
Rosscarbery Pharmacy Quadrivalent Influenza Vaccine (I.M. Injection) (split virion, 

inactivated) Information Sheet. Contact Number: 023-8848127 
 

What is influenza (flu)? 
Influenza is a highly infectious acute respiratory illness caused by the influenza virus. It affects people 

of all ages. Outbreaks of influenza occur almost every year, and usually occurs in Ireland between the 

months of September and April. Influenza can cause pneumonia and can exacerbate existing 

respiratory or cardiac disease, and can be life-threatening in vulnerable patients. Besides severe 

respiratory symptoms, the patient can experience fever, muscle aches, headache, and fatigue. The 

illness is more severe in certain groups such as the elderly, those with some chronic conditions, the 

obese, and during pregnancy. It may also be transmitted by an asymptomatic carrier.   
What is seasonal flu vaccine? 
This year the seasonal flu vaccine contains 4 common influenza virus strains. The flu virus changes 

each year and this is why a new flu vaccine has to be given each year. This year’s flu vaccine includes 

protection against the Swine Flu strain. The vaccine is one of the safest and most effective methods to 

help protect against the flu. 
How does seasonal flu vaccine work? 
Seasonal flu vaccine helps the person’s immune system produce antibodies to the flu virus. When 

someone who has been vaccinated comes into contact with the virus the antibodies attack the virus. 

You cannot get the flu from the flu vaccine. 

How long does it take the vaccine to work? 
Quadrivalent Influenza Vaccine (split virion, inactivated) is intended to protect you or your child 

against the four strains of virus contained in the vaccine about 2 to 3 weeks after the injection. In 

addition, if you or your child are exposed to flu immediately before or after your vaccination, you or 

your child could still develop the illness as the incubation period for flu is a few days. The vaccine 

will not protect you or your child against the common cold, even though some of the symptoms are 

similar to flu. As with all vaccines, Quadrivalent Influenza Vaccine (split virion, inactivated) may not 

fully protect all persons who are vaccinated but is the infection dose occur in a vaccinated person, it is 

likely to be less severe. 
What are the symptoms to look for after influenza vaccination? 
Like all medicines, this vaccine can cause side effects, although not everybody gets them. 

The most common side effects & symptoms will be mild. Some side effects include: Injection site 

pain, redness, hardness and swelling. Headache (in children from 24months), muscle pain, generally 

feeling unwell, shivering (in children from 24months), fever.  Rare reactions include severe allergic 

reactions (anaphylaxis). Anaphylaxis generally has a sudden onset and rapid progression of 

generalised skin rash, hypotension, wheeze, swelling of the lips and mouth, respiratory distress. There 

may be vomiting, diarrhoea and abdominal pain. Most episodes occur within 30 minutes of vaccine 

administration. Therefore, it is advised that patients remain in the pharmacy for 15 minutes after they 

receive the vaccine. Patients should be informed that symptoms can rarely present up to 72 hours after 

vaccine administration. If the patient experiences any of the symptoms of anaphylaxis, they should go 

straight to their nearest emergency department or call 999/112.Please read the patient information 

leaflet for a full list of side effects.  
 

Other Information 

• If, for any reason, you or your child have a blood test within a few days following a flu 

vaccination, please tell your doctor. This is because false positive blood test results have 

been observed in a few patients who had recently been vaccinated 

• If you are concerned about any aspects of your vaccination or about any symptoms or 

side effects, you should talk to your pharmacist immediately. 

• For more information visit www.immunisation.ie 
 

 

http://www.immunisation.ie/


QUADRIVALENT INFLUENZA VACCINE (SPLIT VIRION, INACTIVATED), 

Suspension for injection in prefilled syringe. 

