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Abstract: Background: Very-low-birth-weight infants (VLBWIs; birth weight < 1500 g)
are at an increased risk of complicated influenza infection, which frequently includes
pneumonia, encephalitis or even death. Data on influenza immunization and its outcome
in VLBWIs are scarce. This study aimed to provide epidemiological data on influenza
immunization for German VLBWIs and hypothesized that immunization would protect
VLBWIs from infection-mediated neurodevelopmental impairment and preserves lung
function at early school age. Methods: In this observational population-based German
Neonatal Network (GNN) study, infants born between 2009 and 2015 were invited to par-
take in a 6-year follow-up investigation including lung function and developmental testing.
Uni- and multivariate analyses were performed to evaluate the clinical characteristics and
outcomes of influenza-immunized VLBWIs compared to non-immunized VLBWIs. Results:
Influenza immunization was performed in 871 out of the 3358 VLBWIs (26%) with six-year
follow-up. Immunized infants were characterized by a low gestational age and higher rates
of morbidity, particularly bronchopulmonary dysplasia. Although early immunization
showed no safety signals and had protective effects on the long-term risk of bronchitis
(OR: 0.2; CI: 0.1–0.6; p = 0.002), most VLBWIs (88.0%) were unimmunized in their first
influenza season. Conclusions: Influenza immunization was not associated with improved
lung function (forced expiratory volume in one second and forced vital capacity) or a better
neurocognitive outcome (intelligence quotient and strengths and difficulties questionnaire)
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at early school age. In Germany, only one quarter of 6-year-old VLBWIs were immunized
against influenza, particularly those born <28 gestational weeks and/or BPD. Specific in-
fluenza immunization guidelines that define evidence-based recommendations are needed
for this vulnerable group.

Keywords: immunization; influenza; VLBWI; lung function

1. Introduction
Very-low-birth-weight infants (birth weight < 1500 g; VLBWIs) are at a high risk of

respiratory tract infections, including infection with influenza virus or respiratory syn-
cytial virus (RSV) [1]. With medical advances enabling the survival of smaller and more
immature preterm infants, an increasing number of VLBWIs are experiencing long-term
respiratory impairments due to lung immaturity and/or bronchopulmonary dysplasia
(BPD) [2,3]. Influenza is a leading cause of lower respiratory tract infection, with an esti-
mated 109.5 million cases of influenza virus infection in children under five years of age in
2018 [4]. The risk of severe disease progression and the long-term impairment of the lungs
is particularly high in infants with chronic underlying conditions [1,5]. Prematurity is a
known risk-factor for influenza-related hospital admission [6,7]. Persistent viral presence
in the lungs can contribute to the development of chronic lung disease (CLD) [8–10]. The
heightened susceptibility of VLBWIs to infections is attributed to distinct and immature
features of the immune system and persists after primary hospital stay into infancy until
school age [11]. However, data on the long-term impact of influenza infection in VLBWIs,
including lung function, are lacking. Perinatal strategies such as antenatal corticosteroids,
continuous positive airway pressure (CPAP), less invasive surfactant administration and
caffeine are known to improve pulmonary outcomes in VLBWIs [12]. Secondary preventive
strategies include active immunization, which represents a safe, effective, cost-efficient and
immunogenic strategy.

Beyond its respiratory effects, influenza virus is neurotropic, with the central ner-
vous system being the most common extrapulmonary site of influenza manifestation [13].
Influenza infection during a critical phase of neurodevelopment is believed to cause devia-
tions in neurocognitive abilities [14–18]. It has been discussed whether childhood infections
are associated with intelligence quotient (IQ) levels [19].

The German Standing Committee on Vaccination (STIKO) recommends seasonal im-
munizations against influenza for people at an increased risk of infection due to underlying
medical conditions from the age of six months [20]. STIKO-defined underlying medical
conditions include (1) airway hypersensitivity or lung function impairment, (2) chronic
disorders of the cardiovascular system, liver, or kidney, (3) diabetes and other metabolic
disorders, (4) neurologic or neuromuscular diseases and (5) impaired immune function.
Infants should receive the same vaccine dose as adults, with two doses recommended for
first-time vaccination, administered four weeks apart. For healthy children, influenza vacci-
nation is not recommended, as complications are rare in this group [21]. To our knowledge,
no epidemiological data are available on influenza immunization rates among VLBWIs in
Germany, and international data remain limited. North American data, however, indicate
that full influenza immunization coverage is highest among VLBWIs born at 23 to 33 weeks
of gestation (47.7%), lowest among late preterm VLBWIs (34 to 36 weeks, 41.5%), and 44.7%
in term infants [22]. Full coverage is defined as two to three doses (depending on the month
of birth) by 19 months or four doses by 36 months, based on American immunization
guidelines. The American Center for Disease Control and Prevention (CDC) recommends
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annual influenza vaccination, starting at six months of age regardless of preterm birth or
underlying medical conditions [23].

Within the large GNN cohort of VLBWIs, we aimed to provide epidemiological
data on influenza immunization. We hypothesized that preventing seasonal influenza
through active immunization protects VLBWIs from neurodevelopmental and behavioral
impairment (assessed by IQ and the Strengths and Difficulties Questionnaire [SDQ]) and
lung function impairment (evaluated by forced expiratory volume in one second [FEV1]
and forced vital capacity [FVC]) at early school age.

2. Patients and Methods
The German Neonatal Network (GNN; www.vlbw.de; accessed on 2 January 2025) is

a population-based multicenter cohort study of VLBWIs in 68 neonatal intensive care units
(NICU) across Germany. The data for the observational investigation were collected from
VLBWIs born in 52 centers between 1 January 2009 and 31 December 2015. VLBWIs with
a birth weight of <1500 g and a gestational age between 22 + 0 and 36 + 6 weeks met the
inclusion criteria. VLBWIs with lethal malformations or without complete data sets were
excluded from the current analysis (Figure 1). After obtaining informed written consent
from the parents or legal guardians, the VLBWIs’ pre- and neonatal characteristics, treat-
ment and outcome were assessed based on clinical records at the participating GNN centers.
Data were analyzed at the study center in Lübeck. A physician trained in neonatology, or a
study nurse, monitored the data quality by performing annual on-site visits.

2.1. Six-Year Follow up

At the age of six years, children participating in the GNN were invited to attend
a follow-up assessment organized by the study office, where they were examined by a
trained neonatologist and two study nurses. We selected five to six years of age for the
follow-up assessment primarily for pragmatic reasons, aiming for high follow-up rates by
choosing a relatively early time point, while ruling out an assessment at two years due
to the unreliability of developmental tests at that age. The study team coordinated with
the birth clinic to schedule potential on-site follow-up examination dates. The database of
potential candidates was randomly searched, with a focus on VLBWIs born before 28 weeks
of gestation. The invitation procedure was standardized across all participating centers. A
single GNN follow-up team, blinded to any interventions or complications experienced
during the initial NICU stay, conducted the assessments on-site. To ensure consistent
results, the same equipment and instruments were used for all assessments by the GNN
team. Standardized tests were performed, such as the Movement Assessment Battery
for VLBWIs, the movement assessment battery for children, and the Wechsler Preschool
and Primary Scale of Intelligence (Third Edition; WPPSI I–III), to assess their motor and
cognitive development. A hearing test, visual screening and spirometry were performed.
Information about the social background, medical history and general behavior of the
parents or legal guardians was collected using standardized questionnaires. Data from
the immunization record, including all immunizations performed until follow-up, were
collected and entered into the database.

