Massachusetts Department of Public Health
Recommendations for the Use of Respiratory Syncytial Virus Vaccines to Protect Infants and Young Children for the 2026-2027 Respiratory Season

Summary
Respiratory syncytial virus (RSV) infection is a significant threat to infants and vulnerable young children. RSV immunization has been demonstrated to be safe and effective in reducing severe RSV disease and hospitalizations in infants and young children. Massachusetts Department of Public Health (DPH) has adopted the respiratory pathogen vaccine recommendations of the American Academy of Family Physicians, the American Academy of Pediatrics, the American College of Obstetricians and Gynecologists, and the Infectious Diseases Society of America. The consolidated respiratory virus immunization recommendations from these medical societies with links to evidence reviews are available [here]. A [one-page summary] of the recommendations is also available. Based on review of the available evidence suggesting safety and benefit, DPH recommends RSV immunization for all infants under 8 months of age born during or entering their first RSV season (with either prenatal maternal vaccination or administration of infant monoclonal antibodies); and administration of monoclonal antibody to infants and children 8 through 19 months of age with medical conditions that put them at high risk of severe RSV disease and entering their second RSV season.  
Updates to Prior RSV Infant Immunization Recommendations
1. Pregnant individuals are eligible to receive the maternal RSV vaccine (Abrysvo) from September 1 through March 1 (previously September 1 through January 31) to provide adequate protection during the time of circulation of RSV. 
2. The eligibility criterion for children 8 months through 19 months of age to receive long-acting monoclonal antibodies entering their second RSV season has been expanded.
Background
RSV infection is a major cause of illness and hospitalization for infants during each fall and winter season in the United States. The clinical presentation of RSV infection in children commonly resembles a cold-like illness, but RSV can also have more severe manifestations such as bronchiolitis and pneumonia. RSV is the most common cause of infant hospitalization in the U.S, with estimates suggesting that 2-3% of all infants under 3 months of age are hospitalized with RSV infection every year. Roughly 60,000 to 80,000 children under age five are hospitalized with RSV every year in the U.S., and an estimated 100 to 300 U.S. children in that age group die annually.1,2 Very young infants (age < 2 months) and infants with certain medical conditions have the highest risk of severe RSV disease however, healthy babies without underlying conditions are commonly impacted by severe RSV.  Furthermore, RSV disease in early childhood has been associated with long term sequelae such as altered lung development, recurrent wheezing/childhood asthma, and impaired lung function.3,4 Beyond its impact on public health, RSV infection in infants represents a significant economic burden, resulting in an estimated hundreds of millions of dollars in direct medical costs annually.5  An analysis of prospective surveillance data from six pediatric health systems was used to assess direct medical costs from laboratory-confirmed RSV-associated hospitalizations and emergency department visits from 2016 through 2019 among children younger than 5 years of age.6  The median direct medical cost per hospitalized child with RSV was $7,100 (interquartile range [IQR], $4,006–$13,355), while the median cost per emergency department (ED) visit was $503 (IQR, $387–$930).  
Fortunately, since 2023, there have been safe and effective preventive immunizations available in the U.S. to protect infants and young children from severe RSV disease. There are two options to provide infants with immunization and protection from severe RSV disease. One option is to vaccinate pregnant individuals with a single dose of Pfizer’s RSVpreF vaccine (Abrysvo) at any point within 32 weeks and 0 days through 36 weeks and 6 days of gestation. Maternal RSV vaccination protects the infant through the transplacental transfer of vaccine-induced RSV antibodies from the pregnant person to the fetus. RSV vaccine is administered to pregnant individuals in fall and winter to provide infants protection at the time when RSV is circulating. The effectiveness of Abrysvo maternal RSV vaccination was established in pre-licensing clinical trials. However, recently the Vaccine Integrity Project (VIP) led an updated systematic review of recent published research about the vaccine effectiveness and safety of Abrysvo RSV vaccine administered to pregnant individuals.7 This review found that the effectiveness of the maternal vaccine against RSV-related infant hospitalization ranged from 51.0% to 74.0% across three studies.  
The second option available to protect infants and young children from severe RSV is to administer long-acting infant RSV monoclonal antibody (nirsevimab or clesrovimab) to the child. Nirsevimab and clesrovimab provide passive immunity against RSV that lasts for at least five months, covering the duration of a typical RSV season. The effectiveness of nirsevimab and clesrovimab was established in pre-licensing clinical trials. The recently updated VIP systematic review found that estimates of RSV monoclonal antibody effectiveness against infant RSV-associated hospitalization ranged from 63.6% (95% CI, 26.9%-81.9%) to 93.0% (95% CI, 83.0%-97.0%). Similar to maternal RSV vaccination, administration of RSV long-acting monoclonal antibody is seasonal.
Both options, maternal RSV vaccination or infant monoclonal antibody immunization, are effective approaches to protect infants from severe RSV. Clinicians should counsel and educate pregnant people about both available options to prevent severe RSV in their newborn infants. There is no preferential recommendation for use of maternal vaccine (Abrysvo), clesrovimab, or nirsevimab to protect newborn infants.
Immunizations Available for Use in U.S. to Protect Infants and Young Children from Severe RSV
Pfizer’s RSVpreF vaccine (Abrysvo) administered as a single dose to pregnant people at 32 weeks and 0 days through 36 weeks and 6 days of gestation during the seasonal administration period is recommended to prevent severe RSV in infants. It is important to recognize that while there are two other RSV vaccines approved for use in older adults (manufactured by GSK and Moderna), these are not approved for use in pregnancy. Currently, the only RSV vaccine approved for use in pregnancy is Pfizer’s RSVpreF vaccine, Abrysvo. Additionally, it is currently not recommended that pregnant people who received the maternal RSV vaccine during a previous pregnancy receive an additional dose during a subsequent pregnancy. Clinicians should review the patient’s medical record to confirm vaccination status. For individuals vaccinated in a previous pregnancy, their infants should receive a RSV monoclonal antibody.
Two long-acting monoclonal antibody products, nirsevimab and clesrovimab, are recommended for prevention of severe RSV in infants younger than 8 months in the United States. Both products are administered as a single dose to infants entering their first RSV season. Nirsevimab is also recommended to protect older infants and young children (8-19 months of age) who are at high risk of severe RSV disease entering their second season.  Currently, clesrovimab is not recommended for older infants and young children (8-19 months of age) entering their second season.
Recommended Products to Prevent Severe RSV in Infants and Young Children
	RSV preventive
	Product type
	Who receives it?
	Age/gestational-age indication relevant to infants/young children
	Dose
	Administration timeframe