 

Vaccine composition 

This vaccine complies with the WHO recommendations (Northern Hemisphere) and EU 

decision for the 2020/2021 season 

 

Influenza virus (inactivated, split) of the following strains* as per 0.5mls dose: 

− A/Guangdong-Maonan/SWL1536/2019 (H1N1)pdm09 - like strain (A/Guangdong-

Maonan/SWL1536/2019, CNIC-1909)15 micrograms HA**  

− A/Hong Kong/2671/2019 (H3N2) - like strain (A/Hong Kong/2671/2019, IVR-208)15 

micrograms HA**  

− B/Washington/02/2019 - like strain (B/Washington/02/2019, wild type)15 micrograms 

HA**  

− B/Phuket/3073/2013 - like strain (B/Phuket/3073/2013, wild type)15 micrograms HA** P  

 

* propagated in fertilised hens’ eggs from healthy chicken flocks  

** haemagglutinin  
 

 

 List of excipients 
Buffer Solution:  

− Sodium chloride  

− Potassium chloride 

− Disodium phosphate dihydrate  

− Potassium dihydrogen phosphate  

− Water for injections 
 

List of Residues 

− Traces of eggs (such as ovalbumin) 

− Neomycin 

− Formaldehyde 

− Octoxinol-9 
 

Contraindications 

− Hypersensitivity to the active substances, to any of the excipients listed above or to any 

component that may be present as traces such as eggs (ovalbumin, chicken proteins), 

neomycin, formaldehyde and octoxinol-9. 

− Vaccination should be postponed in case of moderate or severe febrile disease or acute 

disease. 
 

Nature and content of container 

− 0.5ml of suspension in prefilled syringe (type I glass) with attached needle, equipped with 

a plunger stopper (elastomer chlorobutyl or bromobutyl) – pack size of 1, 10, 20 or 50 

 

 

 

 

 



ROSSCARBERY PHARMACY QIV INFLUENZA I. M. INJECTION VACCINATION PATIENT 

CONSENT FORM 

Patient Details 

Forename:  

 

Surname: 

 

Address: 

 

Phone Number: 

Gender: 

Date of Birth and Age: 

PPSN: 

GP: 

Parent/Guardian Details if the Patient is aged over 6 months and less than 16 years 
Forename  

 

Surname 

 

Address 

Relationship to Patient 

 

Contact Number 

 

Medical History Yes No 

Have you received the Flu Vaccine already during the current influenza season?   

Is the patient 6 months of age or older?   

If under 9 years old, have they had the vaccine before?   

Are you pregnant?   

Have you ever had breast surgery or any procedure that removed lymph tissue from the 

underarm area? 

  

Do you feel unwell in any way?   

Are you allergic to eggs, chicken or/and latex?   

Have you ever had an allergic reaction to any previous vaccinations or drug?   

Do you have any condition or are you receiving treatment that might affect your immune 

system? 

If yes have you received the flu vaccine previously? 

  

  

Are you allergic to any of the vaccine ingredients, residues or excipients?   

Have you ever suffered an anaphylaxis attack?   

Please list any current medical conditions, medications or allergies:__________________________________ 

________________________________________________________________________________________ 

 

Consent 

I have read and understood the influenza vaccination leaflet and have been given an opportunity to speak to the 

pharmacist providing the vaccine. I understand: 

▪ The nature of the treatment 

▪ The benefits and risks of immunisation. 

▪ The risks of influenza  

▪ The possible side effects of vaccination, when they might occur and how they should be treated. 

I have been given the opportunity to ask questions and raise concerns. 

I agree that the details I have supplied have been recorded and those records will be kept by Rosscarbery 
pharmacy and shared with the HSE for the purposes of public health as required by legislation 

 YES NO 

I agree to proceed with the vaccination for influenza for me/ child:   

I agree for a copy of the vaccination record form to be sent to my GP:   

I agree should the need arise for adrenaline to be administered to me/child:   

Patient refused to stay in the pharmacy or in their car with an adult for 15 minutes 

post vaccination for observation of anaphylaxis 

  

Signed by the pharmacist on behalf of the patient: Signature: ________________________ Date: _____________ 

Vaccine Details (Pharmacist to fill out this section) 
Date of Administration Vaccine Name  

Vaccine Dosage: Batch Number: 

PA Number: Expiry Date: 

Injection Site:  



 


