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KEY POINTS

� Influenza, Tdap, and COVID-19 vaccines are safe to give during pregnancy.

� These vaccines provide protection to newborns via transplacental transfer and prevent
maternal morbidity caused by influenza and COVID-19.

� Obstetric care providers should stock vaccine in their office to increase vaccination rates.

� Obstetric care providers and their office staff should continue to offer vaccines even if a
pregnant person refused the vaccine previously.

� Vaccine safety is the most common concern for patients; future studies in vaccine
communication and counseling for obstetric care providers are needed.
INTRODUCTION

Vaccination is an essential part of the care of pregnant patients. No adverse fetal im-
pacts have been identified with inactivated virus, toxoid, or bacterial vaccines. Live-
attenuated vaccines should be reserved for the postpartum period.1 The American
College of Obstetrics and Gynecology (ACOG) recommends that both inactivated
influenza vaccine and Tdap are given during every pregnancy and that all pregnant in-
dividuals are vaccinated against COVID-19. Specifically, the influenza vaccine is rec-
ommended during each influenza vaccination season as soon as it becomes available.
It can be given in any trimester. The ideal window to receive Tdap extends from 27 to
36 weeks gestation to maximize passive antibody transfer for the newborn.1 COVID
vaccine, including boosters, is recommended any time during pregnancy when a pa-
tient is eligible. The most recent US estimates of pregnancy vaccination rates, from
2019 to 2020, showed 61.2% of pregnant people received the influenza vaccine,
56.6% received Tdap, and 40.3% received both vaccines.2 COVID-19 rates of full
vaccination among pregnant people were last reported to be above 70%, with the
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majority of people now fully vaccinated before pregnancy.3 Significant racial dispar-
ities in full vaccination coverage for COVID remain, with 89.5% of Asians being fully
vaccinated before or during pregnancy, 67.9% among White, and 58.1% among
Black pregnant people.3

For influenza and Tdap vaccine, the highest vaccination rates were among those who
received a provider offer or referral for vaccination. Racial and ethnic disparities in preg-
nancy vaccination rates are particularly notable for the Tdap vaccine with 35.8%
coverage among Hispanic women and 38.8% among Black women compared with
65.5%ofWhite women. Data from the PregnancyRisk AssessmentMonitoring Systems
survey showed that after adjustment for factors including maternal age, marital status,
education, prenatal care utilization, and smoking, Black women were 30% less likely to
receive the influenza vaccine compared with non-Hispanic White women.4 In addition,
women living in rural areas were less likely to receive influenza vaccination during preg-
nancy.5 Overall, approximately 40% of pregnant people do not receive influenza and
Tdap vaccines, which leaves them vulnerable to maternal and neonatal infection. An
analysis of National Health Interview Survey (NHIS) data from 2012 to 2018 showed
that the strongest predictor of vaccination during pregnancy was having health insur-
ance, followed by having a higher income and greater level of education.6
DISCUSSION
Influenza

Pregnancy increases the risk of morbidity and mortality related to influenza infection; it
is associated with physiologic changes including decreased lung capacity and
increased cardiac output that leave patients vulnerable to the impacts of influenza
infection.7 This was particularly notable during the H1N1 pandemic when pregnant
people were more likely to be hospitalized and also more likely to die from the infection
compared with those who were not pregnant.8

Large cohorts of pregnant patients have been followed after inactivated influenza
vaccination. There is no association between vaccination and adverse pregnancy out-
comes including cesarean delivery, preterm birth, or infant medical conditions up to
6 months of age.9 Longitudinal prospective studies of influenza vaccination in preg-
nancy following children up to 7 years of age found no increase in congenital malfor-
mations, malignancies, or neurocognitive delays.7

Prior studies have shown that inactivated influenza vaccine is effective in reducing
hospitalization in pregnancy by an average of 40%.10 Not only does the vaccine pre-
vent maternal infection but also transplacental influenza antibody transfer occurs and
provides protection for newborns who cannot receive the vaccine before 6 months of
age.7,8 A recent meta-analysis showed that maternal influenza vaccination was asso-
ciated with an overall reduction of influenza infection in infants of 34%.11 In addition,
administration of the influenza vaccine during pregnancy is associated with a
deceased risk of preterm birth and low birth weight infants.12

Despite the value of vaccination, pregnant people have low influenza vaccination
rates. Health care workers effect the decisions of patients when they are considering
influenza vaccination. They can play an important role in protecting pregnant people
and their infants from a vaccine-preventable disease. Understanding and communi-
cating the safety and efficacy of influenza vaccine is essential.7

Tdap

The ACOG recommends that all pregnant patients receive a Tdap vaccine during each
pregnancy to prevent pertussis in infants1 as the infant pertussis vaccination series
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does not begin until 2 months of age. When Tdap vaccine is given as early as possible
in the 27 to 36 weeks of gestation window, it benefits the neonate by passive transfer
of antibodies across the placenta.1