Spirometry was conducted using an EasyOne spirometer (NDD Medizintechnik AG,
Zürich, Switzerland) by the study team’s physician, who assessed the quality of each
spirometry test by evaluating the volume–time and flow–volume curves. The EasyOne
spirometer program also provided built-in technical validation of the volume loops, ensur-
ing that only results of adequate quality were considered. FEV1 and FVC were measured in
liters and analyzed as the percentages of predicted values based on a European reference
population [24]. Additionally, FEV1 and FVC z-scores were calculated according to the

www.vlbw.de
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Global Lung Function Initiative guidelines [25]. The parental questionnaires, part of the
GNN follow-up, included questions about the frequency of bronchitis in the past year
(secondary respiratory outcome parameter).
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Figure 1. Flowchart of included and excluded VLBWIs within the GNN study cohort.

Research question: The present study aimed to present epidemiological population-
based data on influenza immunization in German VLBWIs and the associated clinical
characteristics. We hypothesized that immunization would protect preterm infants from
long-term morbidities in terms of lung function and neurodevelopmental outcome.

Definitions: Gestational age was calculated from the best obstetric estimate obtained
on early prenatal ultrasound and obstetric examination [26]. VLBWIs were defined as
infants with a birth weight under 1500 g. Small for gestational age (SGA) was defined as
a birth weight below the 10th percentile for gestational age according to the sex-specific
standards for birth weight by gestational age in Germany [27]. Blood-culture-proven sepsis
was defined as clinical sepsis with proof of a causative pathogen [28]. BPD was defined by
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considering two grades [29]. Severe BPD was diagnosed when the need for supplemental
oxygen or ventilatory support at 36 weeks of postmenstrual age was present. Mild BPD was
diagnosed when supplemental oxygen or ventilatory support at 28 days of age was required
but did not persist up until 36 weeks of postmenstrual age. Intraventricular hemorrhage
(IVH) was defined as a bleed into the brain’s ventricles [30]. Grade I IVH was defined as a
hemorrhage limited to the germinal matrix, and is also referred to as a subependymal bleed.
Grade II IVH was defined as a bleed into the lumen of the ventricle, filling up to half of the
lumen. Grade III IVH was defined as an intraventricular bleed filling the entire ventricle
and leading to the dilation of the ventricle. Grade IV IVH was defined as a posthemorrhagic
infarction. Severe complications were defined as 1. grade III or IV IVH, 2. periventricular
leukomalacia, 3. retinopathy of prematurity requiring surgical intervention, 4. persistent
ductus arteriosus requiring surgical intervention, 5. focal intestinal perforation requiring
surgical intervention, or 6. ventriculoperitoneal shunt surgery.

Heptavalent immunization encompasses immunization against diphtheria, tetanus,
pertussis, poliomyelitis, haemophilus influenzae type B, hepatitis B and pneumococcus.
Influenza immunization was defined as having received at least one dose of influenza
immunization. Usual care was an adult dose of influenza vaccine. During the 2009 H1N1
pandemic, the Paul Ehrlich Institute for Drug Safety recommended the use of half an adult
dose (0.25 mL) for the pandemic influenza vaccine in children. Discharge into influenza
season was defined as discharge from primary hospital care between December and March.
The start of the influenza season was derived from the RKI’s report on the epidemiology
of Influenza in Germany for the seasons 2009/10 until 2016/17 [31]. The respective dates
for the start of each season were 12 October 2009, 6 December 2010, 6 February 2012, 10
December 2012, 17 February 2014, 5 January 2015, and 11 January 2016. The start of a
season was defined as the timepoint at which influenza viruses were detected in every 5th
patient’s sample by the National Reference Center for Influenza Viruses.

An infant was considered to have received an early vaccination if he or she was at
least six months old—and therefore eligible for influenza vaccination—before the start of
their first influenza season and had been vaccinated at least once by the end of the first
month of that season.

2.2. Statistical Analysis

Data were analyzed using the IBM SPSS statistics version 29.0 [32]. Only complete
datasets for all outcome parameters were included in the analysis (Figure 1). The global type
1 error level was set at p = 0.05 for every parameter. Univariate analyses were performed
using the chi2 test, t-test or Mann–Whitney U test. To determine the possible associations
between influenza immunization and the respiratory or neurocognitive outcome of VLBWIs,
multivariate logistic and linear regression models were conducted. Therefore, we included
known confounding variables, i.e., gestational age, sex, multiple birth, SGA status, BPD,
severe complications (1. IVH grade III or IV, 2. periventricular leukomalacia, 3. surgeries
for retinopathy of prematurity, 4. focal intestinal perforation, 5. persistent ductus arteriosus
or 6. for a ventricular peritoneal shunt) and blood-culture-proven sepsis. It is important
to note that FEV1 and FVC z-scores are already adjusted for gender and postnatal age.
The odds ratios and 95% confidence intervals (CIs) were calculated to estimate the effect
of an influenza immunization on the primary outcomes. To avoid the accumulation of
alpha errors, Bonferroni corrections were performed for multivariate analyses to protect
them from statistical type I errors. Alternatively, we matched the groups of immunized
and non-immunized VLBWIs via Mahalanobis distance multidimensional modeling in
order to reduce the selection bias within our observational data. Matching was based on
the calculated Mahalanobis distance, including the gestational age, birth weight, gender,
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multiple birth, SGA and BPD. Each immunized VLBWI was matched to the nearest control
with the smallest Mahalanobis distance, ensuring that matched pairs were as similar
as possible across the covariates. Graphics were created with R Studio using version
2024.04.2+764 and R version 4.2.2 by Posit Software, PBC [33].

3. Results
Study cohort. During the observational period from 1 January 2009, until 31 December

2015, n = 12,973 VLBWIs were born in one of the 52 participating GNN centers (at that
time) (Figure 1). We excluded n = 9401 VLBWIs from the current analysis, because no
data on the 6-year follow-up were available. Information on influenza immunization was
missing in n = 214 VLBWIs. The remaining n = 3358 VLBWIs were included in the analysis.
The study cohort was stratified into VLBWIs that received at least one dose of influenza
immunization (n = 871) and those who were never immunized against influenza until
follow-up (n = 2487), corresponding to an immunization rate of 25.94%.

3.1. Clinical Characteristics of the Study Cohort

The baseline clinical characteristics are shown in Table 1. The study cohort displayed
a median gestational age of 28.1 weeks (interquartile range [IQR] 26.3–29.7) and a median
birth weight of 990 g (IQR 770–1240). Immunized VLBWIs had a lower birth weight
(median 900 g vs. 1030 g) and gestational age (27.3 weeks vs. 28.4 weeks), respectively,
than non-immunized infants. No differences were identified for multiple birth, SGA status,
maternal descent and age at follow-up (median 5.75 years, IQR 5.41–6.0, p = 0.754). In our
cohort, 23.7% of the infants were immunized against influenza but not RSV, whereas 55.9%
were immunized against RSV but not influenza.

Table 1. Clinical characteristics of the study cohort stratified for influenza immunization.

