025, Australian and New Zealand labo-
ratories observed a striking late-season 
replacement of previously dominant 
A(H3N2)  viruses by a newly recognised 
lineage termed subclade K (formerly 
J.2.4.1).2 The WHO subsequently described 
a rapid global rise in these viruses from 
August 2025, with detection across multiple 
regions and no clear signal of increased 
intrinsic severity.8

Genetically, K viruses differ from earlier 
J.2.4.1 viruses by additional haemaggluti-
nin substitutions and a distinct neurami-
nidase change.9 These changes sit in or near 
antigenic sites and glycosylation motifs that 

Immunisation Update  continued 

1. SPECIFIC GROUPS RECOMMENDED 
TO RECEIVE THE INFLUENZA VACCINE12

Recommended to receive the influenza 
vaccine every year

•	 Children aged 6 months to 5 years

•	 Adults aged 65 years and older

•	 Aboriginal and Torres Strait Islander 
people aged 6 months and older

•	 People aged 6 months and older with 
medical conditions that increase their 
risk of influenza disease and 
complications*

•	 Healthcare workers, carers and 
household contacts of people in high-
risk groups

•	 Residents, staff, volunteers and 
visitors to aged care and long-term 
residential facilities

•	 Essential service providers

•	 People experiencing homelessness

Additional recommendations

•	 Pregnant women are recommended to 
receive the influenza vaccine in each 
pregnancy

•	 Commercial poultry and pork industry 
workers are recommended to receive 
the influenza vaccine during an 
outbreak of avian or swine influenza

•	 People who are travelling during the 
influenza season are recommended to 
receive the influenza vaccine

* See the Australian Immunisation Handbook for more 
details: https://immunisationhandbook.health.gov.au/
resources/tables/table-specified-medical-conditions-
associated-with-increased-risk-of-influenza-disease-
and-severe-outcomes.
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can shield epitopes from neutralising anti-
bodies. In plain language, the virus changed 
in precisely the areas that can help it side-
step existing antibody responses.

In haemagglutination inhibition assays, 
204 of 205 (99.5%) Australian K virus iso-
lates showed eight-fold or greater reduc-
tions in reactivity to ferret antiserum raised 
against the 2025 vaccine cell-grown  
A/Croatia/10136RV/2023 (a J.2 virus).2 By 
contrast, when tested against antisera 
to J.2.4 viruses included in the 2026 
Southern Hemisphere vaccine (egg based: 
A/Singapore/GP20238/2024; cell based: 
A/Sydney/1359/2024), only seven of 205 
isolates (3.4%) showed eight-fold or greater 
reductions. These laboratory signals do 
not equal clinical vaccine effectiveness, 
but they are exactly the kind of early warn-
ing that informs strain selection.

These data also help explain why sub-
clade K matters clinically even if intrinsic 
virulence is not clearly greater. A drifted 
virus can still cause more trouble by 
extending transmission, increasing rein-
fection risk and reducing how well prior 
vaccination or infection protects against 
future infection, even if vaccines continue 
to blunt severe outcomes.

Prevention starts with personal 
measures, no matter the variant 
Effective public health campaigns spear-
headed by targeted education and motiva-
tional behavioural strategies, are essential 
components in limiting influenza (and 
other respiratory virus) transmission.10 
Personal protective measures include vol-
untary home isolation when unwell, appro-
priate respiratory etiquette, frequent hand 
hygiene and mask use in community set-
tings when symptomatic. 

Routine cleaning of frequently touched 
surfaces in homes, childcare facilities, 
schools and workplaces can further reduce 
the spread of viral particles. These simple 
measures became widely adopted during 
the COVID-19 pandemic and continue to 
provide meaningful protection against 
seasonal respiratory viruses including 
influenza. Importantly, these behaviours 
may provide additional protection for indi-
viduals, especially those at highest risk of 
complications.

Furthermore, these behaviours are par-
ticularly relevant when transmission 
occurs outside the classic winter peak 
because people stop expecting influenza 
and start behaving as though the virus has 
politely checked the calendar before arriv-
ing. The late 2025 Australian experience 
is a useful reminder that seasonality 
remains real but not perfectly obedient. 