A large retrospective cohort found that the maternal Tdap vaccination was highly
protective against pertussis infection in infants, particularly in the first 2 months of
life.13 There was 91.4% effectiveness among infants during the first 2 months and
69% during the first year of life. The protection from hospitalization was 94% and
from pertussis-related death was 95%. Providing Tdap immunization during preg-
nancy is even more effective for protecting newborns compared with “cocooning,”
in which people with close contact to the infant are vaccinated (eg, postpartum
maternal vaccination) as a form of infant protection.13

A systematic review of 1.4 million pregnant patients who received the Tdap vaccine
investigated its safety. Those receiving the vaccine had no increased risk for adverse
birth outcomes, including preterm birth. The study found a slightly higher incidence of
chorioamnionitis in those who received Tdap; fever following the vaccine was reported
in up to 3% of pregnant patients.14 Risk ratios for chorioamnionitis were small and did
not seem to be clinically relevant. A more recent retrospective review of 5 years of birth
data in Ontario, Canada, found no association with chorioamnionitis or other adverse
events.15

COVID-19

Following the release of the initial COVID-19 vaccines in December 2020, multi-
ple national and international societies representing obstetric and reproductive
health care providers released a unified statement supporting public health mea-
sures to combat COVID-19, which included the emergency authorized use of
COVID-19 vaccines in pregnancy. The group also urged the inclusion of preg-
nant people in vaccine trials.16 In July 2021, the centers for disease control
and prevention (CDC) released new data on the safety of COVID-19 vaccination
in pregnancy, and at this time, the ACOG officially announced a strong recom-
mendation for the COVID-19 vaccine in pregnancy.17

A systematic review of mRNA COVID-19 vaccines given during pregnancy included
more than 48,000 subjects and demonstrated that both the Pfizer-BioNTech andMod-
erna vaccines can prevent SARS-CoV-2 infection in pregnant people.18 The most
common adverse reactions were similar to the general population and included pain
at the injection site, fatigue, and headache. In a systematic review, pregnant people
who received COVID-19 vaccine during pregnancy did not have a higher risk of
adverse pregnancy or neonatal outcomes compared with unvaccinated pregnant
people.19

In addition to effectiveness in prevention of maternal COVID-19 during pregnancy,
the vaccine has been associated with a decrease in the stillbirth rate.20 In a systematic
review, antibody responses were rapid after the first vaccine dose. After the second
dose, antibody responses were stronger and associated with better transplacental
antibody transfer. Longer intervals between first vaccination dose and delivery were
also associated with higher antibody fetal IgG measured in cord blood and a better
antibody transfer ratio.18 Maternal completion of the two-dose COVID-19 vaccination
series during pregnancy was associated with a decrease in hospitalization among in-
fants less than 6months of age.21 In addition, vaccinations conferred protective immu-
nity to newborns through breast milk.19 COVID-19 vaccination in pregnancy has
clearly demonstrated both maternal and neonatal benefit, though future studies are
needed to clarify optimal timing as well as utility of repeat vaccination during
pregnancy.
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Vaccination Disparities and Reasons for Hesitancy

Numerous factors contribute to lower uptakeof influenza vaccine amongBlack nonpreg-
nant adults that carry over into vaccine hesitancy during pregnancy; the key factors
include attitudes and beliefs, knowledge, lack of access, trust in health care providers
and vaccines, risk perception, and racial discrimination.22 Historical medical injustices
and ongoing racial discrimination contribute to mistrust of the health care system.23

For pregnant people, research has shown that compared with White women, Black
and Hispanic women were less confident in vaccine safety and efficacy and less likely
to trust information from health care providers and public health authorities.24 Black
womenwere the least confident in the safety of thematernal influenza and Tdap vaccine.
This is important, as women with higher confidence in vaccine safety and efficacy for
themselves and their infant, as well as those with higher perceived risk of influenza and
pertussis disease had greater intention to receive flu and Tdap vaccines (four to nine
times greater odds of vaccine acceptance).25,26 In addition, those pregnant for the first
time were less sure of their vaccine knowledge and intentions than those with prior chil-
dren. In a meta-analysis of factors that influence maternal vaccination in pregnancy
believing there was potential for vaccine-induced harm had a negative influence on sea-
sonal influenza vaccine uptake (OR 0.22, 95%CI 0.11–0.44) and reduced the oddsof be-
ing vaccinated fivefold.25 Prior influenza vaccination is a strong predictor of influenza
vaccination during pregnancy27; the odds of receiving an influenza vaccine during preg-
nancy are three to five times greater if an individual receives an influenza vaccine outside
of pregnancy. Factors specifically associated with increased Tdap vaccination include
receiving an influenza vaccination, having the vaccine available on-site at the obstetri-
cian’s office, and having a higher number of prenatal care visits.28,29

