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Abstract
Seasonal influenza vaccination provides important protection 

from influenza illness and associated potential complications. 
Monitoring seasonal influenza vaccine effectiveness (VE) in 
Southern Hemisphere countries can apprise health authorities 
in Northern Hemisphere countries about the potential protec-
tion provided from vaccination. Using data from influenza-
like illness (ILI) and severe acute respiratory infection (SARI) 
sentinel surveillance networks in eight Southern Hemisphere 
countries, investigators estimated interim VE against influenza-
associated outpatient visits and hospitalization using a test-
negative case-control study design. During March–September 
2025, Australia and South Africa identified 2,122 patients 
with ILI; Argentina, Australia, Brazil, Chile, New Zealand, 
Paraguay, and Uruguay identified 42,752 patients with SARI. 
Overall, 21.3% of patients with ILI and 15.9% of patients 
with SARI were vaccinated against influenza. Adjusted VE 
against influenza-associated outpatient visits and hospitaliza-
tion was 50.4% and 49.7%, respectively, for any influenza 
virus, and 45.4% and 46.1%, respectively, for influenza A 
viruses. Adjusted VE against hospitalization with the predomi-
nant influenza subtype, A(H1N1)pdm09, was 41.6%. These 
interim estimates suggest that vaccination reduced medically 
attended influenza-associated illness by approximately one half 
in eight Southern Hemisphere countries. Health authorities 
should prioritize vaccination of all eligible persons ≥6 months 
to reduce incidence of influenza disease.

Introduction
Each year, influenza virus infections result in approximately 

5 million hospitalizations and 650,000 deaths worldwide. 
Virus circulation tends to occur during April–September 
in Southern Hemisphere and October–May in Northern 
Hemisphere temperate countries (1,2). Influenza vaccination 
during campaigns targeting eligible persons, including groups 
at higher risk for severe influenza illness (e.g., young children, 

*	These authors contributed equally to this report.

persons with comorbidities, and older adults), contributes to 
the reduction in influenza-associated morbidity and mortal-
ity worldwide (3,4). Sentinel surveillance systems facilitate 
systematic monitoring of seasonal influenza vaccine effective-
ness (VE), which provides information to guide public health 
messaging and influenza vaccine composition deliberations 
each season (5). This analysis used data from influenza-like 
illness (ILI) and severe acute respiratory infection (SARI) 
sentinel surveillance networks in eight Southern Hemisphere 
countries to estimate interim VE against influenza-associated 
outpatient visits and hospitalization.

Methods

Data Sources

Patients with ILI, who were examined in an outpatient 
setting, and patients with SARI, who were admitted to a 
hospital, were identified through sentinel surveillance systems 
in eight countries.† As part of the sentinel surveillance protocols, 
respiratory specimens from patients who met the ILI or SARI 
case definition were tested for influenza viruses by reverse-
transcription–polymerase chain reaction (RT-PCR) and typed 
and subtyped in national reference laboratories. One country 
(South Africa) contributed only ILI surveillance data. Six 
countries contributed only SARI surveillance data: New Zealand 
and five countries (Argentina, Brazil,§ Chile, Paraguay, and 
Uruguay) from the Pan American Health Organization Network 
for the Evaluation of Vaccine Effectiveness in Latin America and 
the Caribbean–influenza (Red para la Evaluación de Vacunas 
en Latino América y el Caribe–influenza [REVELAC-i]). 

†	ILI is defined as acute respiratory illness (ARI) with history of fever or 
documented body temperature of ≥100.4°F (≥38°C), cough and symptom 
onset within the previous 10 days (South Africa); and ARI with fever and cough 
with onset of symptoms within the previous 7 days (Australia). SARI is defined 
as history of fever or documented body temperature of ≥100.4°F (≥38°C) and 
cough with onset within the previous 10 days resulting in hospitalization​ 
(REVELAC-i countries and New Zealand); hospital admission with ARI (age 
>16 years: ARI symptoms; age <16 years: ARI symptoms or fever) (Australia).

§	Data were not contributed from the North Region of Brazil, which uses the 
Northern Hemisphere vaccine formulation.

https://www.paho.org/en/network-evaluation-vaccine-effectiveness-latin-america-and-caribbean-influenza-revelac-i
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One country (Australia) contributed both ILI and SARI 
surveillance data.

ILI and SARI surveillance data during March–September 
2025 were pooled across 163 general practitioner practices and 
across 3,157 hospitals, respectively (Supplementary Table 1). 
VE evaluation began on the date of the first influenza case 
detection after the start of the influenza vaccination campaign 
in each respective country.¶ All countries used World Health 
Organization (WHO)-recommended egg-based, inactivated 
Southern Hemisphere influenza vaccine formulations.**

Study Design

VE against influenza-associated outpatient visits and hos-
pitalization was estimated using a test-negative case-control 
design. The study population comprised patients with ILI or 
SARI who were vaccination-eligible in each country, based 
on national policy. Case-patients were those who received a 
positive influenza RT-PCR test result; control patients were 
those who received a negative influenza RT-PCR test result. 
Vaccination status was ascertained using national vaccination 
registries, medical records, or self-report. Patients who received 
a 2025 influenza vaccine dose ≥14 days before symptom onset 
were considered vaccinated; those not vaccinated before symp-
tom onset were considered unvaccinated. Patients who were 
vaccinated <14 days before symptom onset or who received 
a concurrent positive SARS-CoV-2 RT-PCR test result were 
excluded (6).