Not Immunized
(n = 2487, 74.1%)

Immunized
(n = 871; 25.9%) p Total

(n = 3358)

Median
[IQR]

Median
[IQR]

Gestational age
(weeks)

28.43
[26.71–30.0]

27.29
[25.43–29.0] <0.001 28.14

[26.29–29.71]

Birth weight
(grams)

1030
[805–1265]

900
[690–1180] <0.001 990

[770–1240]

Age at follow-up
(years)

5.75
[5.41–6.0]

5.75
[5.41–6.0] 0.754 5.75

[5.41–6.0]

% (95%CI)

Female 50
(48.1–52)

45.1
(41.8–48.4) 0.012 48.7

(47.1–50.4)

Multiple birth 38.3
(36.4–40.2)

40.1
(36.9–43.4) 0.336 38.8

(37.1–40.4)

SGA 14.5
(13.2–15.9)

16.9
(14.5–19.5) 0.098 15.1

(13.9–16.4)

Vaginal birth 8.4
(7.3–9.5)

11.4
(9.4–13.7) 0.008 9.2

(8.2–10.2)

Caesarean section 91.6
(90.5–92.7)

88.6
(86.3–90.5) 0.007 90.8

(98.8–91.8)
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Table 1. Cont.

Not Immunized
(n = 2487, 74.1%)

Immunized
(n = 871; 25.9%) p Total

(n = 3358)

Median
[IQR]

Median
[IQR]

% (95%CI)

German maternal
descent

82.5
(81–84)

80
(77.2–82.5) 0.092 81.9

(80.5–83.1)

Breastfeeding 66.3
(63.7–68.8)

70.1
(65.7–74.2) 0.145 67.3

(65–69.5)

Tracheal ventilation 50.1
(48.1–52)

66.6
(63.4–69.7) <0.001 54.4

(52.7–56.1)

Heptavalent
immunization

97.9
(97.2–98.4)

99.8
(99.3–100) <0.001 98.4

(97.9–98.8)

MMR immunization 98.7
(98.2–99.1)

99.8
(99.3–100.0) 0.007 99.0

(98.6–99.3)

RSV immunization 55.9
(53.9–57.8)

76.3
(73.4–79) <0.001 61.2

(59.5–62.8)
Legend: SGA, small for gestational age; MMR, mumps measles rubella; RSV, respiratory syncytial virus; IQR,
interquartile range, CI, confidence interval; p-values for univariate analyses were derived from the chi-square test
or Mann–Whitney U.

3.2. Epidemiology of Influenza Immunization in German VLBWIs

In total, 871 VLBWIs (25.94%) were immunized against influenza. Most VLBWIs
received at least two vaccine doses (Figure S1). Notably, the majority of immunized
VLBWIs received their first dose of influenza vaccine in their second year of life (the
median age at first vaccination was 23 months, Figure S2). Only 23.6% of VLBWIs were
immunized in the first year after discharge from primary hospital care, whereas 36.3%
(17%, 11.3% and 8.4%) were vaccinated in the second year (third, fourth and fifth year
after hospital discharge). Influenza immunization before hospital discharge was very rare
(0.3%). In the GNN cohort, 49.1% of VLBWIs (n = 1650) were at least six months old before
their first influenza season, making them eligible for immunization. However, only 12.0%
(n = 198) of these eligible infants received the vaccine prior to that season. As shown
in Figure 2, gestational age was negatively correlated with the influenza immunization
rate. The highest immunization rates were observed among the most premature VLBWIs,
i.e., in the age group of 22–23 gestational weeks (45.9%) and infants with BPD (39.4%).
The immunization rates differed significantly across the federal states of Germany. In the
eastern federal states of Germany (former German Democratic Republic; GDR), 30.6% of
six-year-old VLBWIs were immunized against influenza, while the immunization rate in
the western federal states was significantly lower, at 24.8% (p = 0.003).
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Figure 2. Immunization rates in VLBWIs by gestational age. Percentages of VLBWIs who are
immunized (blue) versus non-immunized (grey) across gestational age groups. “Immunized” refers
to infants who have received at least one dose of the influenza vaccine. The overall vaccination
rate in VLBWIs was 25.9%. Among extremely-low-gestational-age neonates (ELGANs, <28 weeks),
32.2% were immunized, compared to 21.3% of very preterm VLBWIs (28–31 + 6 weeks) and 12.6% of
moderate to late preterm VLBWIs (32–36 + 6 weeks). Immunization rates were highest in VLBWIs
born at 22–23 weeks (45.9%) and in those with BPD (39.4%). Immunization followed seasonality, as
80% of all vaccinations were performed between October and December.

3.3. Clinical Characteristics of Influenza Immunized VLBWI

Infants with influenza immunization were characterized by higher rates of respira-
tory morbidity in the univariate analyses, such as BPD, bronchitis episodes, ventilation
and impaired spirometry measures, when compared to non-immunized VLBWIs (Table 2,
Figures 3 and 4). Hence, immunized infants were more often passively immunized against
RSV (76.3%, Table 1). In VLBWIs born at 22–26 and 29–30 weeks of gestation, immu-
nized infants displayed lower FEV1 z-scores when compared to non-immunized VLBWIs
(p = 0.021, p = 0.005, Figure 3). Table S1 shows higher rates of complicated clinical courses
in immunized infants (i.e., any surgeries: 32.6%, vs. 20.2%; p < 0.001). With regard to the
neurocognitive outcome parameters, immunized VLBWIs showed lower IQs (98 vs. 100;
p < 0.001) and higher SDQ scores (10 vs. 8; p < 0.001) when compared to non-immunized
VLBWIs. Via multivariate regression models adjusted for group differences and known
confounders, we identified severe BPD (OR 1.3; p = 0.006), a low gestational age (OR 0.9;
p < 0.001), severe complications (OR 1.6; p < 0.001) and the decision to immunize against
RSV (OR 1.9; p < 0.001) as clinical parameters that are associated with the caregivers’
decision to immunize VLBWIs against influenza.
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Table 2. Pulmonological and neurocognitive outcomes and risk factors of study cohort stratified to
influenza immunization.

Not Immunized
(n = 2487, 74.1%)

Immunized
(n = 871; 25.9%) p Total

(n = 3358)

% (95%CI)

Older Siblings 27.4
(25.7–29.2)

29.5
(26.5–32.6) 0.242 28

(26.5–29.5)

Smoke Exposure 40.5
(38.4–42.6)

41.6
(38.2–45.2) 0.576 40.8

(39–42.6)

Secondary school
certificate/high

school diploma of
mother

78.8
(76.3–81.2)

77.0
(72.5–81.1) 0.468 78.3

(76.1–80.4)

Mild BPD 36.9
(35.0–38.8)

39.4
(36.2–42.7) <0.001

37.5
(35.9–39.2)

Severe BPD 15.8
(14.4–17.3)

29.4
(26.5–32.5) <0.001 19.3

(18.0–20.7)

Discharge into
influenza season

(December–march)

33.5
(31.7–35.4)

36.0
(32.8–39.2) 0.189 34.2

(32.6–35.8)

FEV1 < 80% 23.6
(21.8–25.4)

32.6
(29.1–36.3) <0.001 25.7

(24.1–27.4)

Bronchitis episodes 21.1
(19.5–22.8)

31.7
(28.6–34.9) <0.001 23.9

(22.4–25.3)

Median (IQR)

Invasive
ventilation/CPAP

(days)
28 (8–47) 41 (20–64) <0.001 31 (10–53)

FEV1 (z-score) −1.28
(−2.11–[−0.53])

−1.50
(−2.57–[−0.74]) <0.001 −1.34

(−2.17–[−0.59])

FVC (z-score) −1.36
(−2.25–[−0.63])

−1.55
(−2.43–[−0.78]) <0.001 −1.40

(−2.34–[−0.65])

IQ 100
(92–109)

98
(88–107) <0.001 99

(91–109)

SDQ 8
(5–12)

10
(6–14) <0.001 9

(5–13)
Legend: FEV1, forced expiratory volume in one second; FVC, forced vital capacity; IQ, intelligence quotient;
SDQ, strengths and difficulties questionnaire; BPD, bronchopulmonary dysplasia; IQR, interquartile range, CI,
confidence interval; p-values for univariate analyses were derived from the chi-square test, t-test (IQ) or Mann–
Whitney U test. Bronchitis episodes as reported in follow-up parental questionnaire regarding the last 12 months
before 5–6-year follow-up examination.