	Abrysvo (RSVpreF)
	Maternal RSV vaccine
	Pregnant individual
	32–36 weeks gestation to protect the infant from birth through 6 months of age (Not recommended for individuals vaccinated in a previous pregnancy, their infants should receive a monoclonal antibody)
	0.5 mL IM, single dose
	September 1–March 1 

	Nirsevimab (Beyfortus)
	Long-acting monoclonal antibody
	Infant
	<8 months entering or born during their first RSV season
	50 mg IM once if <5 kg (<11 lb); 100 mg IM once if ≥5 kg (≥11 lb)
	October 1–March 31 

	Nirsevimab (Beyfortus)
	Long-acting monoclonal antibody
	Infant/young child
	8–19 months entering their second RSV season and at increased risk for severe RSV disease
	200 mg IM once, given as two 100-mg injections
	October 1–March 31 

	Clesrovimab (Enflonsia)
	Long-acting monoclonal antibody
	Infant
	<8 months entering or born during their first RSV season (it is not currently recommended for second-season protection or children ≥ 8 months)
	105 mg IM once (0.7 mL), regardless of weight
	October 1–March 31 



Massachusetts DPH Recommendations for the Use Of RSV Immunizations To Protect Infants and Young Children
· DPH recommends that all infants less than 8 months of age and entering into their first RSV season should be protected from RSV infection with either one of two options listed below.  Most infants will not need both options:

1. Maternal RSV Vaccination – Pregnant individuals may receive Abrysvo, maternal RSV vaccine from September 1 through March 1. These administration dates represent an extension of the original administration period (previously September 1 through January 31) to provide infant protection during the time of circulation of RSV. RSV season previously occurred from October through March; however recent seasons have seen disease peaks moving later into the spring. Pregnant individuals are eligible to receive maternal RSV vaccination if they meet all the following criteria:
· are between 32 weeks and 0 days through 36 weeks and 6 days of gestation,
· do not have a planned delivery within 2 weeks,
· did not receive the maternal RSV vaccine during a previous pregnancy, and
· are not planning to have their infant receive a monoclonal antibody, nirsevimab or clesrovimab.
OR
2. Infant RSV monoclonal antibody – Infants may receive RSV monoclonal antibody from October 1 through March 31. Infants younger than 8 months of age born during or entering their first RSV season are eligible to receive RSV monoclonal antibody if they meet any of the following criteria:
· gestational parent did not receive Abrysvo vaccine during this pregnancy,
· gestational parent’s Abrysvo vaccination status is unknown
· infant was born <14 days after Abrysvo vaccination of the gestational parent

· DPH recommends that Infants and children 8 through 19 months of age at high risk of severe RSV disease and entering their second RSV season should receive RSV monoclonal antibody from October 1 through March 31, regardless of the RSV vaccination status of the pregnant parent or the child’s prior receipt of nirsevimab or clesrovimab when the child was younger than 8 months of age during their first RSV season.
· The eligibility criteria for children 8 through 19 months of age entering their second RSV season for the administration of RSV immunization was expanded to include children born preterm (<32 weeks, 0 days gestation-regardless of the need for medication or other support), children with hemodynamically significant congenital heart disease and children with anatomic pulmonary or neuromuscular disorders that put them at risk for severe RSV disease. (see Table 1)