Data Analysis

VE was calculated by comparing the odds of influenza vac-
cination between case- and control patients using multivariable 
logistic regression. Models were adjusted for sex, age (in years, 
fit as a cubic spline with five knots), week of symptom onset 
(fit within each country as a cubic spline with five knots), and 
country. Overall VE was estimated among all patients eligible 
for the influenza vaccine (i.e., all patients aged ≥6 months) 
using STATA statistical software (version 17.0, StataCorp).†† 
In addition, VE was estimated among patients included in 
one of three mutually exclusive influenza vaccination priority 
groups considered high risk for severe outcomes associated 

	 ¶	Influenza vaccination campaign start dates were March 1 (Chile), March 25 
(Argentina), March 27 (Australia), March 31 (South Africa and Uruguay), 
April 1 (New Zealand), April 3 (Paraguay), and April 7 (Brazil).

	**	Trivalent vaccines containing antigens from A/Victoria/4897/2022 (H1N1)
pdm09–like virus, A/Croatia/10136RV/2023 (H3N2)–like virus, and 
B/Austria/1359417/2021 (B/Victoria lineage)–like virus were used in 
Argentina, Brazil, Chile, Paraguay, South Africa, and Uruguay; quadrivalent 
vaccines containing the addition of a B/Yamagata lineage–like virus were used 
in Australia, New Zealand, South Africa, and Uruguay; adjuvanted vaccines 
were available for older adults in Argentina (aged ≥65 years), Australia (aged 
≥65 years), and Paraguay (aged ≥60 years).

	††	VE was estimated using multivariable logistic regression as (1 − adjusted odds 
ratio) × 100%.

with influenza infection (young children,§§ persons [older 
children and adults] with comorbidities,¶¶ and older adults***) 
as defined by national policy (Supplementary Table 1). When 
sufficient data were available, VE was estimated within the 
nationally defined influenza priority vaccination groups by 
including an interaction term between vaccination status and 
inclusion in a priority group and exponentiating the linear 
combination of the estimated coefficients. Analyses were strati-
fied by influenza virus type and subtype when the expected 
frequency of vaccinated and unvaccinated case- and control 
patients in each stratum was at least five, and when the 95% CI 
for the adjusted odds ratio spanned <140 percentage points 
from lower to upper bound.

The frequency of influenza viral clades reported by study 
countries to the Global Initiative on Sharing All Influenza 
Data (GISAID) during their respective evaluation period was 
calculated. This activity was reviewed by CDC, deemed not 
research, and conducted consistent with applicable federal law 
and CDC policy.†††

Results

Characteristics of the Study Population

During March–September 2025, a total of 2,554 patients 
with ILI and 181,566 patients with SARI were identified 
through the included surveillance networks; among these, 
432 patients with ILI and 138,814 patients with SARI were 
ineligible for inclusion or were excluded because influenza 
RT-PCR results, vaccination status, or demographic data 
were missing (Supplementary Table 2). Among the 2,122 
included patients with ILI, 1,442 (68.0%) were from Australia 
and 680 (32.0%) were from South Africa; 50.3% of patients 
belonged to an influenza vaccination priority group consid-
ered high risk for severe outcomes associated with influenza 
infection. Among the 42,752 included patients with SARI, 
4,499 (10.5%) were from Australia, 1,335 (3.1%) were from 

	 §§	Young children aged 6 months–1 year (Argentina), 6 months–4 years 
(Australia and Uruguay), 6 months–5 years (Brazil), 6 months–2 years 
(Paraguay), and 6 months–10 years (Chile). In South Africa and New 
Zealand, young children are not considered a priority vaccination group.

	 ¶¶	Comorbid conditions included chronic respiratory disease (including asthma 
and chronic obstructive pulmonary disease); cancer; cardiovascular disease 
(including hypertension and stroke); diabetes/chronic renal disease; and 
immunocompromising conditions (including HIV/AIDS) in all countries. 
In selected countries, the following comorbid conditions were included: 
obesity (Argentina, Australia, Brazil, Chile, Paraguay, and Uruguay); chronic 
neurologic diseases (Australia and New Zealand); chronic liver disease 
(Australia and New Zealand); tuberculosis (New Zealand and South Africa); 
current alcohol or drug dependency (New Zealand); chronic hematologic 
disorder (Australia and New Zealand); chronic metabolic disorder (Australia); 
and long-term aspirin therapy in children aged 5–19 years (Australia).

	***	Aged ≥60 years (Brazil, Chile, and Paraguay) and aged ≥65 years (Argentina, 
Australia, New Zealand. South Africa, and Uruguay).