A health care provider recommendation is one of the strongest predictors of
immunization during pregnancy for both influenza and Tdap.28,30 Ameta-analysis of fac-
tors that influence vaccine decision-making for pregnant women found the odds of
receiving a pertussis or influenza vaccination are 10 to 12 times higher among pregnant
women who received a provider recommendation.25 Black women historically report a
lower rate of being recommended or offered influenza vaccine during pregnancy,31 and
among those offered, Black women are less likely to receive the vaccine compared with
other women.2 In addition, receipt of a provider offer or referral for Tdap during preg-
nancy was lower among Black than among Hispanic women and White women in
2020. Among those with a provider offer for Tdap vaccination, coverage was lowest
for Hispanic women, followed by Black women, and White women.2
Influenza Vaccine Hesitancy

In a 2016 survey of obstetric providers, the most commonly reported reasons for vac-
cine refusal were patients’ belief that influenza vaccine makes them sick (48%), belief
they are unlikely to get a vaccine-preventable disease (38%), general worries about
vaccines (32%), desire to maintain a natural pregnancy (31%), and concern that their
child could develop autism as a result of vaccination during pregnancy (25%).32 The
extrapolation of autism fears to vaccination in pregnancy highlights the potential
impact of vaccine safety misinformation. Many obstetric providers believed that
stressing the potential harm of disease to the newborn was most effective in conver-
sations with patients. The patient concerns reported by providers match those that
have been reported directly by patients.33 Specifically, patients worry about side ef-
fects for themselves and potential harm for their fetus; some have concerns about
vaccine ingredients, such as mercury, and some believe the vaccine is not effective
at preventing influenza disease.34
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COVID Vaccine Hesitancy Reasons

Because pregnant people were not included in COVID-19 vaccine clinical trials, the
advice regarding receipt of COVID vaccine for pregnant people changed rapidly
over the course of 2020 to 21. During the early years of the pandemic, pregnant pa-
tients who were Black, Hispanic, younger, with lower education, prior refusal of the
influenza vaccine, or who were not counseled about the COVID vaccination had lower
vaccine acceptance.19,35

Studies have examined reasons for COVID vaccine hesitancy during pregnancy,
some of which are the same as those for nonpregnant patients, and some of which
are specific to pregnancy. Most commonly, women who are hesitant report lack of in-
formation about vaccine safety during pregnancy,35 on fetal development, and on later
child well-being.36 Conversely, the predictors of vaccine acceptance include confi-
dence in vaccine safety and effectiveness, worrying about COVID-19, compliance
to mask guidelines, trust of public health agencies, and positive attitudes toward
routine vaccines.37

Specific Issues Related to Pregnancy

Specific issues related to pregnancy care offer opportunities to increase vaccination
rates. For most patients, office visits during pregnancy are frequent, with 12 to 14 visits
recommended during a healthy pregnancy. Visits tend to be monthly during the first 4
to 28 weeks, then every other week from 28 to 36 weeks gestation, and weekly there-
after. During the COVID-19 pandemic, a shift toward telemedicine visits occurred to
limit exposure to the virus; some offices recommended 6 or fewer in-person visits dur-
ing pregnancy, with alternate visits offered virtually.38,39 The first prenatal visit is longer
and more comprehensive, allowing an opportunity to discuss healthy living and health
care, including vaccinations, during pregnancy.40 The influenza vaccine is often
offered at the first prenatal visit is seasonally appropriate, and some offices combine
the 28-week glucose test for diabetes with an opportunity to give the Tdap vaccine. If
patients refuse either the influenza or Tdap vaccine, vaccination can be discussed
again at future visits as patients are seen frequently.
Increasing evidence shows that many parents make decisions about vaccines for

their children during pregnancy, or even before conception.41–43 One study of low-
income pregnant women found that half considered pregnancy to be the best time
to receive information about childhood vaccination and were most likely to indicate
the nurse who gave them vaccines as the person with whom they would like to discuss
childhood vaccines.44 More research is needed to assess the feasibility of having dis-
cussions of childhood vaccines in the obstetric office as well as the willingness of ob-
stetric nurses and providers to take on this role.

Evidence to Overcome Vaccine Hesitancy/Increase Rates

Several approaches aimed at increasing maternal vaccination rates during pregnancy
have been successful (Table 1). As noted above, a provider recommendation is the
most important predictor of vaccine uptake for pregnant people.45 However, there
is a gap in communication training for obstetric providers, with little or no training avail-
able in how best to communicate with vaccine-hesitant patients.46 Regarding specific
communication techniques, studies show that message framing (loss- or gain-framed)
in isolation is not an effective intervention.47,48 In a survey of obstetricians, the most
commonly reported strategies used to address refusal were stating that it is safe to
receive vaccines in pregnancy (96%), explaining that not getting the vaccine puts
the fetus or newborn at risk (90%) or not getting the vaccine puts the pregnant
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Table 1
Evidence for interventions to increase maternal vaccination rates