Vaccine changes for 2026
Vaccination remains the cornerstone 
preventive strategy against influenza.11 
Annual vaccination is recommended for 
all people aged 6 months and older, with 
the Australian Immunisation Handbook 
specifying several groups for which influ-
enza vaccination is particularly recom-
mended (Box 1).12

In 2026, all seasonal influenza vaccines 
available in Australia are trivalent, containing 
two influenza A strains and one influenza 
B (Victoria lineage) strain. The B/Yamagata 
lineage component has been removed, 
consistent with WHO advice and broader 
expert consensus that naturally circulating 
B/Yamagata viruses may no longer be in 
meaningful global circulation.13,14 

Vaccine strains for the 2026 Australian 
season are shown in Table 1.15 Notably, the 

A(H3N2) component has been updated to 
a J.2.4-like virus, directly reflecting the 
antigenic drift observed with emergent 
A(H3N2) lineages such as subclade K in 
late 2025. Registered influenza vaccine 
products available in Australia in 2026 and 
their age indications are summarised in 
Table 2.16 A pragmatic selection guide 
aligned to Australian Technical Advisory 
Group on Immunisation and National 
Immunisation Program (NIP) advice is 
provided in Table 3. 6,17

Cell-based and egg-based vaccines are 
both safe and effective, but they are not 
biologically identical. Egg-based manufac-
turing can select egg-adaptive mutations 
in haemagglutinin, which may alter 
antigenicity, particularly for A(H3N2) 
viruses.18,19 This is one reason cell-based 
vaccines attract interest when the mismatch 
risk is elevated. 

In Australia, the cell-based formulation 
is funded under the NIP for people aged 
5 to 64 years with specified medical risk 
conditions that increase the risk of influenza 
complications, with no preferential recom-
mendation over standard egg-based vac-
cines for that group. For adults aged 65 years 
and older, both the adjuvanted trivalent 
inactivated vaccine (NIP-funded) and tri-
valent inactivated vaccine (private market) 
are preferentially recommended over stand-
ard high-dose influenza vaccines.

This preference reflects the well-recognised 
phenomenon of immunosenescence – the 
age-related decline in immune function 
that reduces the robustness of the antibody 
response to standard influenza vaccines in 
older adults. Suboptimal seroconversion 
in this group means that standard-dose 
formulations may not reliably generate 
protective antibody titres. The adjuvanted 

TABLE 1. INFLUENZA VIRUS STRAINS FOR THE 2026 SEASONAL INFLUENZA VACCINES IN AUSTRALIA15*

Vaccine type in 2026 A(H1N1)pdm09-like A(H3N2)-like B(Victoria lineage)-like

Egg-based trivalent vaccines A/Missouri/11/2025 A/Singapore/GP20238/2024 B/Austria/1359417/2021

Cell-based trivalent vaccines A/Missouri/11/2025 A/Sydney/1359/2024 B/Austria/1359417/2021

* Note: The chosen egg-based and cell-based viruses will sometimes differ if one virus cannot be used for both production systems. In this case, different vaccine viruses with similar 
properties are selected for vaccine production.
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trivalent inactivated vaccine addresses 
this through the inclusion of MF59C.1, 
an oil-in-water adjuvant that enhances 
immunogenicity and has been shown to 
improve vaccine effectiveness against 
influenza-related outcomes in adults aged 
65 years and older compared with stand-
ard unadjuvanted vaccines. The high-dose 
trivalent inactivated vaccine, which con-
tains four times the standard antigen load, 
achieves a similar goal through antigenic 
mass. Both strategies are designed to over-
come the immunological limitations of 
ageing and provide better protection in 
this high-risk group.

A notable change for 2026 is that the 
adjuvanted trivalent inactivated influenza 
vaccine is now licensed and available on 
the private market for adults aged 50 to 
64 years – an expansion of its previous 
indication, which was restricted to those 
aged 65 years and older. Clinicians should 
be aware that this group is not NIP-eligible 
for this vaccine and will need a private 
prescription, but for adults in this age 
range who wish to access an enhanced 
vaccine formulation, this represents a new 
option worth discussing.