	†††	45 C.F.R. part 46. 102(1)(2), 21 C.F.R. part 56; 42 U.S.C. Sect. 241(d); 
5 U.S.C. Sect. 552a; 44 U.S.C. Sect. 3501 et seq.

https://stacks.cdc.gov/view/cdc/182385#tabs-3
https://www.who.int/publications/m/item/recommended-composition-of-influenza-virus-vaccines-for-use-in-the-2025-southern-hemisphere-influenza-season
https://www.who.int/publications/m/item/recommended-composition-of-influenza-virus-vaccines-for-use-in-the-2025-southern-hemisphere-influenza-season
https://stacks.cdc.gov/view/cdc/182385#tabs-3
https://gisaid.org/
https://gisaid.org/
https://stacks.cdc.gov/view/cdc/182385#tabs-3
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New Zealand, 2,028 (4.7%) were from Argentina, 28,962 
(67.7%) were from Brazil, 2,286 (5.3%) were from Chile, 
3,314 (7.8%) were from Paraguay, and 328 (0.8%) were from 
Uruguay; 85.3% of patients belonged to an influenza vaccina-
tion priority group (Table 1).

Case-Patient Influenza Typing and Subtyping Results

Among patients with ILI and patients with SARI, 
563 (26.5%) and 17,787 (41.6%), respectively, received posi-
tive influenza RT-PCR test results. Most identified viruses were 
influenza A (ILI case-patients = 464; 82.4% and SARI case-
patients = 16,885; 94.9%); influenza B viruses were identified 
among 99 (17.6%) ILI case-patients and 837 (4.7%) SARI 
case-patients. Among the 464 influenza A viruses identi-
fied from ILI case-patients, 211 (45.5%) were A(H3N2), 
185 (39.9%) were A(H1N1)pdm09, and 68 (14.7%) were 
not subtyped. Among the 16,885 influenza A viruses identi-
fied from SARI case-patients, 4,490 (26.6%) were A(H3N2), 
9,914 (58.7%) were A(H1N1)pdm09, and 2,481 (14.7%) 
were not subtyped (Figure).

Vaccination Status of Case-Patients and Control Patients

Overall, 453 of 2,122 (21.3%) patients with ILI and 6,781 of 
42,752 (15.9%) patients with SARI were vaccinated. Among 

the 563 ILI case-patients, 78 (13.9%) had received a 2025 
seasonal influenza vaccine, compared with 375 (24.1%) of 
1,559 ILI control patients (Table 1). Of the 17,787 SARI 
case-patients identified, 2,433 (13.7%) had received a 2025 
seasonal influenza vaccine compared with 4,348 (17.4%) of 
24,965 SARI control patients.

Vaccine Effectiveness

Among patients with ILI, adjusted VE against influenza-
associated outpatient illness with any influenza virus was 50.4% 
(Table 2). Adjusted VE against any influenza A virus subtype 
was 45.4%, against influenza A(H1N1)pdm09 virus was 
53.3%, and against any influenza B virus was 62.3%. Among 
only patients in the priority vaccination groups, adjusted VE 
against influenza-associated outpatient illness with any influ-
enza virus was 51.8%. Data were insufficient to estimate type- 
or subtype-specific VE for the priority vaccination groups.

Among patients with SARI, adjusted VE against influenza-
associated hospitalization with any influenza virus was 49.7%. 
Adjusted VE was 46.1% against any influenza A virus subtype; 
adjusted VE was 41.6% against influenza A(H1N1)pdm09 
and 37.2% against influenza A(H3N2). Adjusted VE against 
influenza B viruses was 77.6%. Among patients in the selected 
vaccination groups, adjusted VE against influenza-associated 

TABLE 1. Seasonal influenza vaccination status and influenza test results among patients with influenza-like illness and patients with severe 
acute respiratory infection, by selected characteristics — eight Southern Hemisphere countries,* March–September 2025

Characteristic No. (column %)

Vaccination status, 
no. (row %)†

p-value§

Influenza test result, 
no. (row %)

p-value§Unvaccinated Vaccinated Negative Positive

Patients with ILI, total 2,122 1,669 (78.7) 453 (21.3) — 1,559 (73.5) 563 (26.5) —
Priority vaccination group¶ 1,067 (50.3) 755 (70.8) 312 (29.2) — 841 (78.8) 226 (21.2) —

Young children 247 (11.6) 196 (79.4) 51 (20.6) <0.001 218 (88.3) 29 (11.7) <0.001
Persons with comorbidities 490 (23.1) 380 (77.6) 110 (22.4) 350 (71.4) 140 (28.6)
Older adults 330 (15.6) 179 (54.2) 151 (45.8) 273 (82.7) 57 (17.3)

Sex
Female 1,187 (55.9) 917 (77.3) 270 (22.7) 0.076 887 (74.7) 300 (25.3) 0.14
Male 935 (44.1) 752 (80.4) 183 (19.6) 672 (71.9) 263 (28.1)