From the parental perspective, influenza-immunized VLBWIs are more often charac-
terized as chronically ill (27.1% vs. 11.6%, p < 0.001). They had higher rates of hospital
readmissions (17.5% vs. 11.3% p < 0.001) and spent more nights (median of four vs. nights
nights, p < 0.001) in the hospital in the year prior to the 6-year-follow-up.
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75th percentile. The error bars indicate minimum and maximum values. p-Values are derived from
the Mann–Whitney U test.
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3.4. Influenza Immunization Is Not Associated with Differences in Spirometry Measures or
IQ/SDQ at 6 Years of Age

By stratifying the multivariate analyses to gestational age and BPD, we aimed to
identify risk groups that may benefit from influenza immunization with regard to long-
term lung function (Table 3) or long-term neurodevelopmental outcomes (Table 4). Contrary
to our hypothesis, we observed no significant immunization-related effect on the FEV1 and
FVC z-scores in both of the risk groups. No associations were noted between immunization
and the IQ or SDQ values when adjusted for confounders.

Table 3. Effects of influenza immunization on FEV1 and FVC z-scores stratified to gestational age
and BPD-defined subgroups.

Subgroup
Regression Coefficient B for

FEV1 z-Score; (95% CI);
p-Value

Regression Coefficient B for
FVC z-Score; (95% CI);

p-Value

22–26 * −0.102 (−0.295–0.091)
p = 0.300

−0.136 (−3.37–0.065)
p = 0.183

27–28 * −0.065 (−0.248–0.119)
p = 0.487

−0.084 (−0.284–0.116)
p = 0.409

29–30 * −0.256 (−0.475–[−0.037])
p = 0.022 **

−0.089 (−0.317–0.140)
p = 0.447

31–35 * 0.101 (−0.306–0.507)
p = 0.627

0.232 (−0.190–0.655)
p = 0.280

Mild BPD −0.126 (−0.293–0.042)
p = 0.142

−0.103 (−0.285–0.079)
p = 0.266

Severe BPD −0.065 (−0.320–0.191)
p = 0.619

−0.142 (−0.408–0.124)
p = 0.293

Legend: CI, confidence interval; BPD, bronchopulmonary dysplasia; FEV1, forced expiratory volume in one
second; FVC, forced vital capacity. Linear regression models were performed using gestational age, multiple
birth, tracheal ventilation, blood culture-proven sepsis, severe complications (IVH grade III or IV, periventricular
leukomalacia, surgeries for retinopathy of prematurity, focal intestinal perforation, persistent ductus arteriosus or
for a ventricular peritoneal shunt), SGA, IQ, bronchitis episodes, RSV immunization and influenza immunization
as independent variables. * gestational age in weeks. ** does not reach statistical significance after Bonferroni
correction for multiple testing.

Table 4. Effects of influenza immunization on IQ and SDQ, stratified to gestational age.

Subgroup Regression Coefficient B for IQ;
(95% CI); p-Value

Regression Coefficient B for
SDQ; (95% CI); p-Value

22–26 * 0.013 (−2.1–2.12) p = 0.990 0.821 (−0.03–1.68) p = 0.060
27–28 * −0.734 (−2.74–1.27) p = 0.473 0.887 (0.04–1.73) p = 0.040 **
29–30 * 0.432 (−1.88–2.75) p = 0.714 0.135 (−0.83–1.10) p = 0.783
31–35 * −5.877 (−10.62–[−1.13]) p = 0.015 ** −1.049 (−3.01–0.91) p = 0.293

Legend: CI, confidence interval; IQ, intelligence quotient; SDQ, strengths and difficulties questionnaire. Linear
regression models were created using gestational age, gender, multiple birth, blood culture-proven sepsis, severe
complications (IVH grade III or IV, periventricular leukomalacia, surgeries for retinopathy of prematurity, focal
intestinal perforation, persistent ductus arteriosus or for a ventricular peritoneal shunt), SGA and influenza
immunization as independent variables. SDQ was included in the linear regression model for IQ as the dependent
variable and vice versa. * gestational age in weeks. ** does not reach statistical significance after Bonferroni
correction for multiple testing.

Immunized and non-immunized infants, matched for gestational age, birth weight,
gender, multiple birth, SGA and BPD by using Mahalanobis distance matching (n = 613
immunized infants vs. n = 613 non-immunized infants), were not significantly different in
their FEV1 and FVC v z-scores (Table S2). Despite matching, immunized infants displayed
more bronchitis episodes in early childhood and were characterized by heightened respira-
tory morbidity (tracheal ventilation 64.1 vs. 56.8%, p = 0.01, palivizumab administration
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74.3 vs. 59.9%, p < 0.001). However, no differences in spirometry measures were observed
between the matched groups.

3.5. Timing of Immunization for Peak Respiratory Vulnerability During First Influenza Season

In a subgroup analysis of VLBWIs who were at least six months old before their first
influenza season—thus eligible for influenza immunization—we compared infants who
received early immunization (n = 198) with those who were immunized later (n = 673).
“Early immunization” was defined as vaccination before the infant’s first influenza season or
within the first month of that season. Univariate analyses showed no significant differences
between both groups regarding the general clinical characteristics, such as gestational age,
birth weight, gender and occurrence of severe complications. The Z-scores of FEV1 and
FVC, as well as the IQ values, did not differ between groups. Infants who received an
early first influenza immunization had lower rates of bronchitis at 6 years of age than those
who did not (8.2% versus 32.6%, p < 0.001). The multivariate analysis did not show that
early immunization had an effect on the FEV1 and FVC z-scores; however, we observed
a protective effect on the long-term bronchitis risk, even when adjusted for confounding
factors and controlled for multiple testing using Bonferroni correction (bronchitis episodes
in the last year before follow-up; OR: 0.19, CI: 0.07–0.55, p = 0.002).

4. Discussion
In this large population-based cohort study of GNN preterm infants, 26% of six-

year-old VLBWIs were vaccinated against influenza, whereas only 12% of eligible infants
were immunized before their first influenza season after hospital discharge. The key
factors driving the decision to vaccinate against influenza were the presence of BPD, a
low gestational age and neonatal complications. From our observational data, we cannot
conclude that immunization has beneficial effects on lung function (FEV1 and FVC) or
neurocognitive outcomes at early school age (IQ and SDQ). However, there were no safety
signals observed, and early immunization against influenza to achieve protection during
the first season after hospital discharge was associated with a reduced bronchitis risk at six
years of age.