National program with 
jurisdictional overlays
The NIP provides consistent funded eli-
gibility nationally for:
•	 children aged 6 months to younger 

than 5 years
•	 Aboriginal and Torres Strait Islander 

people aged 6 months and older 
•	 pregnant women
•	 people aged 65 years or older
•	 people aged 6 months or older with 

specified medical risk conditions.20

The major 2026 program change is the 
arrival of an intranasal LAIV in Australia 
for the first time. It is available nationally 
via private prescription (about $50 to $70) 
for children and adolescents aged 2 to 
younger than 18 years, with additional 
state-funded programs in New South 
Wales, Queensland, South Australia and 
Western Australia. Importantly, for some 
families, a needle-free option may mean-
ingfully reduce barriers to uptake.

Jurisdictional overlay matters. In New 
South Wales, the Intranasal Influenza Vac-
cination Program is funded for children 
aged 2 to younger than 5 years, and was 
introduced in response to low coverage in 

this age group.21 NSW Health reports 24.4% 
coverage in children aged 6 months to 
younger than 5 years in 2025, with children 
aged 0 to 4 years accounting for 13% of 
influenza notifications to 31 October 2025. 
In Queensland, all residents aged 6 months 
and older can access free influenza vacci-
nation under the 2026 Free Flu Vaccination 
Program, and a separately funded Nasal 
Spray Flu Immunisation Program for chil-
dren aged 2 to 5 years inclusive.22,23 In South 
Australia, a free Nasal Spray Influenza Vac-
cination Program is available for children 
aged 2 to younger than 5 years.24 Further-
more, state materials from Western Aus-
tralia indicate funded intranasal LAIV for 
children aged 2 to younger than 12 years as 
part of the broader 2026 Winter Strategy.25 
Published operational details are summa-
rised by state and territory in Table 4.21-25

Clinicians should explicitly consider 
three questions with each patient.
•	 Are they NIP-eligible?
•	 Does their state or territory provide 

additional funded access? 
•	 Which product is the most  

appropriate for their age and clinical 
circumstances?

TABLE 2. SEASONAL INFLUENZA VACCINES REGISTERED AND AVAILABLE FOR USE IN AUSTRALIA IN 2026, BY AGE16

 
Registered age 
group

Vaccines

Vaxigrip 
0.5 mL 
(Sanofi)

Flucelvax 
0.5 mL 
(CSL Seqirus)

Fluzone 
0.5 mL 
(Sanofi)

Influvac 
0.5 mL 
(Viatris)

Fluad 
0.5 mL 
(CSL Seqirus)

Fluzone High-Dose 
0.5 mL 
(Sanofi)

FluMist  
0.2 mL 
(AstraZeneca)

Inactivated, 
egg-based

Inactivated, 
cell-based

Inactivated, 
egg-based

Inactivated, 
egg-based

Inactivated, 
adjuvanted

Inactivated, 
egg-based

Intranasal, live attenuated 
influenza vaccine

6 months to <2 years ✓ *        ✓ ✓ ✓   

≥2 to <5 years ✓ *        ✓ ✓ ✓   ✓

≥5 to <18 years ✓ *† ✓ *† ✓ ✓   ✓

≥18 to <50 years ✓ *† ✓ *† ✓ ✓   

≥50 to <60 years ✓ *† ✓ *† ✓ ✓ ✓  

≥60 to <65 years ✓ *† ✓ *† ✓ ✓ ✓ ✓ 

≥65 years      ✓          ✓ ✓ ✓   ✓ * ✓ 

	Age at which a vaccine is registered and available under the Australian Register of Therapeutic Goods.

  Vaccine is not available.

*  Availability for free under the National Immunisation Program.
†  National Immunisation Program funding available only for Aboriginal and Torres Strait Islander people, pregnant women and people who have certain medical conditions.
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Diagnosis in a season with  
drift risk
Accurate and timely diagnosis of influenza 
is essential both for effective individual 
patient management and for the collection 
of epidemiological data that inform broader 
public health responses. Influenza is typ-
ically characterised by a constellation of 
features, including sudden-onset fever, 
chills, cough, sore throat, malaise, headache 
and myalgia; however, these manifestations 
substantially overlap with those of other 
acute respiratory illnesses, including the 
common cold, respiratory syncytial virus 
infection and early bacterial pneumonia.26 
Relying on clinical features alone therefore 
poses a genuine diagnostic challenge and 

can lead to misdiagnosis, inappropriate 
management and missed opportunities to 
administer targeted antiviral therapy.27