Country
Australia 1,442 (68.0) 1,014 (70.3) 428 (29.7) <0.001 1,088 (75.5) 354 (24.5) 0.003
New Zealand — — — — —
South Africa 680 (32.0) 655 (96.3) 25 (3.7) 471 (69.3) 209 (30.7)
REVELAC-i countries — — — — —

Argentina — — — — —
Brazil — — — — —
Chile — — — — —
Paraguay — — — — —
Uruguay — — — — —

Influenza test result
Negative 1,559 (73.5) 1,184 (75.9) 375 (24.1) — 1,559 (100.0) — —
Positive (all) 563 (26.5) 485 (86.1) 78 (13.9) — 563 (100.0)
Influenza A 464 (82.4) 399 (86.0) 65 (14.0) — 464 (100.0)

Influenza A(H1N1)pdm09 185 (39.9) 144 (77.8) 41 (22.2) — 185 (100.0)
Influenza A(H3N2) 211 (45.5) 205 (97.2) 6 (2.8) — 211 (100.0)
Influenza A (unknown subtype) 68 (14.7) 50 (73.5) 18 (26.5) — 68 (100.0)

Influenza B 99 (17.6) 86 (86.9) 13 (13.1) — 99 (100.0)

See table footnotes on the next page.
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TABLE 1. (Continued) Seasonal influenza vaccination status and influenza test results among patients with influenza-like illness and patients 
with severe acute respiratory infection, by selected characteristics — eight Southern Hemisphere countries,* March–September 2025

Characteristic No. (column %)

Vaccination status, 
no. (row %)†

p-value§

Influenza test result, 
no. (row %)

p-value§Unvaccinated Vaccinated Negative Positive

Patients with SARI, total 42,752 35,971 (84.1) 6,781 (15.9) — 24,965 (58.4) 17,787 (41.6) —
Priority vaccination group¶ 36,455 (85.3) 30,089 (82.5) 6,366 (17.5) — 21,755 (59.7) 14,700 (40.3) —

Young children 16,426 (38.4) 13,935 (84.8) 2,491 (15.2) <0.001 13,107 (79.8) 3,319 (20.2) <0.001
Persons with comorbidities 7,066 (16.5) 6,286 (89.0) 780 (11.0) 3,674 (52.0) 3,392 (48.0)
Older adults 12,963 (30.3) 9,868 (76.1) 3,095 (23.9) 4,974 (38.4) 7,989 (61.6)

Sex
Female 21,309 (49.8) 18,090 (84.4) 3,353 (15.6) 0.20 12,962 (60.4) 8,481 (39.6) <0.001
Male 21,443 (50.2) 17,881 (83.9) 3,428 (16.1) 12,003 (56.3) 9,306 (43.7)

Country
Australia 4,499 (10.5) 3,394 (75.4) 1,105 (24.6) <0.001 2,318 (51.5) 2,181 (48.5) <0.001
New Zealand 1,335 (3.1) 1,077 (80.7) 258 (19.3) 894 (67.0) 441 (33.0)
South Africa — — — — —
REVELAC-i countries

Argentina 2,028 (4.7) 1,738 (85.7) 290 (14.3) <0.001 1,459 (71.9) 569 (28.1)
Brazil 28,962 (67.7) 24,882 (85.9) 4,080 (14.1) 15,698 (54.2) 13,264 (45.8)
Chile 2,286 (5.3) 1,388 (60.7) 898 (39.3) 1,679 (73.4) 607 (26.6)
Paraguay 3,314 (7.8) 3,218 (97.1) 96 (2.9) 2,680 (80.9) 634 (19.1)
Uruguay 328 (0.8) 274 (83.5) 54 (16.5) 237 (72.3) 91 (27.7)

Influenza test result
Negative 24,965 (58.4) 20,617 (82.6) 4,348 (17.4) — 24,965 (100.0) — —
Positive (all)** 17,787 (41.6) 15,354 (86.3) 2,433 (13.7) — 17,787 (100.0)
Influenza A 16,885 (94.9) 14,519 (86.0) 2,366 (14.0) — 16,885 (100.0)

Influenza A(H1N1)pdm09 9,914 (58.7) 8,582 (86.6) 1,332 (13.4) — 9,914 (100.0)
Influenza A(H3N2) 4,490 (26.6) 3,880 (86.4) 610 (13.6) — 4,490 (100.0)
Influenza A, unknown subtype 2,481 (14.7) 2,057 (82.9) 424 (17.1) — 2,481 (100.0)

Influenza B 837 (4.7) 781 (93.3) 56 (6.7) — 837 (100.0)

Abbreviations: ILI = influenza-like illness; REVELAC-i = Pan American Health Organization Network for the Evaluation of Vaccine Effectiveness in Latin America and 
the Caribbean–influenza (Red para la Evaluación de Vacunas en Latino América y el Caribe–influenza); SARI = severe acute respiratory infection.
	 *	Argentina, Australia, Brazil, Chile, New Zealand, Paraguay, South Africa, and Uruguay.
	 †	Patients who received ≥1 dose of the 2025 season influenza vaccine ≥14 days before symptom onset were considered vaccinated; patients who did not receive 

any influenza vaccine during the 2025 season by the time of symptom onset were considered unvaccinated. Patients vaccinated 0–13 days before symptom onset 
or who received positive SARS-CoV-2 reverse-transcription–polymerase chain reaction test results were excluded.