To our knowledge, this is the first population-based epidemiological study on in-
fluenza immunization in German VLBWIs. Compared to international data, such as the
41% to 64% immunization coverage reported in the United States by the CDC and a ret-
rospective study from Washington state [34], we report comparatively low immunization
rates in Germany. This discrepancy may be explained by German guidelines, which rec-
ommend influenza immunization only for infants with chronic conditions or immune
impairments, in contrast to CDC and World Health Organization (WHO) recommendations
advocating vaccination for all children aged ≥6 months [35]. Furthermore, the vaccina-
tion rates in our study reflect a minimal threshold definition (≥1 dose of the vaccine),
suggesting that the actual coverage may be even less comprehensive. Low vaccination
rates and various other aspects of our data point towards a lack of rigor in the influenza
vaccination strategy in place. First, only 12% of eligible VLBWIs were immunized prior to
their first influenza season. Second, only a few infants received annual immunizations to
ensure continuous protection until school age. Finally, the vaccination rates in Germany
varied significantly by region, underscoring the absence of specific national guidelines for
preterm infants.

VLBWIs often experience schedule delays in receiving routine vaccinations [36]. These
delays are primarily attributed to misinformation among parents and healthcare workers,
who may believe that vaccinations not only cause avoidable pain but could also trigger
harmful inflammatory responses that vulnerable preterm infants might not tolerate well.
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However, vaccine hesitancy may be even more pronounced for risk group vaccinations
that lack clear guidelines. In this context, it is important to note that no safety concerns
regarding early immunizations were observed in our data, but that protection against the
long-term risk of bronchitis was observed. Given the heightened risk of influenza-related
complications in VLBWIs, specific vaccination programs for preterm infants, like those
implemented in Norway, are warranted [37]. Evidence from health registry data supports
these efforts, as influenza-related hospitalizations are most common during the first year of
life, particularly in infants with underlying conditions, such as BPD [38]. Our data provide
evidence that BPD and a low gestational age are the main factors that drive healthcare
providers to recommend influenza vaccination in VLBWIs. BPD represents a well-known
marker of heightened vulnerability, as it is associated with chronic lung impairment and an
increased risk of severe respiratory infections. While preterm birth itself is a known risk
factor for complicated courses of influenza, including higher rates of hospitalization, longer
illness durations, and greater healthcare utilization [1,6,37], it does not appear to be a stan-
dalone factor with sufficient impact to strongly influence vaccination decisions. This may
reflect the general perception that preterm birth, in the absence of specific complications like
BPD, does not warrant targeted immunization. However, this approach may underestimate
the substantial risk influenza poses to preterm infants, including severe or even fatal infec-
tions, increased medication use, school absenteeism, and prolonged recovery compared
to term infants. Notably, existing data on the safety and immunogenicity of influenza
vaccines suggest comparable outcomes between preterm and full-term populations, though
the efficacy of the data remains limited [39]. These findings underscore the importance of
considering broader criteria, beyond specific complications, when developing vaccination
strategies for this high-risk group. Additionally, our data support the hypothesis that
influenza immunization might not only protect specifically against influenza, but may
also promote unspecific trained immunity [40], potentially reducing the risk of infections
that are not preventable by vaccination. The reduced long-term risk of bronchitis among
VLBWIs immunized early may reflect these pathogen-agnostic effects. Trained immunity
is characterized by immune cell programming (e.g., myeloid cells), epigenetic chromatin
alterations influencing inflammatory pathways, the heightened production of proinflam-
matory cytokines (e.g., IFN-γ), and the non-antigen-specific activation of natural killer
cells, all of which play a vital role in immunological memory [41]. Since trained immunity
effects have been demonstrated for various vaccines [42] and have been hypothesized to
affect preterm infants in previous studies [36,43], this information should be incorporated
into general education about vaccinations to enhance awareness and understanding. This
observational study underscores the importance of prioritizing immunization strategies
that protect infants during their first influenza season, aligning with national guideline
recommendations. To enhance vaccination coverage and timing, efforts should focus on
educating healthcare providers and caregivers to address misconceptions about the safety
of immunization in this vulnerable population.

Our main hypothesis was not confirmed, as this study did not find that influenza
immunization had an effect on lung function or neurocognitive outcomes at six years
of age. The impaired FEV1 and FVC z-scores in the univariate analyses may represent
the increased general vulnerability of immunized infants, who are characterized by a
lower gestational age and higher rates of complications. Neonatal lung damage, together
with preterm birth, may play an most important role in functional respiratory long-term
impairment, which is—in VLBWIs—characterized by airway obstruction, hyperinflation,
and diffusion impairment [44]. However, independent vaccination-related outcome effects
were not observed in the multivariate and matched pair analyses, which accounted for the
most important confounders. Previous GNN data showed that seasonal RSV prophylaxis
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with palivizumab is likewise not associated with improved lung function at early school
age [45]. However, our data must be interpreted in the complex context of the confounders
that impact long-term outcomes in preterm infants. Respiratory outcomes depend on
underlying pathophysiologic mechanisms, such as the prematurity-related early disruption
of the alveolar and vascular development of the lungs, resulting in structural simplification
and airway smooth muscle disfunction. High rates of invasive ventilation, sustained
inflammation and severe infections alter respiratory outcomes, and polygenetic risk scores
predispose a subgroup of infants to obstructive pulmonary disease of prematurity. Further
research is needed to elucidate the complex interplay between influenza immunization,
respiratory morbidity, and long-term outcomes in VLBWIs, guiding the development of
evidence-based interventions to optimize health in this population.

Strengths and Limitations

The primary strength of this study is the large cohort size and the highly standardized
on-site follow-up examination at six years by a study team trained in neonatology. The
main limitation of this study is the fact that it is a post hoc analysis of an observational
population-based study. Consequently, it can only point out associations and no causal
relationships can be proven. Furthermore, data on influenza infection and the vaccination
coverage of household members and close contacts (cocooning strategy) are unavailable.
Lung function assessments in preterm children are subject to selection bias, as these tests
can only be performed on children who are able to understand and follow the instructions
for the breathing maneuvers. In the multivariate analyses, we aimed to adjust for the most
important confounders in order to minimize indication bias. Although we used regression
models to account for potential confounding variables in our analysis of observational data,
the possibility of bias from unknown factors cannot be entirely excluded, as adjustments
cannot fully capture all the etiological aspects of preterm birth that may influence neonatal
outcomes. Finallu, statistical adjustments alone may not fully capture the biological impact
of key determinants on long-term lung health.