One important consequence of diag-
nostic inaccuracy is the inappropriate use 
of antibacterial agents for a viral illness, 
contributing to antimicrobial resistance 
and delaying the use of effective antivirals 
in high-risk patients.28,29 Antiviral agents 
are most efficacious when administered 
within the first 48 hours of symptom onset, 
meaning that delays in accurate diagnosis 
can forfeit the critical therapeutic window 
and prolong the course of illness.30,31

Clinical prediction models that incor-
porate a range of symptoms have demon-
strated variable diagnostic accuracy, with 

reported sensitivities of 36 to 80% and 
specificities of 78 to 98%.32,33 During the 
peak influenza season when community 
prevalence is high, the positive predictive 
value of a clinical diagnosis is considerably 
enhanced, and a presumptive diagnosis of 
influenza-like illness may reasonably guide 
initial management without awaiting 
laboratory confirmation, particularly when 
rapid testing is unavailable.34 Outside of 
peak season, or when the clinical picture is 
atypical, laboratory confirmation becomes 
more important.

Nucleic acid amplification testing (e.g. 
polymerase chain reaction [PCR]) remains 
the preferred modality for laboratory 
confirmation given its high sensitivity and 

TABLE 3. VACCINE SELECTION AND FUNDING GUIDE FOR COMMON POPULATIONS IN 202616

Population Recommended vaccine approach Funding and operational notes

All people aged ≥6 months •	 Annual influenza vaccination •	 Vaccinate as vaccine becomes available (likely April) and 
continue while virus circulates

Children aged 6 months to  
<2 years

•	 IIV, two doses 4 weeks apart are 
recommended when receiving the 
influenza vaccine for the first time

•	 A single dose in subsequent years

•	 NIP-funded for all children in this age group

Children and adolescents aged 
2 to <18 years

•	 Option of LAIV for eligible healthy 
individuals

•	 Use IIV if LAIV contraindicated

•	 LAIV in private market nationally
•	 LAIV is funded in some jurisdictions (age-limited) 
•	 First-time influenza vaccine (either IIV or LAIV) recipients aged 

2 to <9 years with a medical risk condition should receive two 
doses 4 weeks apart, and a single dose in subsequent years

Pregnant women (any trimester) •	 IIV (not LAIV) •	 NIP-funded for every pregnancy
•	 Can be co-administered with pertussis (as dTpa), respiratory 

syncytial virus and COVID-19 vaccines

Aboriginal and Torres Strait 
Islander people aged ≥6 months

•	 IIV (age-appropriate) •	 NIP-funded

People aged 50–64 years •	 Option of adjuvanted IIV (Fluad) •	 Fluad is private market in this age group

People aged ≥65 years •	 Preferential: adjuvanted IIV (Fluad) 
or high-dose IIV (Fluzone High-Dose)

•	 Adjuvanted vaccine is NIP-funded
•	 High-dose vaccine in private market

People aged 5–64 years with 
medical risk conditions

•	 IIV; cell-based vaccine (Flucelvax) is 
an option, with no preference over 
egg-based vaccines

•	 Flucelvax is NIP-funded for this risk group

People with moderate-to-severe 
immunocompromise

•	 Use IIV
•	 Avoid LAIV

•	 Live vaccines may be contraindicated – seek specialist 
advice if uncertain

People of any age receiving 
influenza vaccine for the first 
time after HSCT or solid organ 
transplant or CAR T-cell therapy

•	 IIV, two doses 4 weeks apart
•	 A single dose in subsequent years

•	 NIP-funded

Abbreviations: CAR = chimeric antigen receptor; COVID-19 = coronavirus disease 2019; dTpa = diphtheria, tetanus and acellular pertussis; HSCT = haematopoietic stem cell transplant;  
IIV = inactivated influenza vaccine; LAIV = live attenuated influenza vaccine; NIP = National Immunisation Program.

MedicineToday   ❙   APRIL 2026, VOLUME 27, NUMBER 4    53
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2026. https://medicinetoday.com.au/mt/2026/april



specificity (about 94% and 99%, respec-
tively, for influenza A).35 In Australia, PCR-
based testing is available through both 
public hospital laboratories and a national 
network of private pathology services, 
which offer bulk-billed or low-cost testing 
with a valid referral. Multiplex PCR assays 
that detect a wide range of respiratory 
pathogens from a single specimen have 
expanded significantly in scope, particu-
larly since the COVID-19 pandemic. Rapid 
antigen tests, available in point-of-care and 
self-test formats from pharmacies and 
supermarkets, offer results within 15 to 
30 minutes and are useful if immediate 
management decisions are required, 
although they are less sensitive than PCR. 
The most commonly used specimens are 
nasopharyngeal or nose-and-throat swabs, 
whereas bronchoalveolar lavage, aspirate 
and sputum samples may also be used in 
appropriate clinical settings.