	 §	Pearson’s chi-square test was used to ascertain differences in the number of persons who were vaccinated and unvaccinated or who received positive and negative 
influenza test results.

	 ¶	Priority vaccination groups are included as mutually exclusive groups of persons considered at high risk for severe outcomes associated with influenza infection. 
Young children were defined as follows, by country and age: Argentina = 6 months–1 year; Australia and Uruguay = 6 months–4 years, Brazil = 6 months–5 years; 
Paraguay = 6 months–2 years, Chile = 6 months–10 years, and South Africa and New Zealand = not applicable (young children not included as a priority group). 
Older adults were defined as those aged ≥60 years (Brazil, Chile, and Paraguay) and aged ≥65 years (Argentina, Australia, New Zealand, South Africa, and Uruguay). 
The preexisting conditions considered by all eight countries include chronic respiratory disease (including asthma and chronic obstructive pulmonary disease), 
cancer, cardiovascular disease (including hypertension and stroke), diabetes and chronic renal disease, and immunocompromising conditions (including HIV/AIDS). 
Some conditions were considered by select countries including obesity (Argentina, Australia, Brazil, Chile, Paraguay and Uruguay), chronic neurologic diseases 
(Australia and New Zealand), chronic liver disease (Australia and New Zealand), tuberculosis (New Zealand and South Africa), current alcohol/drug dependency 
(New Zealand), chronic hematologic disorder (Australia and New Zealand), chronic metabolic disorder (Australia), and long-term aspirin therapy in children aged 
5–19 years (Australia).

	**	Fifty-three SARI case-patients from Argentina and 12 SARI case-patients from Brazil did not have an influenza type or subtype reported.

hospitalization with any influenza virus was 45.7%; VE was 
51.3% among young children, 51.9% among persons with 
comorbidities, and 37.7% among older adults.

Genetic Characterization of Viruses Reported

As of September 5, 2025, the majority of A(H1N1)pdm09 
influenza viruses reported by study countries to GISAID 
were clade 5a.2a.1 (94.5%). Among A(H3N2) viruses, 100% 
were clade 2a.3a.1; 100% of influenza B viruses were the 
Victoria lineage and clade V1A.3a.2 (Journal of Open Source 
Software: Nextclade).

Discussion
Findings from this evaluation suggest that the 2025 

seasonal influenza vaccines reduced influenza-associated 
outpatient visits and hospitalization by an estimated one half 
in eight Southern Hemisphere countries. These estimates are 
similar to interim VE estimates from the 2024–25 Northern 
Hemisphere season against illness from any influenza virus in 
an outpatient (40%–56%) (3,7) and hospital (34%–52%) 
setting (7). Within the prioritized vaccination groups, VE 
against influenza A virus–associated and influenza A(H1N1)
pdm09 virus–associated hospitalizations was higher among 

https://joss.theoj.org/papers/10.21105/joss.03773
https://joss.theoj.org/papers/10.21105/joss.03773
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FIGURE. Number of patients with influenza-like illness (A)* and patients with severe acute respiratory infection† (B) with positive influenza 
test results, by week,§,¶ influenza type and subtype, and percentage of all samples positive for influenza virus — eight Southern Hemisphere 
countries, 2025
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Abbreviations: ILI = influenza-like illness; SARI = severe acute respiratory infection.
*	Patients with ILI reported from Australia (weeks 13-35) and South Africa (weeks 13-30). 
†	Patients with SARI reported from Argentina (weeks 13–27), Australia (weeks 13–35), Brazil (weeks 14–27), Chile (weeks 9–26), New Zealand (weeks 14–34), Paraguay 

(weeks 14-26), and Uruguay (weeks 16–25).
§	ILI surveillance begins in week 13 and concludes in week 34.
¶	Epidemiologic week 9 started on March 1, 2025; epidemiologic week 35 ended on September 1, 2025.
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TABLE 2. Interim 2025 Southern Hemisphere seasonal influenza vaccine effectiveness against influenza in patients with influenza-like illness 
and patients with severe acute respiratory infection — eight Southern Hemisphere countries,* March–September 2025

Influenza type, priority vaccination 
group,† and country

Case-patients with positive influenza 
test results§

Control patients with 
negative influenza test 

results Vaccine effectiveness¶

Total, no.
Vaccinated, 

no. (%) Total, no.
Vaccinated, 

no. (%)
Unadjusted % 

(95% CI)
Adjusted % 

(95% CI)

Patients with ILI 
Any influenza virus, type A or B, total 563 78 (13.9) 1,559 375 (24.1) 49.2 (33.8 to 61.1) 50.4 (33.2 to 63.2)