Intervention Evidence

Provider recommendation 11

Stocking vaccines in practice 11

Standing orders 1

Group prenatal care 1

Offering vaccination more than once 1

Provider prompt 1

Multifaceted QI intervention 1

Patient education 1/�
Patient reminders 1/�

Strong evidence (11); Some evidence (1); No evidence (�).
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person’s health at risk (84%).32 The strategy perceived as most effective was stating
that not getting vaccinated puts the fetus or newborn at risk. In addition, it is necessary
to continue to offer vaccine despite refusal; in one study, 20% of pregnant people who
received influenza vaccine had previously refused it.49 Emphasizing the need for
vaccination more than once helps patients realize its importance.
In a systematic review that examined interventions to increase influenza vaccination

rates, educational interventions aimed at pregnant people resulted in higher rates in
half of studies.50 Many interventions have been tried, including pamphlets, text mes-
sages, video, and apps for pregnant individuals.48,51–54 Two studies using educational
pamphlets increased vaccination rates; the pamphlets discussed flu vaccine safety
and the benefit of the vaccine to the pregnant person and the infant.51,55 Educational
text messaging56 and video-based education54 did not improve rates. It remains un-
clear how best to educate pregnant individuals to increase vaccine uptake and how
to combat misinformation.
Several studies of mothers have found that information focusing on the benefit and

safety of vaccines given to pregnant people to protect their infant is beneficial and
preferred to information about protecting the pregnant person.55,57 A different
approach is to target-specific concerns; an app-based intervention that provided
videos based on parent needs was well received by pregnant people, even among
those who were vaccine hesitant; this has not yet been shown to increase vaccination
rates.58 Patients use CDC and pregnancy Websites for vaccine information, but they
value information from their providers.59

Other practice-based interventions that can be effective include changing themodel
of care to group visits, offering reminders to patients, prompting providers, and having
standing orders in place. Stocking vaccines in the practice is also associated with
increased uptake,60 so patients do not have to make separate appointments or travel
to off-site locations for vaccination. A study of group prenatal care found a much
higher rate of influenza vaccine uptake (62% vs 38%) in the group model compared
with traditional care group.61 The increase was attributed to both more patient educa-
tion and social support.
Reminders for pregnant patients to return for vaccines have been shown to be effec-

tive in one study. Specifically, text message reminders in the fall increased influenza
vaccination uptake during pregnancy.53 In a public health campaign, Text4Baby,
computerized reminders that pregnant people sign up for online, increased influenza
vaccination during pregnancy, particularly for those whose provider had not
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recommended the vaccine.62 Such reminders can serve as a way to message patients
who have fewer health care visits.
Office-based interventions have the potential to increase vaccination rates. In one

study, a prompt to the provider from the electronic health record was associated
with a dramatic increase in Tdap vaccination at 32 weeks gestation; this occurred
at a time when recommendations changed from offering the vaccine from postnatal
to prenatal, so the prompt was not tested alone.63 In addition, standing orders have
been shown to be effective for both Tdap and influenza vaccine.64,65 Given that
many electronic health record (EHRs) have checklists to indicate specific tests done
during pregnancy, using such a list or other easily visible documentation has the po-
tential to serve as a reminder to staff and providers as well.
More than one approach is likely necessary to dramatically increase rates, as is

needed for childhood and adolescent vaccines.66 One example of combining multiple
interventions is the AFIX-OB intervention.67 This programwasmodeled after the CDCs
AFIX QI program. It provided QI strategies (eg, standing order, EHR reminder), tech-
nical assistance with immunization champions, incentives, and practice-based tools.
The program was successful in increasing rates of influenza and Tdap vaccination
rates in two states. It is important to see if such interventions can be scaled-up to
affect a larger population in a cost-effective way.

SUMMARY

Vaccination during pregnancy is critical for both maternal and neonatal protection as
many vaccines cannot be administered until 2 to 6 months after birth. Although preg-
nant patients were excluded from many initial vaccination safety studies, growing
safety data are reassuring for inactivated influenza, Tdap, and COVID-19 vaccination.
There are known racial disparities in vaccination rates, with Black women often having
lower rates compared with women of other races; efforts must be made to make
health care during pregnancy equitable. Vaccine hesitancy has many potential sour-
ces, but effective strategies to overcome hesitancy include directed obstetric provider
recommendations, improved access, and continuing to offer vaccine. Additional
research is needed specifically focused on communication with vaccine-hesitant
pregnant patients.

CLINICS CARE POINTS
� Personal vaccination recommendations from obstetric providers are crucial.

� Vaccination discussions that focus on the safety and benefit for the infant are preferred by
pregnant individuals.

� Providers should offer vaccines even if previously refused as patients may be more accepting
later in pregnancy.

� Stocking vaccine in the obstetric provider office is needed to increase rates.

� Standing orders can be used as an effective way to increase vaccination rates.

� A multipronged approach that includes effective communication as well as workflow
changes is likely needed to increase vaccination rates for pregnant individuals.

DISCLOSURE

The authors have no conflicts of interest to disclose.
Descargado para Lucia Angulo (lu.maru26@gmail.com) en National Library of Health and Social 
Security de ClinicalKey.es por Elsevier en abril 28, 2023. Para uso personal exclusivamente. No se 
permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.