In 2026, the possibility of A(H3N2) 
subclade K antigenic drift provides addi-
tional rationale for laboratory testing in 
high-risk patients.2 Confirming the caus-
ative pathogen enables prompt, targeted 
antiviral therapy, supports infection 
prevention decisions and contributes to 
the ongoing national surveillance of 
circulating strains. In primary care, PCR 
testing should be considered for:
•	 patients at a higher risk of 

complications
•	 those requiring hospital assessment
•	 residents or staff in residential care 

or other congregate settings
•	 situations where influenza  

confirmation can guide antiviral 
use or isolation advice.12,16 
In hospital and emergency department 

settings, rapid testing pathways support 
both patient flow and infection prevention 
measures.

Treatment options
Antiviral medications play a critical role in 
the management of influenza, particularly 
in individuals at higher risk of poor 
outcomes (Table 5).36-39 Neuraminidase 
inhibitors remain the most widely used class 
in Australia; oseltamivir (oral capsule or 
suspension) and zanamivir (inhaled 
powder) are commonly prescribed, with 
peramivir available for severe cases requir-
ing intravenous administration.12 These are 
all the most effective when initiated within 
48 hours of symptom onset, with dosing 
adjusted for age, weight and renal function. 
Beyond reducing symptom duration, 
neuraminidase inhibitors can decrease the 
risk of complications and hospitalisation 
in high-risk groups.40

Baloxavir marboxil represents a distinct 
mechanistic class: a cap-dependent endo-
nuclease inhibitor that disrupts viral repli-
cation by targeting the polymerase acidic 

TABLE 4. STATE AND TERRITORY INFLUENZA PROGRAM DETAILS FOR 2026 (ELIGIBITY, TIMING AND PRODUCTS)21-25

Jurisdiction State- or territory-funded programs Eligibility Timing Products

New South 
Wales21

•	 NSW Intranasal Influenza 
Vaccination Program

•	 Children aged 2 to <5 years •	 From April 2026 •	 Intranasal LAIV

Queensland22,23 •	 Queensland Nasal Spray Flu 
Immunisation Program

•	 Children aged 2–5 years 
(inclusive)

•	 From 1 March to  
30 September 2026

•	 Intranasal LAIV

•	 Queensland Free Flu Vaccination 
Program

•	 All Queensland residents 
aged ≥6 months not  
NIP-eligible

•	 From 1 March to  
30 September 2026

•	 Injectable TIV varies

South 
Australia24

•	 South Australian Nasal Spray 
Influenza Vaccination Program

•	 Children aged 2 to <5 years •	 From April 2026 •	 Intranasal LAIV

Western 
Australia25

•	 2026 Winter Strategy  
(Influenza component)

•	 FluMist: children aged  
2–11 years

•	 From mid-April to  
31 July 2026

•	 Intranasal LAIV

•	 All Western Australia 
residents aged 12–64 years 
not NIP-eligible

•	 From 1 May to  
30 June 2026

•	 Injectable TIV

Victoria •	 No additional state-funded 
program announced

Tasmania •	 No additional state-funded 
program announced

Australian 
Capital Territory

•	 No additional territory-funded 
program announced

Northern 
Territory

•	 No additional territory-funded 
program announced

Abbreviations: LAIV = live attenuated influenza vaccine; NIP = National Immunisation Program; TIV = trivalent influenza vaccine.
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protein, a component of the viral RNA 
polymerase complex essential for viral gene 
transcription.41 Like neuraminidase inhib-
itors, baloxavir is the most effective when 
administered within 48 hours of symptom 
onset, but offers two practical advantages 
as a single-dose regimen that simplifies 
adherence and leads to a rapid reduction 
in viral load, often apparent within one day 
of administration.41 Baloxavir is TGA 
approved, although its availability has his-
torically been limited; clinicians should 
verify current supply with local pharmacies 