Priority vaccination groups 226 49 (21.7) 841 263 (31.3) 39.2 (13.8 to 57.1) 51.8 (27.9 to 67.7)
Young children 29 1 (3.4) 218 50 (22.9) NC NC
Persons with comorbidities 140 23 (16.4) 350 87 (24.9) NC NC
Older adults 57 25 (43.9) 273 126 (46.2) NC NC

Influenza virus type A, total 464 65 (14.0) 1559 375 (24.1) 48.6 (31.5 to 61.4) 45.4 (24.4 to 60.5)
Priority vaccination groups 195 46 (23.6) 841 263 (31.3) 32.2 (2.6 to 52.7) 45.7 (17.5 to 64.3)

Young children 21 1 (4.8) 218 50 (22.9) NC NC
Persons with comorbidities 117 20 (17.1) 350 87 (24.9) NC NC
Older adults 57 25 (43.9) 273 126 (46.2) NC NC

Influenza A(H1N1)pdm09 virus, total 185 41 (22.2) 1559 375 (24.1) 10.1 (–29.6 to 37.6) 53.3 (29.3 to 69.1)
Priority vaccination groups 105 30 (28.6) 841 263 (31.3) 12.1 (–37.6 to 43.8) 55.5 (25.4 to 73.5)

Young children 17 0 (—) 218 50 (22.9) NC NC
Persons with comorbidities 54 13 (24.1) 350 87 (24.9) NC NC
Older adults 34 17 (50.0) 273 126 (46.2) NC NC

Influenza A(H3N2) virus, total 211 6 (2.8) 1,559 375 (24.1) NR NR
Priority vaccination groups 54 4 (7.4) 841 263 (31.3) NR NR

Young children 0 0 (—) 218 50 (22.9) NC NC
Persons with comorbidities 46 4 (8.7) 350 87 (24.9) NC NC
Older adults 8 0 (—) 273 126 (46.2) NC NC

Influenza virus type B, total 99 13 (13.1) 1,559 375 (24.1) 52.3 (13.5 to 73.7) 62.3 (28.8 to 80.0)
Priority vaccination groups 31 3 (9.7) 841 263 (31.3) 76.5 (21.9 to 92.9) 77.7 (19.7 to 93.8)

Young children 8 0 (—) 218 50 (22.9) NC NC
Persons with comorbidities 23 3 (13.0) 350 87 (24.9) NC NC
Older adults 0 0 (—) 273 126 (46.2) NC NC

Any influenza virus type A or B, by country
Australia 354 72 (20.3) 1,088 356 (32.7) 47.5 (30.0 to 60.6) 59 (43.6 to 70.2)
New Zealand — — — — — —
South Africa 209 6 (2.9) 471 19 (4.0) NR NR
REVELAC-i — — — — — —

Argentina — — — — — —
Brazil — — — — — —
Chile — — — — — —
Paraguay — — — — — —
Uruguay — — — — — —

Patients with SARI
Any influenza virus, type A or B, total 17,787 2,433 (13.7) 24,965 4,348 (17.4) 24.9 (20.7 to 28.8) 49.7 (46.3 to 52.8)

Priority vaccination groups 14,700 2,278 (15.5) 21,755 4,088 (18.8) 20.7 (16.2 to 25.1) 45.7 (41.8 to 49.3)
Young children 3,319 295 (8.9) 13,107 2,196 (16.8) 51.5 (44.9 to 57.4) 51.3 (44.5 to 57.3)
Persons with comorbidities 3,392 302 (8.9) 3,674 478 (13.0) 34.7 (23.9 to 43.9) 51.9 (43.2 to 59.3)
Older adults 7,989 1,681 (21.0) 4,974 1,414 (28.4) 32.9 (27.2 to 38.2) 37.7 (31.7 to 43.1)

Influenza virus type A, total 16,885 2,366 (14.0) 24,965 4,348 (17.4) 22.7 (18.4 to 26.8) 46.1 (42.4 to 49.6)
Priority vaccination groups 14,206 2,223 (15.6) 21,755 4,088 (18.8) 19.8 (15.2 to 24.2) 43.4 (39.3 to 47.2)

Young children 3,137 274 (8.7) 13,107 2,196 (16.8) 52.4 (45.7 to 58.3) 51.1 (44.0 to 57.3)
Persons with comorbidities 3,172 286 (9.0) 3674 478 (13.0) 33.7 (22.6 to 43.2) 48.9 (39.4 to 56.9)
Older adults 7,897 1,663 (21.1) 4974 1,414 (28.4) 32.8 (27.1 to 38.1) 35.0 (28.7 to 40.7)

Influenza A(H1N1)pdm09 virus, total 9,914 1,332 (13.4) 24,965 4,348 (17.4) 26.4 (21.4 to 31.1) 41.6 (36.7 to 46.0)
Priority vaccination groups 8,405 1,261 (15.0) 21,755 4,088 (18.8) 23.7 (18.3 to 28.8) 38.8 (33.5 to 43.8)