Rand & Olson-Chen266
REFERENCES

1. ACOG committee opinion No. 741: maternal immunization. Obstet Gynecol 2018;
131(6):e214–7.

2. Razzaghi H, Kahn KE, Black CL, et al. Influenza and tdap vaccination coverage
among pregnant women - United States, April 2020. MMWR Morb Mortal Wkly
Rep 2020;69(39):1391–7.

3. COVID-19 vaccination among pregnant people aged 18-49 years overall, by
race/ethnicity, and date reported to CDC- vaccine safety datalink, United States.
CDC; 2022. Available at: https://covid.cdc.gov/covid-data-tracker/#vaccinations-
pregnant-women. [Accessed 8 June 2022]. Accessed.

4. Arnold LD, Luong L, Rebmann T, et al. Racial disparities in U.S. maternal influ-
enza vaccine uptake: results from analysis of pregnancy risk assessment moni-
toring system (PRAMS) data, 2012-2015. Vaccine 2019;37(18):2520–6.

5. Kaur R, Callaghan T, Regan AK. Disparities in maternal influenza immunization
among women in rural and urban areas of the United States. Prev Med 2021;
147:106531.

6. Cambou MC, Copeland TP, Nielsen-Saines K, et al. Insurance status predicts
self-reported influenza vaccine coverage among pregnant women in the United
States: a cross-sectional analysis of the National Health Interview Study Data
from 2012 to 2018. Vaccine 2021;39(15):2068–73.

7. Tamma PD, Ault KA, del Rio C, et al. Safety of influenza vaccination during preg-
nancy. Am J Obstet Gynecol 2009;201(6):547–52.

8. Jamieson DJ, Honein MA, Rasmussen SA, et al. H1N1 2009 influenza virus infec-
tion during pregnancy in the USA. Lancet 2009;374(9688):451–8.

9. Munoz FM, Greisinger AJ, Wehmanen OA, et al. Safety of influenza vaccination
during pregnancy. Am J Obstet Gynecol 2005;192(4):1098–106.

10. Thompson MG, Kwong JC, Regan AK, et al. Influenza vaccine effectiveness in
preventing influenza-associated hospitalizations during pregnancy: a multi-
country retrospective test negative design study, 2010-2016. Clin Infect Dis
2019;68(9):1444–53.

11. Jarvis JR, Dorey RB, Warricker FDM, et al. The effectiveness of influenza vacci-
nation in pregnancy in relation to child health outcomes: systematic review and
meta-analysis. Vaccine 2020;38(7):1601–13.

12. Nunes MC, Aqil AR, Omer SB, et al. The effects of influenza vaccination during
pregnancy on birth outcomes: a systematic review and meta-analysis. Am J Peri-
natol 2016;33(11):1104–14.

13. Baxter R, Bartlett J, Fireman B, et al. Effectiveness of vaccination during preg-
nancy to prevent infant pertussis. Pediatrics 2017;139(5):e20164091.

14. Vygen-Bonnet S, Hellenbrand W, Garbe E, et al. Safety and effectiveness of acel-
lular pertussis vaccination during pregnancy: a systematic review. BMC Infect
Dis 2020;20(1):136.

15. Fakhraei R, Crowcroft N, Bolotin S, et al. Obstetric and perinatal health outcomes
after pertussis vaccination during pregnancy in Ontario, Canada: a retrospective
cohort study. CMAJ Open 2021;9(2):E349.

16. American Association of Gynecologic Laparoscopists. AAGL joint statement sup-
porting public health measures to combat COVID-19. Cypress, CA: American As-
sociation of Gynecologic Laparoscopists; 2020. Available at: https://www.aagl.
org/press-releases-statements/joint-statement-supporting-public-health-
measures-to-combat-covid-19/. Accessed June 8, 2022.
Descargado para Lucia Angulo (lu.maru26@gmail.com) en National Library of Health and Social 
Security de ClinicalKey.es por Elsevier en abril 28, 2023. Para uso personal exclusivamente. No se 
permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.

http://refhub.elsevier.com/S0031-3955(22)00189-4/sref1
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref1
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref2
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref2
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref2
https://covid.cdc.gov/covid-data-tracker/#vaccinations-pregnant-women
https://covid.cdc.gov/covid-data-tracker/#vaccinations-pregnant-women
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref4
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref4
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref4
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref5
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref5
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref5
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref6
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref6
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref6
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref6
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref7
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref7
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref8
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref8
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref9
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref9
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref10
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref10
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref10
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref10
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref11
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref11
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref11
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref12
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref12
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref12
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref13
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref13
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref14
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref14
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref14
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref15
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref15
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref15
https://www.aagl.org/press-releases-statements/joint-statement-supporting-public-health-measures-to-combat-covid-19/
https://www.aagl.org/press-releases-statements/joint-statement-supporting-public-health-measures-to-combat-covid-19/
https://www.aagl.org/press-releases-statements/joint-statement-supporting-public-health-measures-to-combat-covid-19/


Maternal Vaccination and Vaccine Hesitancy 267
17. American College of Obstetricians and Gynecologists. ACOG COVID_19 vac-
cines and pregnancy: conversation guide. Washington, DC: ACOG; 2021. Avail-
able at: https://www.acog.org/covid-19/covid-19-vaccines-and-pregnancy-
conversation-guide-for-clinicians. Accessed June 9, 2022.