or hospital formularies.37,42

Concerns have previously been raised 
regarding the emergence of resistance to 
baloxavir, particularly PA-I38X substitu-
tions in the polymerase acidic protein 
observed in clinical trials and real-world 
surveillance.43 In the context of 2026, how-
ever, the resistance picture is reassuring. 
Testing of 71 Australian A(H3N2) sub-
clade K isolates demonstrated full suscep-
tibility to all neuraminidase inhibitors, and 
sequencing of 240 viruses detected no 
PA-I38X or related substitutions conferring 

reduced baloxavir susceptibility.2 WHO 
global surveillance data are consistent with 
this finding, with no A(H3N2) viruses 
showing reduced susceptibility to either 
drug class identified in the period preceding 
the 2026 season.13,44 Ongoing surveillance 
for resistance patterns nevertheless remains 
essential, given the rapid evolutionary pace 
of A(H3N2) viruses.

In practice, clinicians should not await 
laboratory confirmation before initiating 
antiviral therapy in high-risk patients, 
especially during periods of established 

TABLE 5. TGA-APPROVED INFLUENZA ANTIVIRALS AVAILABLE IN AUSTRALIA

Antiviral drug and 
use in pregnancy

Form Ages Dosage Dosage modification for kidney 
impairment (based on glomerular 
filtration rate)

Availability

Oseltamivir36  
(category B1)

Oral capsule:  
30 mg, 45 mg, 
75 mg 
 
Oral suspension: 
6 mg/mL 

All ages •	 Treatment: 12-hourly for 5 days* 
•	 Prophylaxis: daily for 10 days†

	– adults: 75 mg
	– children <1 year‡: 3 mg/kg 
	– children ≥1 year and <15 kg: 
30 mg 

	– children ≥1 year and 15 to 
<23 kg: 45 mg 

	– children ≥1 year and 23–40 kg: 
60 mg

	– children ≥1 year and >40 kg: 
75 mg

•	 Consider zanamivir
•	 >60 mL/min: normal
•	 30–60 mL/min

	– treatment: 75 mg initial dose 
then 30 mg 12-hourly

	– prophylaxis: 30 mg 24-hourly
•	 10–30 mL/min

	– treatment: 30 mg 24-hourly
	– prophylaxis: 30 mg 48-hourly

•	 <10 mL/min: no data, if essential
	– treatment: 30 mg 48-hourly
	– prophylaxis: 30 mg every  
5 to 7 days

Widely 
available

Baloxavir marboxil37 
(category B3)

Oral tablet: 
20 mg, 40 mg, 
80 mg

≥12 years •	 Treatment§ or prophylaxis: single dose
	– 40 to <80 kg: 40 mg
	– ≥80 kg: 80 mg 

•	 No dose reductions are 
recommended

Limited 
availability

Zanamivir38 
(category B1)

Oral inhalation: 
5 mg ‘ROTADISC’ 
with accompanying 
‘DISKHALER’ 
device

≥5 years •	 Treatment: two oral inhalations  
(2 × 5 mg) twice daily for 5 days

•	 Prophylaxis: two oral inhalations  
(2 × 5 mg) daily for 10 days

•	 No dose reductions are 
recommended

Widely 
available

Peramivir39 
(category B3)

Intravenous 
infusion: 
200 mg/20 mL 
vial

≥2 years •	 Treatment: single dose
	– adults and adolescents  
≥13 years: 600 mg

	– children 2–12 years: 12 mg/kg 
to 600 mg

•	 ≥50 mL/min: normal
•	 30 to <50 mL/min

	– adults and adolescents  
≥13 years: 200 mg

	– children 2–12 years: 4 mg/kg
•	 10 to <30 mL/min

	– adults and adolescents  
≥13 years: 100 mg

	– children 2–12 years: 2 mg/kg
•	 <10  mL/min: avoid

Hospitals 
only

* Treatment of adult immunocompromised patients, ≥18 years of age, with oseltamivir may continue for a duration of 10 days. 
† Seasonal prophylaxis in immunocompromised patients ≥1 year of age is recommended for 12 weeks.
‡ Treatment only; the efficacy of oseltamivir has not been established in children <1 year of age; pharmacokinetic data indicates that a dosage of 3 mg/kg twice daily in 0–12 months of  
  age provided plasma concentrations of the pro-drug and active metabolite that are anticipated to be clinically efficacious with a safety profile comparable to that seen in older children  
  and adults.
§ Baloxavir is only TGA approved for the treatment of uncomplicated influenza in patients (i) otherwise healthy or (ii) at high risk of developing influenza complications.
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community transmission. Priority groups 
for early empirical treatment include: 
•	 those with severe or progressive