5. Conclusions
We conclude that clinicians tend to prioritize influenza immunization for infants born

at less than 28 gestational weeks and those with significant morbidities, particularly BPD.
However, our observational data show that the current practice of influenza vaccination
for German VLBWIs may not provide the maximum possible benefit for this vulnerable
population or that its protective effects could be enhanced with optimal implementation.
Specifically, low immunization coverage, significant regional disparities, and vaccination
delays leave many VLBWIs unprotected during their most vulnerable first influenza season
after hospital discharge. Our data show an association between early influenza vaccination
and a reduced number of bronchitis cases between the ages of 5 and 6 years, so that the
hypothesis of influenza vaccination-related trained immunity effects in preterm infants
is cautiously supported. Importantly, no safety concerns related to early immunization
were observed, emphasizing its safety and feasibility for broader implementation in this
population. Future immunization strategies should focus on timely vaccination, and the
establishment of preterm infant-specific guidelines may be critical for reducing morbidity
from respiratory infections and improving long-term health outcomes.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/vaccines13010042/s1, Figure S1: Influenza Vaccination Doses
and Corresponding Percentages; Figure S2: Chronological Age at first Influenza Immunization by
Gestational Age; Table S1: Treatment and outcome parameters stratified to influenza immunization;
Table S2: Clinical characteristics and respiratory outcomes of matched VLBWI at 6-year follow-up.

https://www.mdpi.com/article/10.3390/vaccines13010042/s1
https://www.mdpi.com/article/10.3390/vaccines13010042/s1


Vaccines 2025, 13, 42 15 of 17

Author Contributions: Conceptualization, M.-T.D., M.Z., I.F. and C.H.; methodology, K.H.,
A.H. (Alexander Herz), M.Z., G.S., A.H. (Alexander Humberg), D.V. and C.H.; software, G.E. and
C.F.-G.; validation, J.S.W., F.B., H.K., I.R., M.V.K. and W.G.; formal analysis, C.F.-G. and M.-T.D.;
investigation, M.-T.D.; resources, W.G. and E.H.; data curation, M.-T.D.; writing—original draft
preparation, M.-T.D. and I.F.; writing—review and editing, M.-T.D., H.K., G.S., K.H., M.Z., J.S.W.,
I.R., A.H. (Alexander Herz), A.H. (Alexander Humberg), D.V., G.E., M.V.K., F.B., C.F.-G., W.G.,
E.H., C.H. and I.F.; visualization, M.-T.D.; supervision, W.G. and E.H.; project administration, W.G.
and E.H.; funding acquisition, E.H. All authors have read and agreed to the published version of
the manuscript.

Funding: The GNN was funded by the German Ministry for Education and Research until 2021
((BMBF 01ER0805 and BMBF 01ER1501, EH, WG). CH and MZ received funding by the German
Ministry for Education and Research within the PRIMAL consortium which addressed the effect
of probiotics on vaccination responses. I.F. is supported by the Section of Medicine, University of
Lübeck in the Advanced Clinician Scientist Program LACS02-2024.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Ethical Committee of the University of Lübeck, as well
as the committees of the participating centers (vote no. 08-022, date of approval: 27 June 2008).

Informed Consent Statement: Informed consent was obtained from all parents or legal guardians.

Data Availability Statement: The data that support the findings of this study are available from the
corresponding author, [M.-T.D.], upon reasonable request.

Acknowledgments: The authors thank all the infants and their families who participated in
this study.

Conflicts of Interest: The authors declare no conflict of interests. There has been no involvement
in study design, collection of analysis, interpretation of data, writing of the report and decision to
submit the manuscript for publication by the German Ministry for Education and Research. No
payment, honorarium, grant, or other form of payment has been given to the authors.

Abbreviations

BPD Bronchopulmonary dysplasia
CDC Centers for Disease Control and Prevention
CI Confidence interval
CLD Chronic lung disease
CPAP Continuous positive airway pressure
ECDC European Centers for Disease Control and Prevention
ELGAN Extremely low gestational age neonates
FEV1 Forced expiratory volume in one second
FVC Forced vital capacity
GDR German Democratic Republic
GNN German Neonatal Network
IQ Intelligence quotient
MMR Mumps, measles, rubella
NICU Neonatal Intensive Care Unit
OR Odds Ratio
RKI Robert Koch Institute
ROP Retinopathy of prematurity
SDQ Strengths and difficulties questionnaire
SGA Small for gestational age
VLBWI Very low birth weight infants
WHO World Health Organization
WPPSI Wechsler Preschool and Primary Scale of Intelligence



Vaccines 2025, 13, 42 16 of 17

References
1. Resch, B.; Kurath-Koller, S.; Eibisberger, M.; Zenz, W. Prematurity and the burden of influenza and respiratory syncytial virus

disease. World J. Pediatr. 2016, 12, 8–18. [CrossRef] [PubMed]
2. Keller, R.L.; Feng, R.; DeMauro, S.B.; Ferkol, T.; Hardie, W.; Rogers, E.E.; Stevens, T.P.; Voynow, J.A.; Bellamy, S.L.; Shaw, P.A.;

et al. Bronchopulmonary Dysplasia and Perinatal Characteristics Predict 1-Year Respiratory Outcomes in Newborns Born at
Extremely Low Gestational Age: A Prospective Cohort Study. J. Pediatr. 2017, 187, 89–97.e3. [CrossRef] [PubMed]

3. Townsi, N.; Laing, I.A.; Hall, G.L.; Simpson, S.J. The impact of respiratory viruses on lung health after preterm birth. Eur. Clin.
Respir. J. 2018, 5, 1487214. [CrossRef] [PubMed]

4. Wang, X.; Li, Y.; O’Brien, K.L.; Madhi, S.A.; Widdowson, M.A.; Byass, P.; Omer, S.B.; Abbas, Q.; Ali, A.; Amu, A.; et al. Global
burden of respiratory infections associated with seasonal influenza in children under 5 years in 2018: A systematic review and
modelling study. Lancet Glob. Health 2020, 8, e497–e510. [CrossRef]

5. Trusinska, D.; Zin, S.T.; Sandoval, E.; Homaira, N.; Shi, T. Risk Factors for Poor Outcomes in Children Hospitalized With
Virus-associated Acute Lower Respiratory Infections: A Systematic Review and Meta-analysis. Pediatr. Infect. Dis. J. 2024, 43,
467–476. [CrossRef]

6. Gill, P.J.; Ashdown, H.F.; Wang, K.; Heneghan, C.; Roberts, N.W.; Harnden, A.; Mallett, S. Identification of children at risk of
influenza-related complications in primary and ambulatory care: A systematic review and meta-analysis. Lancet Respir. Med.
2015, 3, 139–149. [CrossRef]

7. Yen, C.J.; Louie, J.K.; Schechter, R. Infants hospitalized in intensive care units with 2009 H1N1 influenza infection, California,
2009–2010. Pediatr. Infect. Dis. J. 2012, 31, e52–e55. [CrossRef]

8. Keeler, S.P.; Agapov, E.V.; Hinojosa, M.E.; Letvin, A.N.; Wu, K.; Holtzman, M.J. Influenza A Virus Infection Causes Chronic Lung
Disease Linked to Sites of Active Viral-RNA Remnants. J. Immunol. 2018, 201, 2354–2368. [CrossRef]

9. Herold, S.; Becker, C.; Ridge, K.M.; Budinger, G.R.S. Influenza virus-induced lung injury: Pathogenesis and implications for
treatment. Eur. Respir. J. 2015, 45, 1463–1478. [CrossRef]

10. Chen, J.; Wu, J.; Hao, S.; Yang, M.; Lu, X.; Chen, X.; Li, L. Long term outcomes in survivors of epidemic Influenza A (H7N9) virus
infection. Sci. Rep. 2017, 7, 1–8. [CrossRef]

11. Sampah, M.E.S.; Hackam, D.J. Prenatal Immunity and Influences on Necrotizing Enterocolitis and Associated Neonatal Disorders.
Front. Immunol. 2021, 12, 650709. [CrossRef] [PubMed]