18. Pratama NR, Wafa IA, Budi DS, et al. mRNA Covid-19 vaccines in pregnancy: a
systematic review. PLoS One 2022;17(2):e0261350.

19. Rawal S, Tackett RL, Stone RH, et al. COVID-19 vaccination among pregnant
people in the United States: a systematic review. Am J Obstet Gynecol MFM
2022;4(4):100616.

20. Prasad S, Kalafat E, Blakeway H, et al. Systematic review and meta-analysis of
the effectiveness and perinatal outcomes of COVID-19 vaccination in pregnancy.
Nat Commun 2022;13(1):2414.

21. Halasa NB, Olson SM, Staat MA, et al. Effectiveness of maternal vaccination with
mRNA COVID-19 vaccine during pregnancy against COVID-19-Associated hos-
pitalization in infants aged <6 Months - 17 states, july 2021-january 2022. MMWR
Morb Mortal Wkly Rep 2022;71(7):264–70.

22. Quinn SC, Jamison A, An J, et al. Breaking down the monolith: understanding flu
vaccine uptake among African Americans. SSM Popul Health 2018;4:25–36.

23. Armstrong K, Putt M, Halbert CH, et al. Prior experiences of racial discrimination
and racial differences in health care system distrust. Med Care 2013;51(2):
144–50.

24. Dudley MZ, Limaye RJ, Salmon DA, et al. Racial/ethnic disparities in maternal
vaccine knowledge, attitudes, and intentions. Public Health Rep 2021;136(6):
699–709.

25. Kilich E, Dada S, Francis MR, et al. Factors that influence vaccination decision-
making among pregnant women: a systematic review and meta-analysis. PLoS
One 2020;15(7):e0234827.

26. Dudley MZ, Limaye RJ, Omer SB, et al. Characterizing the vaccine knowledge,
attitudes, beliefs, and intentions of pregnant women in Georgia and Colorado.
Hum Vaccin Immunother 2020;16(5):1109–17.

27. Bartolo S, Deliege E, Mancel O, et al. Determinants of influenza vaccination up-
take in pregnancy: a large single-centre cohort study. BMC Pregnancy Childbirth
2019;19(1):510.

28. Wales DP, Khan S, Suresh D, et al. Factors associated with Tdap vaccination
receipt during pregnancy: a cross-sectional study. Public Health 2020;179:
38–44.

29. Ghaswalla P, Poirrier JE, Packnett ER, et al. Maternal immunization in the U.S.: a
nationwide retrospective cohort study. Am J Prev Med 2019;57(3):e87–93.

30. Henninger ML, Irving SA, Thompson M, et al. Factors associated with seasonal
influenza vaccination in pregnant women. J Womens Health (Larchmt) 2015;
24(5):394–402.

31. Callahan AG, Coleman-Cowger VH, Schulkin J, et al. Racial disparities in influ-
enza immunization during pregnancy in the United States: a narrative review of
the evidence for disparities and potential interventions. Vaccine 2021;39(35):
4938–48.

32. O’Leary ST, Riley LE, Lindley MC, et al. Obstetrician-gynecologists’ strategies to
address vaccine refusal among pregnant women. Obstet Gynecol 2019;
133(1):40–7.

33. Chamberlain AT, Seib K, Ault KA, et al. Factors associated with intention to
receive influenza and tetanus, diphtheria, and acellular pertussis (Tdap) vaccines
during pregnancy: a focus on vaccine hesitancy and perceptions of disease
Descargado para Lucia Angulo (lu.maru26@gmail.com) en National Library of Health and Social 
Security de ClinicalKey.es por Elsevier en abril 28, 2023. Para uso personal exclusivamente. No se 
permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.

https://www.acog.org/covid-19/covid-19-vaccines-and-pregnancy-conversation-guide-for-clinicians
https://www.acog.org/covid-19/covid-19-vaccines-and-pregnancy-conversation-guide-for-clinicians
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref18
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref18
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref19
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref19
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref19
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref20
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref20
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref20
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref21
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref21
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref21
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref21
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref22
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref22
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref23
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref23
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref23
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref24
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref24
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref24
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref25
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref25
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref25
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref26
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref26
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref26
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref27
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref27
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref27
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref28
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref28
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref28
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref29
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref29
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref30
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref30
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref30
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref31
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref31
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref31
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref31
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref32
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref32
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref32


Rand & Olson-Chen268
severity and vaccine safety. PLoS Curr 2015;7. https://doi.org/10.1371/currents.
outbreaks.d37b61bceebae5a7a06d40a301cfa819.