disease
•	 pregnant women
•	 significantly immunocompromised

individuals
•	 those with chronic cardiorespiratory

disease
•	 very young children.12,16

Evidence and guidelines also support
treatment initiation beyond 48 hours in 
these groups when illness is severe or com-
plicated, as clinical benefit remains plausible 
even outside the optimal window. Clini-
cians in institutional settings such as resi-
dential aged care should additionally be 
familiar with local public health guidance 
on outbreak management, where combined 
treatment and postexposure prophylaxis 
strategies are warranted.

Several specific clinical scenarios war-
rant particular mention. First, a negative 
influenza PCR result does not always 
exclude influenza; empirical antiviral ther-
apy should be continued if clinical suspicion 
remains high, for example, during an insti-
tutional outbreak where the pre-test prob-
ability is elevated and sampling conditions 
may have affected test sensitivity. Second, 
for patients with influenza and significant 
immunocompromise, extending the dura-
tion of oseltamivir or zanamivir treatment 
to 10 days should be considered, noting that 
prolonged neuraminidase therapy can be 
associated with the emergence of antiviral 
resistance (most commonly to oseltamivir). 
Third, for patients who fail to improve as 
expected, clinicians should investigate for 
alternative or additional diagnoses – par-
ticularly secondary bacterial pneumonia 
caused by organisms such as Streptococcus 
pneumoniae or Staphylococcus aureus – or 
refer for specialist evaluation, including 
consideration of whether the infecting 
strain may carry antiviral resistance 
mutations.45

One distinctly Australian irritation 
remains unchanged; influenza antivirals 
are not PBS listed, so the cost can still be 
a barrier.

2. INTRANASAL LIVE ATTENUATED INFLUENZA VACCINE CONTRAINDICATIONS, 
SPECIAL WARNINGS AND PRECAUTIONS50

Contraindications  
Severe allergic reactions
Contraindicated in children and adolescents with a history of severe allergic reaction  
(e.g. anaphylaxis) to:
•	 active substances
•	 any excipients – sucrose, dibasic potassium phosphate, monobasic potassium phosphate, 

hydrolysed gelatin (porcine Type A)*, arginine hydrochloride, monosodium glutamate
monohydrate

•	 gentamicin (residual amounts; <0.015 microg/dose)
•	 eggs or egg proteins (e.g. ovalbumin; <0.24 microg/dose)

Immunodeficiency
Contraindicated in children and adolescents with clinical immunodeficiency due to disease 
or immunosuppressive therapy, such as:
•	 acute and chronic leukaemias
•	 lymphoma
•	 symptomatic HIV infection
•	 cellular immune deficiencies
•	 high-dose corticosteroids†

Salicylate therapy
Contraindicated in children and adolescents younger than 18 years receiving salicylate 
therapy because of the association with Reye’s syndrome and wild-type influenza infection

Special warnings and precautions
Severe asthma or active wheezing
The vaccine has not been adequately studied in individuals with severe asthma or active wheezing

Risk of anaphylaxis
Appropriate medical treatment and supervision should always be readily available in case 
of an anaphylactic reaction following vaccine administration

Altered immunocompetence
The vaccine has not been studied in immunocompromised individuals. Administration in 
immunocompromised individuals should be based on careful consideration of the 
potential benefits and risks. The intranasal vaccine is not contraindicated in individuals 
with asymptomatic HIV infection, or individuals who are receiving topical or inhaled 
corticosteroids or low-dose systemic corticosteroids or those receiving corticosteroids as 
replacement therapy (e.g. for adrenal insufficiency)†

Vaccination with a live vaccine 
Recipients and caregivers should be informed that the vaccine is an attenuated live virus 
vaccine and has the potential for transmission to immunocompromised contacts. Vaccine 
recipients should attempt, whenever possible, to avoid close association with severely 
immunocompromised individuals (e.g. bone marrow transplant recipients requiring 
isolation) for 1–2 weeks following vaccination

Guillain–Barré syndrome 
If syndrome has occurred within 6 weeks of any prior influenza vaccination, the decision to 
give the intranasal vaccine should be based on careful consideration of the potential 
benefits and potential risks

Pregnancy 
While the intranasal vaccine is category B1, it is not recommended as there are limited 
data on its use in pregnancy and therefore does not adequately inform the presence or 
absence of drug-associated risk
* Derived from pig. Clinicians should proactively discuss with patients for whom porcine-derived products may be a 

religious or dietary concern (e.g. some Muslim and Jewish patients). In these cases, patients may wish to consult their 
religious leader; an injectable inactivated influenza vaccine remains an effective alternative.