DPH recommendations for the protection of infants and young children against severe RSV disease align with the guidance of the American Academy of Pediatrics (AAP) and the American College of Obstetricians and Gynecologists (ACOG). https://www.ama-assn.org/amaone/vaccine-recommendations
Timing of RSV immunization administration 
In Massachusetts and throughout most of the U.S., RSV circulates seasonally, starting in late fall and continuing through the spring. Therefore, administration of RSV preventive treatments for children are only administered within specified seasonal timeframes. Pregnant individuals may receive Abrysvo maternal RSV vaccine from September 1 through March 1. Infants may receive RSV monoclonal antibody from October 1 through March 31. Eligible infants who are younger than 8 months of age and born outside of RSV season should receive RSV immunization shortly before RSV season or as early as feasible during the season. (see timing details in table above)
Vaccine Safety
Abrysvo Maternal Vaccination
As with other vaccines, the most common side effects reported by pregnant individuals who received the RSV vaccine, Abrysvo, were pain at the injection site, headache, muscle pain, and nausea, consistent with pre-licensure studies (Moro 2024). More preterm births were noted among Pfizer RSV vaccine recipients compared to placebo, but the differences were not statistically significant. The data available at the time of licensure were considered insufficient to establish or exclude a causal relationship between preterm birth and Abrysvo. To mitigate the theoretical risk of preterm birth after vaccination, the U.S. Food and Drug Administration advises that Abrysvo should be administered as indicated in eligible pregnant individuals at 32 weeks and 0 days through 36 weeks and 6 days of gestation.8 Findings of post-authorization safety surveillance in the Vaccine Safety Datalink (VSD) did not observe elevated rates of preterm birth in pregnant persons that received Abrysvo during the 2023-2024 respiratory season compared to people who did not receive the RSV vaccine during pregnancy.8 There have also been conflicting data on whether there is a slight increase in hypertensive disorders of pregnancy for individuals who received the RSV vaccine during pregnancy compared to those who did not receive the vaccine. In a pre-licensing trial, more hypertensive disorders of pregnancy were observed among vaccine recipients compared to placebo recipients, but the differences were not statistically significant. The VIP conducted an updated systematic review assessing adverse events of vaccination specific to pregnancy.7 The researchers included six studies in their review - two randomized controlled trials (3627 pregnant participants) and four cohort studies (97,376 participants). These studies investigated the effect of maternal RSV vaccination on pregnancy outcomes such as preeclampsia, gestational hypertension, congenital anomalies, fetal growth restriction, spontaneous abortion, placental abruption, preterm birth, small for gestational age, and stillbirth. In the reviewed studies, these events were rare and none of these studies reported a significant increased risk of any adverse pregnancy outcomes associated with RSV vaccination during pregnancy. Monitoring of serious adverse events after Abrysvo RSV vaccination in pregnant people is ongoing.
Abrysvo is also recommended for all people aged 75 years and older and for people 50-74 years of age who have medical conditions that put them at risk for severe RSV disease. Post-marketing surveillance has suggested that Abrysvo may be associated with a small increased risk of an autoimmune neurologic condition, Guillain-Barré Syndrome (GBS) in older adults receiving the vaccine, though available evidence is insufficient to establish whether there is a causal relationship. Increase in GBS has not been observed in pregnant individuals who have received maternal RSV vaccination. Monitoring is ongoing to assess the risk of GBS following administration of Abrysvo in pregnant individuals. 
Long-acting RSV Monoclonal Antibodies
Long-acting RSV monoclonal antibodies are well tolerated in healthy late-preterm and term infants, with no significant safety signals, anaphylaxis, or serious hypersensitivity reactions reported. Across trials for long-acting RSV monoclonal antibodies, the incidence of serious adverse events, such as, hospitalization, persistent disability, or death, was comparable between treatment arms.  
Contraindications and Precautions
Manufacturer package inserts should be consulted for information on the specific contraindications and precautions for individual RSV immunization products. These products (clesrovimab, nirsevimab and Abrysvo) should not be given to anyone who has had a severe allergic reaction —for example, anaphylaxis—to the product or any of its components. 
Coadministration with other vaccines
In accordance with American Academy of Pediatrics’ (AAP) guidance regarding general best practices for immunizations, simultaneous administration of RSV immunization with age-appropriate vaccines is recommended.10 When RSV immunization was administered concomitantly with routine childhood vaccines, the safety and reactogenicity profile of the concomitantly administered regimen was similar to that of the childhood vaccines administered alone and RSV immunization is not expected to interfere with the immune response to other vaccines.11 Similarly, maternal RSV vaccine, Abrysvo, can be administered at the same time as other vaccines routinely recommended during pregnancy.12
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Table 1 – Criterion for Children at High-Risk for Severe RSV 
	High-risk criteria for administration of RSV immunization in infants and children 8 through 19 months of age entering their second RSV season include the following:

	Children born preterm, at <32 weeks, 0 days’ gestation, regardless of the need for
medication or other support


	Children with chronic lung disease attributable to prematurity or to other significant
neonatal conditions (eg, meconium aspiration or congenital diaphragmatic hernia)
who required medical support (e.g., chronic corticosteroid therapy, diuretic therapy, or supplemental oxygen) at any time during the 6-month period before the start of the second RSV season 


	Children with hemodynamically significant congenital heart disease (e.g., a defect that can result in symptoms and/or cardiac chamber dilation)

	Children with anatomic pulmonary abnormalities or neuromuscular disorders that put them at risk for severe RSV disease

	Children with severe immunocompromise 


	Children with Down syndrome or other chromosomal differences placing them at higher risk of severe RSV disease 


	Children with cystic fibrosis who have either: o manifestations of severe lung disease (previous hospitalization for pulmonary exacerbation in the first year after birth or abnormalities on chest imaging that persist when stable), or o weight-for-length that is less than the 10th percentile

	American Indian or Alaska Native children


Source:  American Academy of Pediatrics Committee on Infectious Diseases. Recommendations for the Prevention of Respiratory Syncytial Virus Disease in Infants and Children: Policy Statement. Pediatrics. 2026; doi: 10.1542/peds.2026-079047