34. Lutz CS, Carr W, Cohn A, et al. Understanding barriers and predictors of maternal
immunization: identifying gaps through an exploratory literature review. Vaccine
2018;36(49):7445–55.

35. Battarbee AN, Stockwell MS, Varner M, et al. Attitudes toward COVID-19 illness
and COVID-19 vaccination among pregnant women: a cross-sectional multi-
center study during august-december 2020. Am J Perinatol 2022;39(1):75–83.

36. Simmons LA, Whipps MDM, Phipps JE, et al. Understanding COVID-19 vaccine
uptake during pregnancy: ’hesitance’, knowledge, and evidence-based deci-
sion-making. Vaccine 2022;40(19):2755–60.

37. Skjefte M, Ngirbabul M, Akeju O, et al. COVID-19 vaccine acceptance among
pregnant women and mothers of young children: results of a survey in 16 coun-
tries. Eur J Epidemiol 2021;36(2):197–211.

38. Fryer K, Delgado A, Foti T, et al. Implementation of obstetric telehealth during
COVID-19 and beyond. Matern Child Health J 2020;24(9):1104–10.

39. Peahl AF, Zahn CM, Turrentine M, et al. The michigan plan for appropriate tailored
healthcare in pregnancy prenatal care recommendations. Obstet Gynecol 2021;
138(4):593–602.

40. American Academy of Pediatrics ACoOaG. Guidelines for perinatal care. 8th edi-
tion. Elk Grove Village (IL): American Academy of Pediatrics; The American Col-
lege of Obstetricians and Gynecologists; 2017.

41. Yarnall JN, Seashore C, Phillipi CA, et al. Timing of vaccine decision-making
among first-time parents. Acad Pediatr 2022;22(4):551–8.

42. Corben P, Leask J. Vaccination hesitancy in the antenatal period: a cross-
sectional survey. BMC Public Health 2018;18(1):566.

43. Rubincam C, Greyson D, Haselden C, et al. Is the pre-natal period a missed op-
portunity for communicating with parents about immunizations? Evidence from a
longitudinal qualitative study in Victoria, British Columbia. BMC Public Health
2022;22(1):237.

44. Fuchs EL, Hirth JM, Guo F, et al. Infant vaccination education preferences among
low-income pregnant women. Hum Vaccin Immunother 2021;17(1):255–8.

45. Chamberlain AT, Seib K, Ault KA, et al. Improving influenza and Tdap vaccination
during pregnancy: a cluster-randomized trial of a multi-component antenatal vac-
cine promotion package in late influenza season. Vaccine 2015;33(30):3571–9.

46. Frawley JE, McKenzie K, Sinclair L, et al. Midwives’ knowledge, attitudes and
confidence in discussing maternal and childhood immunisation with parents: A
national study. Vaccine 2020;38(2):366–71.

47. Frew PM, Saint-Victor DS, Owens LE, et al. Socioecological and message framing
factors influencing maternal influenza immunization among minority women. Vac-
cine 2014;32(15):1736–44.

48. Frew PM, Kriss JL, Chamberlain AT, et al. A randomized trial of maternal influenza
immunization decision-making: A test of persuasive messaging models. Hum
Vaccin Immunother 2016;12(8):1989–96.

49. Goggins ER, Williams R, Kim TG, et al. Assessing influenza vaccination behaviors
among medically underserved obstetric patients. J Womens Health (Larchmt)
2021;30(1):52–60.

50. Ellingson MK, Dudley MZ, Limaye RJ, et al. Enhancing uptake of influenza
maternal vaccine. Expert Rev Vaccin 2019;18(2):191–204.
Descargado para Lucia Angulo (lu.maru26@gmail.com) en National Library of Health and Social 
Security de ClinicalKey.es por Elsevier en abril 28, 2023. Para uso personal exclusivamente. No se 
permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.

https://doi.org/10.1371/currents.outbreaks.d37b61bceebae5a7a06d40a301cfa819
https://doi.org/10.1371/currents.outbreaks.d37b61bceebae5a7a06d40a301cfa819
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref34
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref34
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref34
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref35
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref35
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref35
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref36
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref36
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref36
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref37
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref37
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref37
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref38
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref38
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref39
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref39
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref39
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref40
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref40
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref40
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref41
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref41
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref42
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref42
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref43
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref43
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref43
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref43
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref44
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref44
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref45
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref45
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref45
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref46
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref46
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref46
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref47
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref47
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref47
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref48
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref48
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref48
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref49
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref49
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref49
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref50
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref50


Maternal Vaccination and Vaccine Hesitancy 269
51. Meharry PM, Cusson RM, Stiller R, et al. Maternal influenza vaccination: evalua-
tion of a patient-centered pamphlet designed to increase uptake in pregnancy.
Matern child Health J 2014;18(5):1205–14.