† See the Australian Immunisation Handbook for more details: https://immunisationhandbook.health.gov.au/contents/ 
vaccination-for-special-risk-groups/vaccination-for-people-who-are-immunocompromised/secondary-acquired- 

   immunodeficiency-due-to-medical-therapies#corticosteroid-therapy-recommendations-for-vaccination.
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Communication and system 
readiness
Vaccination is not only a biomedical inter-
vention but also a communication process 
between clinicians and patients. The 
Australian Technical Advisory Group on 
Immunisation emphasises that a healthcare 
provider recommendation is the strongest 
predictor of influenza vaccination uptake.16 
Addressing vaccine hesitancy therefore 
requires open, respectful and evidence-based 
conversations. Research suggests that clear 
explanations of personal risk, vaccine 
benefits and safety profiles are more effective 
than confrontational messaging. Studies 
examining clinician–patient vaccine dis-
cussions have demonstrated that strong 
recommendations combined with empa-
thetic listening improves acceptance and 
trust.46-48

The introduction of an intranasal LAIV 
in 2026 provides an opportunity to address 
‘needle fatigue’ in children and families.49 
However, clinicians must communicate 
eligibility clearly. The LAIV is contra
indicated in cases of moderate-to-severe 
immunocompromise and is not recom-
mended in pregnancy, where injectable 
inactivated vaccines remain the preferred 
option (Box 2).12,50

Equity in vaccine access deserves explicit 
attention in 2026. Indigenous populations 
experience disproportionately higher rates 
of influenza-related hospitalisation and mor-
tality, yet uptake remains below targets in 
this group.51-54 Culturally safe communica-
tion, community-controlled health service 
engagement and proactive outreach, rather 
than relying solely on opportunistic vacci-
nation, are the strategies most likely to close 
this gap.55 Clinicians working with Aborig-
inal and Torres Strait Islander communities 
should be familiar with NIP eligibility (which 
extends to all ages ≥6 months) and with any 
local jurisdiction programs that may facilitate 
easier access. Key vaccination resources 
including the Australian Immunisation 
Handbook (https://immunisationhandbook.
health.gov.au), the National Centre for 
Immunisation Research and Surveillance 
(https://ncirs.org.au) and Sharing Knowledge 

About Immunisation (https://skai.org.au) 
provide clinicians with specific information 
to help discuss vaccinations with their 
Aboriginal and Torres Strait Islander 
patients.

Finally, it is essential that all influenza 
vaccinations are reported to the AIR, 
including the LAIV.

Conclusion
The 2026 seasonal influenza season 
arrives with strong evolutionary and pro-
grammatic signals. The emergence of 
A(H3N2) subclade K demonstrates how 
quickly antigenic drift can reshape influ-
enza epidemiology and why continuous 
surveillance and vaccine strain updates 
remain essential. The available data do 
not suggest a more intrinsically severe 
virus, but they do show a lineage capable 
of extending a season, reducing reactivity 
to the prior year’s vaccine strain and 
reminding us that influenza’s talent for 
surprise is not going away.

Clinicians should take a layered 
approach to prevention by applying the 
NIP eligibility consistently, overlay state 
and territory program details, select the 
most appropriate vaccine product for the 
patient in front of you and use timely testing 
and antivirals where they may change 
outcomes.

Ultimately, success in 2026 will be meas-
ured not only by virological trends but by 
whether we close known uptake gaps 
among children, pregnant women, Abo-
riginal and Torres Strait Islander commu-
nities and medically at-risk individuals. 
Achieving this will require clearer recom-
mendations, easier access and fewer missed 
opportunities for vaccination across the 
healthcare system. That challenge is entirely 
familiar. The virus, as ever, is not obliged 
to be.�   MT
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