12. Bonadies, L.; Cavicchiolo, M.E.; Priante, E.; Moschino, L.; Baraldi, E. Prematurity and BPD: What general pediatricians should
know. Eur. J. Pediatr. 2023, 1, 1–12. [CrossRef] [PubMed]

13. Lin, C.H.; Chen, C.H.; Hong, S.Y.; Lin, S.S.; Chou, I.C.; Lin, H.C.; Chang, J.S. Critical pediatric influenza infection during 2012 to
2017 at one children hospital in Taiwan. Pediatr. Crit. Care Med. 2018, 19, 249. [CrossRef]

14. Demuth, L.; Ohm, M.; Michaelsen-Preusse, K.; Schulze, K.; Riese, P.; Guzmán, C.A.; Korte, M.; Hosseini, S. Influenza vaccine is
able to prevent neuroinflammation triggered by H7N7 IAV infection. Front. Pharmacol. 2023, 14, 1142639. [CrossRef]

15. Hosseini, S.; Wilk, E.; Michaelsen-Preusse, K.; Gerhauser, I.; Baumgärtner, W.; Geffers, R.; Schughart, K.; Korte, M. Long-Term
Neuroinflammation Induced by Influenza A Virus Infection and the Impact on Hippocampal Neuron Morphology and Function.
J. Neurosci. 2018, 38, 3060–3080. [CrossRef]

16. San Martín-González, N.; Castro-Quintas, Á.; Marques-Feixa, L.; Ayesa-Arriola, R.; López, M.; Fañanás, L. Maternal respiratory
viral infections during pregnancy and offspring’s neurodevelopmental outcomes: A systematic review. Neurosci. Biobehav. Rev.
2023, 149, 105178. [CrossRef]

17. Wang, S.; Zhang, H.; Liu, R.; Han, P.; Yang, Q.; Cheng, C.; Chen, Y.; Rong, Z.; Su, C.; Li, F.; et al. Influenza A Virus PB1-F2
Induces Affective Disorder by Interfering Synaptic Plasticity in Hippocampal Dentate Gyrus. Mol. Neurobiol. 2024, 61, 8293–8306.
[CrossRef]

18. Egorova, M.; Egorov, V.; Zabrodskaya, Y. Maternal Influenza and Offspring Neurodevelopment. Curr. Issues Mol. Biol. 2024, 46,
355–366. [CrossRef]

19. Khandaker, G.M.; Dalman, C.; Kappelmann, N.; Stochl, J.; Dal, H.; Kosidou, K.; Jones, P.B.; Karlsson, H. Association of Childhood
Infection With IQ and Adult Nonaffective Psychosis in Swedish Men: A Population-Based Longitudinal Cohort and Co-relative
Study. JAMA Psychiatry 2018, 75, 356–362. [CrossRef]

20. RKI-Influenza-Für Wen Wird Die Impfung Gegen Die Saisonale Influenza Empfohlen? Available online: https://www.rki.de/
SharedDocs/FAQ/Influenza/FAQ_Liste.html (accessed on 5 May 2023).

21. Grippeimpfung bei Kindern im Alter von 0–12 Jahren-infektionsschutz.de. Available online: https://www.impfen-info.de/
impfempfehlungen/fuer-kinder-0-12-jahre/grippe-influenza/ (accessed on 5 May 2023).

22. Hofstetter, A.M.; Jacobson, E.N.; Patricia De Hart, M.; Englund, J.A. Early Childhood Vaccination Status of Preterm Infants.
Pediatrics 2019, 144, e20183520. [CrossRef]

https://doi.org/10.1007/s12519-015-0055-x
https://www.ncbi.nlm.nih.gov/pubmed/26582294
https://doi.org/10.1016/j.jpeds.2017.04.026
https://www.ncbi.nlm.nih.gov/pubmed/28528221
https://doi.org/10.1080/20018525.2018.1487214
https://www.ncbi.nlm.nih.gov/pubmed/30128088
https://doi.org/10.1016/S2214-109X(19)30545-5
https://doi.org/10.1097/INF.0000000000004258
https://doi.org/10.1016/S2213-2600(14)70252-8
https://doi.org/10.1097/INF.0b013e318247f094
https://doi.org/10.4049/jimmunol.1800671
https://doi.org/10.1183/09031936.00186214
https://doi.org/10.1038/s41598-017-17497-6
https://doi.org/10.3389/fimmu.2021.650709
https://www.ncbi.nlm.nih.gov/pubmed/33968047
https://doi.org/10.1007/s00431-022-04797-x
https://www.ncbi.nlm.nih.gov/pubmed/36763190
https://doi.org/10.1097/01.pcc.0000538105.72803.3a
https://doi.org/10.3389/fphar.2023.1142639
https://doi.org/10.1523/JNEUROSCI.1740-17.2018
https://doi.org/10.1016/j.neubiorev.2023.105178
https://doi.org/10.1007/s12035-024-04107-6
https://doi.org/10.3390/cimb46010023
https://doi.org/10.1001/jamapsychiatry.2017.4491
https://www.rki.de/SharedDocs/FAQ/Influenza/FAQ_Liste.html
https://www.rki.de/SharedDocs/FAQ/Influenza/FAQ_Liste.html
https://www.impfen-info.de/impfempfehlungen/fuer-kinder-0-12-jahre/grippe-influenza/
https://www.impfen-info.de/impfempfehlungen/fuer-kinder-0-12-jahre/grippe-influenza/
https://doi.org/10.1542/peds.2018-3520


Vaccines 2025, 13, 42 17 of 17

23. Grohskopf, L.A.; Sokolow, L.Z.; Broder, K.R.; Walter, E.B.; Fry, A.M.; Jernigan, D.B. Prevention and control of seasonal influenza
with vaccines: Recommendations of the Advisory Committee on Immunization Practices-United States, 2018–19 influenza season.
MMWR Recomm. Rep. 2018, 67, 1–21. [CrossRef] [PubMed]

24. Zapletal, A.; Chalupová, J. Forced expiratory parameters in healthy preschool children (3–6 years of age). Pediatr. Pulmonol. 2003,
35, 200–207. [CrossRef] [PubMed]

25. Quanjer, P.H.; Stanojevic, S.; Cole, T.J.; Baur, X.; Hall, G.L.; Culver, B.H.; Enright, P.L.; Hankinson, J.L.; Ip, M.S.M.; Zheng, J.; et al.
Multi-ethnic reference values for spirometry for the 3–95-yr age range: The global lung function 2012 equations. Eur. Respir. J.
2012, 40, 1324–1343. [CrossRef] [PubMed]

26. Naidu, K.; Fredlund, K.L. Gestational Age Assessment. In Physical Assessment of the Newborn, 6th ed.; A Comprehensive Approach
to the Art of Physical Examination; Springer Publishing: Berlin/Heidelberg, Germany, 2023; pp. 23–43. [CrossRef]

27. Voigt, M.; Rochow, N.; Straube, S.; Briese, V.; Olbertz, D.; Jorch, G. Birth weight percentile charts based on daily measurements for
very preterm male and female infants at the age of 154–223 days. J. Perinat. Med. 2010, 38, 289–295. [CrossRef]