52. Moniz MH, Hasley S, Meyn LA, et al. Improving influenza vaccination rates in
pregnancy through text messaging: a randomized controlled trial. Obstet Gyne-
col 2013;121(4):734–40.

53. Stockwell MS, Westhoff C, Kharbanda EO, et al. Influenza vaccine text message
reminders for urban, low-income pregnant women: a randomized controlled trial.
Am J Public Health 2014;104(Suppl 1):e7–12.

54. Goodman K, Mossad SB, Taksler GB, et al. Impact of video education on influ-
enza vaccination in pregnancy. J Reprod Med 2015;60(11–12):471–9.

55. Yudin MH, Salripour M, Sgro MD. Impact of patient education on knowledge of
influenza and vaccine recommendations among pregnant women. J Obstet Gy-
naecol Can 2010;32(3):232–7.

56. Jordan ET, Bushar JA, Kendrick JS, et al. Encouraging influenza vaccination
among text4baby pregnant women and mothers. Am J Prev Med 2015;49(4):
563–72.

57. Fuss TL, Devera JL, Pierre-Joseph N, et al. Attitudes and communication prefer-
ences for vaccines among pregnant women receiving care at a safety-net hospi-
tal. Women’s health issues 2022;32(1):67–73.

58. Salmon DA, Limaye RJ, Dudley MZ, et al. Momstalkshots: an individually tailored
educational application for maternal and infant vaccines. Vaccine 2019;37(43):
6478–85.

59. Ellingson M, Chamberlain AT. Beyond the verbal: pregnant women’s preferences
for receiving influenza and Tdap vaccine information from their obstetric care pro-
viders. Hum Vaccin Immunother 2018;14(3):767–71.

60. Ding H, Black CL, Ball S, et al. Influenza vaccination coverage among pregnant
women - United States, 2016-17 influenza season. MMWR Morb Mortal Wkly Rep
2017;66(38):1016–22.

61. Roussos-Ross D, Prieto A, Goodin A, et al. Increased Tdap and influenza vacci-
nation acquisition among patients participating in group prenatal care. J Prim
Prev 2020;41(5):413–20.

62. Bushar JA, Kendrick JS, Ding H, et al. Text4baby influenza messaging and influ-
enza vaccination among pregnant women. Am J Prev Med 2017;53(6):845–53.

63. Morgan JL, Baggari SR, Chung W, et al. Association of a best-practice alert and
prenatal administration with tetanus toxoid, reduced diphtheria toxoid, and acel-
lular pertussis vaccination rates. Obstet Gynecol 2015;126(2):333–7.

64. Ogburn T, Espey EL, Contreras V, et al. Impact of clinic interventions on the rate of
influenza vaccination in pregnant women. J Reprod Med 2007;52(9):753–6.

65. Patel KM, Vazquez Guillamet L, Pischel L, et al. Strategies to increase uptake of
maternal pertussis vaccination. Expert Rev Vaccin 2021;20(7):779–96.

66. Rand CM, Humiston SG. Provider focused interventions to improve child and
adolescent vaccination rates. Acad Pediatr 2021;21(4S):S34–9.

67. Spina CI, Brewer SE, Ellingson MK, et al. Adapting center for disease control and
prevention’s immunization quality improvement program to improve maternal
vaccination uptake in obstetrics. Vaccine 2020;38(50):7963–9.
Descargado para Lucia Angulo (lu.maru26@gmail.com) en National Library of Health and Social 
Security de ClinicalKey.es por Elsevier en abril 28, 2023. Para uso personal exclusivamente. No se 
permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.

http://refhub.elsevier.com/S0031-3955(22)00189-4/sref51
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref51
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref51
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref52
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref52
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref52
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref53
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref53
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref53
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref54
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref54
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref55
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref55
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref55
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref56
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref56
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref56
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref57
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref57
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref57
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref58
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref58
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref58
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref59
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref59
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref59
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref60
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref60
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref60
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref61
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref61
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref61
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref62
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref62
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref63
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref63
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref63
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref64
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref64
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref65
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref65
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref66
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref66
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref67
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref67
http://refhub.elsevier.com/S0031-3955(22)00189-4/sref67

	Maternal Vaccination and Vaccine Hesitancy
	Key points
	Introduction
	Discussion
	Influenza
	Tdap
	COVID-19
	Vaccination Disparities and Reasons for Hesitancy
	Influenza Vaccine Hesitancy
	COVID Vaccine Hesitancy Reasons
	Specific Issues Related to Pregnancy
	Evidence to Overcome Vaccine Hesitancy/Increase Rates

	Summary
	Clinics care points
	Disclosure
	References