Young children 1,657 123 (7.4) 13,107 2,196 (16.8) 60.2 (51.9 to 67.0) 53.4 (43.5 to 61.6)
Persons with comorbidities 1,875 161 (8.6) 3,674 478 (13.0) 37.2 (24.2 to 48.0) 44.6 (31.9 to 54.9)
Older adults 4,873 977 (20.0) 4,974 1,414 (28.4) 36.9 (30.7 to 42.5) 29.7 (21.9 to 36.7)

Influenza A(H3N2) virus, total 4,490 610 (13.6) 24,965 4,348 (17.4) 25.5 (18.3 to 32.0) 37.2 (29.7 to 43.9)
Priority vaccination groups 3,822 573 (15.0) 21,755 4,088 (18.8) 23.8 (16.2 to 30.7) 34.7 (26.5 to 42.0)

Young children 913 101 (11.1) 13,107 2,196 (16.8) 38.2 (23.6 to 50.0) 30.3 (13.3 to 43.9)
Persons with comorbidities 744 43 (5.8) 3,674 478 (13.0) 59.0 (43.4 to 70.3) 58.4 (40.4 to 70.9)
Older adults 2,165 429 (19.8) 4,974 1,414 (28.4) 37.8 (29.7 to 44.9) 28.8 (17.4 to 38.6)

See table footnotes on the next page.
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TABLE 2. (Continued) Interim 2025 Southern Hemisphere seasonal influenza vaccine effectiveness against influenza in patients with influenza-
like illness and patients with severe acute respiratory infection — eight Southern Hemisphere countries,* March–September 2025

Influenza type, priority vaccination 
group,† and country

Case-patients with positive influenza 
test results§

Control patients with 
negative influenza test 

results Vaccine effectiveness¶

Total, no.
Vaccinated, 

no. (%) Total, no.
Vaccinated, 

no. (%)
Unadjusted % 

(95% CI)
Adjusted % 

(95% CI)

Influenza virus type B, total 837 56 (6.7) 24,965 4,348 (17.4) 66.0 (55.3 to 74.1) 77.6 (70.0 to 83.3)
Priority vaccination groups 445 45 (10.1) 21,755 4,088 (18.8) 51.4 (33.7 to 64.3) 74.8 (64.9 to 81.9)

Young children 172 17 (9.9) 13,107 2,196 (16.8) 45.5 (9.9 to 67.0) 64.4 (40.6 to 78.7)
Persons with comorbidities 196 15 (7.7) 3,674 478 (13.0) 44.6 (5.4 to 67.6) 71.8 (50.0 to 84.1)
Older adults 77 13 (16.9) 4,974 1,414 (28.4) 48.9 (6.9 to 71.9) 82.3 (67.1 to 90.4)

Any influenza virus type A or B, by country
Australia 2,181 448 (20.5) 2,318 657 (28.3) 34.6 (25.0 to 43.0) 55.0 (47.0 to 61.8)
New Zealand 441 64 (14.5) 894 194 (21.7) 38.7 (16.6 to 55.0) 45.5 (22.6 to 61.7)
South Africa — — — — — —
REVELAC-i 15,165 1,921 (12.7) 21,753 3,497 (16.1) 24.3 (19.6 to 28.7) 40.3 (35.7 to 44.5)

Argentina 569 54 (9.5) 1,459 236 (16.2) 45.7 (25.7 to 60.3) 51.1 (32.3 to 64.7)
Brazil 13,264 1,645 (12.4) 15,698 2,435 (15.5) 22.9 (17.5 to 27.9) 40.1 (34.8 to 45.0)
Chile 607 198 (32.6) 1,679 700 (41.7) 32.3 (17.7 to 44.3) 40.5 (25.8 to 52.2)
Paraguay 634 12 (1.9) 2,680 84 (3.1) 40.4 (–9.9 to 67.6) 47.1 (2.0 to 71.5)
Uruguay 91 12 (13.2) 237 42 (17.7) 29.5 (–41.0 to 64.7) 31.9 (–41.6 to 67.2)

Abbreviations: ILI = influenza-like illness; NC = not calculated; NR = not reported; REVELAC-i = Pan American Health Organization Network for the Evaluation of 
Vaccine Effectiveness in Latin America and the Caribbean–influenza (Red para la Evaluación de Vacunas en Latino América y el Caribe–influenza); SARI = severe acute 
respiratory infection.
*	Argentina, Australia, Brazil, Chile, New Zealand, Paraguay, South Africa, and Uruguay.
†	Priority vaccination groups are included as mutually exclusive groups of persons considered at high risk for severe outcomes associated with influenza infection. 