28. Eichberger, J.; Resch, E.; Resch, B. Diagnosis of Neonatal Sepsis: The Role of Inflammatory Markers. Front. Pediatr. 2022, 10, 840288.
[CrossRef]

29. Jobe, A.H.; Bancalari, E. Bronchopulmonary dysplasia. Am. J. Respir. Crit. Care Med. 2001, 163, 1723–1729. [CrossRef]
30. Özek, E.; Kersin, S.G. Intraventricular hemorrhage in preterm babies. Turk. Pediatr. Ars. 2020, 55, 215–221. [CrossRef]
31. RKI (Arbeitsgemeinschaft Influenza): Saisonberichte. Available online: https://influenza.rki.de/Saisonbericht.aspx (accessed on

26 July 2024).
32. IBM Corp. Released 2023. IBM SPSS Statistics for Macintosh, Version 29.0.2.0; IBM Corp.: Armonk, NY, USA, 2023.
33. R Core Team. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna,

Austria, 2022.
34. Flu Vaccination Coverage, United States, 2022–2023 Influenza Season|FluVaxView|Seasonal Influenza (Flu)|CDC. Available

online: https://www.cdc.gov/fluvaxview/coverage-by-season/2020-2021.html?CDC_AAref_Val=https://www.cdc.gov/flu/
fluvaxview/coverage-2021estimates.htm (accessed on 22 April 2023).

35. Influenza (Seasonal). Available online: https://www.who.int/news-room/fact-sheets/detail/influenza-(seasonal) (accessed on
22 April 2023).

36. Fortmann, I.; Dammann, M.-T.; Humberg, A.; Siller, B.; Stichtenoth, G.; Engels, G.; Marißen, J.; Faust, K.; Hanke, K.; Goedicke-
Fritz, S.; et al. Five Year Follow Up of Extremely Low Gestational Age Infants after Timely or Delayed Administration of Routine
Vaccinations. Vaccines 2021, 9, 493. [CrossRef]

37. Influenza Vaccine for Children—NIPH. Available online: https://www.fhi.no/en/va/influenza-vaccine/influensavaksine-til-
barn/ (accessed on 22 April 2023).

38. Hauge, S.H.; de Blasio, B.F.; Håberg, S.E.; Oakley, L. Influenza hospitalizations during childhood in children born preterm.
Influenza Other Respi. Viruses 2022, 16, 247–254. [CrossRef]

39. Fortmann, M.I.; Dirks, J.; Goedicke-Fritz, S.; Liese, J.; Zemlin, M.; Morbach, H.; Härtel, C. Immunization of preterm infants:
Current evidence and future strategies to individualized approaches. Semin. Immunopathol. 2022, 44, 767–784. [CrossRef]

40. Heinemann, A.S.; Stalp, J.L.; Bonifacio, J.P.P.; Silva, F.; Willers, M.; Heckmann, J.; Fehlhaber, B.; Völlger, L.; Raafat, D.; Normann,
N.; et al. Silent neonatal influenza A virus infection primes systemic antimicrobial immunity. Front. Immunol. 2023, 14, 1072142.
[CrossRef] [PubMed]

41. Netea, M.G.; Domínguez-Andrés, J.; Barreiro, L.B.; Chavakis, T.; Divangahi, M.; Fuchs, E.; Joosten, L.A.B.; van der Meer, J.W.M.;
Mhlanga, M.M.; Mulder, W.J.M.; et al. Defining trained immunity and its role in health and disease. Nat. Rev. Immunol. 2020, 20,
375–388. [CrossRef] [PubMed]

42. Geckin, B.; Konstantin Föhse, F.; Domínguez-Andrés, J.; Netea, M.G. Trained immunity: Implications for vaccination. Curr. Opin.
Immunol. 2022, 77, 102190. [CrossRef] [PubMed]

43. Stichtenoth, G.; Härtel, C.; Spiegler, J.; Dördelmann, M.; Möller, J.; Wieg, C.; Orlikowsky, T.; Stein, A.; Herting, E.; Goepel, W.
Increased risk for bronchitis after discharge in non-vaccinated very low birth weight infants. Klin. Padiatr. 2015, 227, 80–83.
[CrossRef]

44. Cazzato, S.; Ridolfi, L.; Bernardi, F.; Faldella, G.; Bertelli, L. Lung function outcome at school age in very low birth weight children.
Pediatr. Pulmonol. 2013, 48, 830–837. [CrossRef]

45. Fortmann, I.; Dammann, M.-T.; Humberg, A.; Kraft, H.; Herz, A.; Hanke, K.; Faust, K.; Ricklefs, I.; Zemlin, M.; Liese, J.; et al.
Respiratory Syncytial Virus Prophylaxis With Palivizumab Is Not Associated With Improved Lung Function in Infants of Very
Low Birth Weight at Early School Age. CHEST Pulm. 2024, 2, 100026. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.15585/mmwr.rr6703a1
https://www.ncbi.nlm.nih.gov/pubmed/30141464
https://doi.org/10.1002/ppul.10265
https://www.ncbi.nlm.nih.gov/pubmed/12567388
https://doi.org/10.1183/09031936.00080312
https://www.ncbi.nlm.nih.gov/pubmed/22743675
https://doi.org/10.1891/9780826174512.0003
https://doi.org/10.1515/jpm.2010.031
https://doi.org/10.3389/fped.2022.840288
https://doi.org/10.1164/ajrccm.163.7.2011060
https://doi.org/10.14744/TURKPEDIATRIARS.2020.66742
https://influenza.rki.de/Saisonbericht.aspx
https://www.cdc.gov/fluvaxview/coverage-by-season/2020-2021.html?CDC_AAref_Val=https://www.cdc.gov/flu/fluvaxview/coverage-2021estimates.htm
https://www.cdc.gov/fluvaxview/coverage-by-season/2020-2021.html?CDC_AAref_Val=https://www.cdc.gov/flu/fluvaxview/coverage-2021estimates.htm
https://www.who.int/news-room/fact-sheets/detail/influenza-(seasonal)
https://doi.org/10.3390/vaccines9050493
https://www.fhi.no/en/va/influenza-vaccine/influensavaksine-til-barn/
https://www.fhi.no/en/va/influenza-vaccine/influensavaksine-til-barn/
https://doi.org/10.1111/irv.12908
https://doi.org/10.1007/s00281-022-00957-1
https://doi.org/10.3389/fimmu.2023.1072142
https://www.ncbi.nlm.nih.gov/pubmed/36761727
https://doi.org/10.1038/s41577-020-0285-6
https://www.ncbi.nlm.nih.gov/pubmed/32132681
https://doi.org/10.1016/j.coi.2022.102190
https://www.ncbi.nlm.nih.gov/pubmed/35597182
https://doi.org/10.1055/s-0034-1396865
https://doi.org/10.1002/ppul.22676
https://doi.org/10.1016/j.chpulm.2023.100026

	Introduction 
	Patients and Methods 
	Six-Year Follow up 
	Statistical Analysis 

	Results 
	Clinical Characteristics of the Study Cohort 
	Epidemiology of Influenza Immunization in German VLBWIs 
	Clinical Characteristics of Influenza Immunized VLBWI 
	Influenza Immunization Is Not Associated with Differences in Spirometry Measures or IQ/SDQ at 6 Years of Age 
	Timing of Immunization for Peak Respiratory Vulnerability During First Influenza Season 

	Discussion 
	Conclusions 
	References