Young children were defined as follows, by country and age: Argentina = 6 months–1 year; Australia and Uruguay = 6 months–4 years; Brazil = 6 months–5 years; 
Paraguay = 6 months–2 years, Chile = 6 months–10 years; and South Africa and New Zealand = not applicable (young children not included as a priority group). 
Older adults were defined as those aged ≥60 years (Brazil, Chile, and Paraguay) and aged ≥65 years (Argentina, Australia, New Zealand, South Africa, and Uruguay). 
The preexisting conditions considered by all eight countries include chronic respiratory disease (including asthma and chronic obstructive pulmonary disease), 
cancer, cardiovascular disease (including hypertension and stroke), diabetes and chronic renal disease, and immunocompromising conditions (including HIV/AIDS). 
Some conditions were considered by select countries including obesity (Argentina, Australia, Brazil, Chile, Paraguay and Uruguay), chronic neurologic diseases 
(Australia and New Zealand), chronic liver disease (Australia and New Zealand), tuberculosis (New Zealand and South Africa), current alcohol or drug dependency 
(New Zealand), chronic hematologic disorder (Australia and New Zealand), chronic metabolic disorder (Australia), and long-term aspirin therapy in children aged 
5–19 years (Australia).

§	Reverse-transcription polymerase–chain reaction testing for influenza was conducted at national reference laboratories.
¶	Vaccine effectiveness estimated from logistic regression model adjusting for sex, age in years (fit as a cubic spline with five knots), week of symptom onset (fit within 

each country as a cubic spline with five knots), and country.

young children than among older adults, consistent with 
interim VE estimates from past Southern and Northern 
Hemisphere seasons (3,4).

Influenza vaccination provides important protection from 
influenza illness and associated potential complications. 
Despite this, 21% of patients with ILI and 16% of patients 
with SARI in this population had received the 2025 influenza 
vaccine. Surveys regarding influenza vaccine knowledge, atti-
tudes, and practice might help to identify improved vaccine 
messaging and campaign approaches for increasing coverage 
in subsequent Southern Hemisphere seasons.

Examination of seasonal influenza VE in the Southern 
Hemisphere can provide information for influenza vaccine com-
position deliberations for the subsequent Southern Hemisphere 
season. In addition, these VE estimates help to prepare Northern 
Hemisphere health authorities for anticipated levels of protec-
tion that influenza vaccines might provide, should similar viral 
clades predominate during the 2025–26 season (8). To add to 
mitigation efforts against severe illness in the coming season, 

health care providers can recommend the use of antivirals, where 
available, for patients with suspected or confirmed influenza.

Limitations

The findings in this report are subject to at least six limita-
tions. First, the interim VE estimates included are preliminary 
and might differ from end-of-season estimates. Second, esti-
mates for patients with ILI were generated using a small ana-
lytic sample which reduced precision and prevented estimation 
of VE across all subgroups. Third, despite use of high-quality 
surveillance data, 61% of patients were excluded because of 
missing RT-PCR results, which might have biased estimates 
and suggests a need to strengthen the integration of laboratory 
and epidemiologic data used to support this analysis. Fourth, 
this analysis was unable to distinguish between previously 
unvaccinated young children who received 1 dose versus the 
recommended 2 doses of influenza vaccine, potentially biasing 
VE among this population. Fifth, the sequenced specimens 
reported to GISAID are not necessarily the same as those 
from patients included in this VE evaluation. Finally, these VE 

https://www.cdc.gov/flu/prevention/index.html
https://www.cdc.gov/flu/prevention/index.html
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Summary

What is already known about this topic?

Monitoring seasonal influenza vaccine effectiveness in Southern 
Hemisphere countries can guide health authorities in Northern 
Hemisphere countries about the potential protection provided 
from vaccination.

What is added by this report?

During the 2025 Southern Hemisphere influenza season, 
seasonal influenza vaccination reduced influenza-associated 
outpatient visits by 50.4% and hospitalization by 49.7%.

What are the implications for public health practice?

CDC recommends that all eligible persons aged ≥6 months 
receive the seasonal influenza vaccine. The 2025–26 Northern 
Hemisphere seasonal influenza vaccine composition is the same 
as that used during the 2025 Southern Hemisphere influenza 
season and might be similarly effective if the same viruses 
circulate in the coming season.

estimates might not be generalizable to Southern Hemisphere 
countries that have had different circulating viruses in the 
2025 season.

Implications for Public Health Practice

Interim VE estimates for the Southern Hemisphere 2025 
influenza season suggest that influenza vaccines were effective 
in reducing influenza-associated outpatient visits and hospital-
ization by approximately one half. Examination of influenza 
VE during the Southern Hemisphere season might provide 
insights for health authorities who are actively preparing and 
planning for the upcoming Northern Hemisphere influenza 
season. The 2025–2026 Northern Hemisphere seasonal influ-
enza vaccine composition is the same as the 2025 Southern 
Hemisphere seasonal influenza vaccine; health authorities in 
Northern Hemisphere locations might anticipate similar levels 
of protection against influenza illness, should the same influ-
enza viruses circulate during the upcoming season. These find-
ings support CDC’s recommendations for all eligible persons 
aged ≥6 months to receive a seasonal influenza vaccine before 
the start of the Northern Hemisphere influenza season (9).
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