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Supplement 1: Search strategies


	1
	exp Human respiratory syncytial virus/

	2
	(Human respiratory syncytial virus or respiratory syncytial virus or RSV).ti,ab,kf.

	3
	1 or 2

	4
	exp respiratory syncytial virus vaccine/

	5
	exp vaccine/

	6
	exp vaccination/ or exp immunization/

	7
	(vaccin* or innoculat$ or jab or immuni#tion* or Nirsevimab or Monoclonal antibod* or PF?06928316 or RSVpreF or Prophyla* or Arexvy or Abrysvo or Mresvia).mp.

	8
	4 or 5 or 6 or 7

	9
	exp drug safety/

	10
	exp adverse event/ or exp drug monitoring/ or exp adverse drug reaction/

	11
	((adverse or side) adj2 (effect* or reaction* or event*)).mp.

	12
	(safety or harm* or disadvantage*).mp.

	13
	exp clinical effectiveness/

	14
	exp drug efficacy/

	15
	(effect* or efficac* or benefit* or advantage*).mp.

	16
	9 or 10 or 11 or 12 or 13 or 14 or 15

	17
	3 and 8 and 16

	18
	17 not ((exp animal/ or nonhuman/) not exp human/)

	19
	18 and (202212* or 2023* or 2024*).dd.


Table S1. Search strategy for Ovid Embase (Embase Classic+Embase <1947 to 2025 February 05>)

	1
	exp Respiratory Syncytial Virus, Human/

	2
	(Human respiratory syncytial virus or respiratory syncytial virus or RSV).ti,ab,kf.

	3
	1 or 2

	4
	Viral Vaccines/

	5
	exp Immunization/

	6
	(vaccin* or innoculat$ or jab or immuni#tion* or Nirsevimab or Monoclonal antibod* or PF?06928316 or RSVpreF or Prophyla* or Arexvy or Abrysvo or Mresvia).mp.

	7
	4 or 5 or 6

	8
	exp "Drug-Related Side Effects and Adverse Reactions"/ or exp Adverse Drug Reaction Reporting Systems/

	9
	exp Safety/

	10
	((adverse or side) adj2 (effect* or reaction* or event*)).mp.

	11
	(safety or harm* or disadvantage*).mp.

	12
	Comparative Effectiveness Research/

	13
	exp Vaccine Efficacy/

	14
	(effect* or efficac* or benefit* or advantage*).mp.

	15
	8 or 9 or 10 or 11 or 12 or 13 or 14

	16
	3 and 7 and 15

	17
	exp animals/ not humans.sh.

	18
	16 not 17

	19
	18 and (202212* or 2023* or 2024*).ed.


Table S2. Search strategy for Ovid Medline (Ovid MEDLINE(R) ALL <1946 to February 05, 2025>)

	1
	(Human respiratory syncytial virus or respiratory syncytial virus or RSV).ti,ab,hw.

	2
	exp vaccines/

	3
	exp immunization/

	4
	(vaccin* or innoculat$ or jab or immuni#tion* or Nirsevimab or Monoclonal antibod* or PF?06928316 or RSVpreF or Prophyla* or Arexvy or Abrysvo or Mresvia).mp.

	5
	2 or 3 or 4

	6
	exp adverse effects/

	7
	((adverse or side) adj2 (effect* or reaction* or event*)).mp.

	8
	(safety or harm* or disadvantage*).mp.

	9
	exp efficacy/

	10
	(effectiveness or efficac* or benefit* or advantage*).mp.

	11
	6 or 7 or 8 or 9 or 10

	12
	1 and 5 and 11

	13
	12 and (202212* or 2023* or 2024*).dp.


Table S3. Search strategy for Global Health database (<1973 to 2025 Week 6>)
[bookmark: _Toc192278539]
Supplement 2: Excluded studies

Table S4. Studies excluded after full-text screening with reasons for exclusion
	 Reason
	Study

	No full text available (e.g. abstracts, editorials)
	1. Blauvelt et al. (2024)1
2. Georgiadis et al. (2024)2
3. Hamid et al. (2024)3
4. Hsiao et al. (2024)4
5. La et al. (2024)5 
6. Lai et al. (2023)6
7. Loeb et al. (2024)7
8. Lorenzini et al. (2023)8
9. Martin et al. (2024)9
10. Molnar et al. (2023)10
11. Rallabhandi et al. (2024)11

	No real-world evidence
	1. Adhikari et al. (2024)12
2. Brault et al. (2024)13
3. Du et al. (2025)14
4. Hansen et al. (2024)15
5. Maculaitis et al. (2024)16
6. Mazagatos et al. (2024)17
7. Sallam et al. (2025)18
8. Trubin et al. (2024)19

	No uptake data
	1. Alami et al. (2024)20
2. Carcione et al. (2025)21
3. Domnich et al. (2025)22
4. Falsey et al. (2024)23
5. Perramon-Malavez et al. (2024)24
6. Mestre-Ferrandiz et al. (2024)25

	No data on nirsevimab or approved RSV vaccines
	1. Bracaloni et al. (2024)26
2. Grahic-Mujcinovic et al. (2024)27
3. Moro et al. (2024)28
4. Raguz et al. (2022)29
5. Remmele et al. (2024)30

	Duplicates (studies included or excluded in a previous months’ search)
	1. Levy et al. (2024)31
2. Lopez-Lacort et al. (2025)32
3. Moline et al. (2025)33
4. Rodriguez-Fernandez et al. (2024)34

	Clinical trial
	1. Biegus et al. (2024)35
2. Domachowske et al. (2022)36
3. Domachowske et al. (2023)37

	Not in English
	1. Novoa Pizarro et al. (2023)38
2. Rodriguez-Fernandez et al. (2024)34
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[bookmark: _Toc192278540]Supplement 3: ‘Risk of bias’ quality assessment

To assess the risk of bias, we used Joanna Briggs Institute (JBI) Critical Appraisal Tools for cohort studies, case control studies, cross-sectional studies, or quasi-experimental studies depending on the study designs.39
‘Risk of bias’ assessments were completed by two reviewers for each study, marking each criterion as ‘yes’, ‘no’, ‘unclear’, or ‘not applicable’. Conflicts were resolved in a discussion. The number of ‘yes’ responses for each study (total) were divided by the total number of criteria to obtain a score ranging from 0% to 100%. Studies with scores 50% and less were classified as ‘high risk’, scores between 51% and 75% were considered ‘medium risk’, and studies with scores above 75% were considered ‘low risk’. 
Sensitivity analyses of the pooled estimates for uptake of nirsevimab (in Spain, United States, and France) and RSV vaccines for older adults (United States) were conducted using data from studies classified as at ‘low risk of bias’. This sensitivity analysis could not be carried out for the uptake of RSV maternal vaccine (United States) because less than three studies reporting on this product were classified as at ‘low risk of bias’.

Table S5. ‘Risk of bias’ assessment for cohort studies
JBI criteria:
Q1: Were the two groups similar and recruited from the same population?
Q2: Were the exposures measured similarly to assign people to both exposed and unexposed groups?
Q3: Was the exposure measured in a valid and reliable way?
Q4: Were confounding factors identified?
Q5: Were strategies to deal with confounding factors stated?
Q6: Were the groups/participants free of the outcome at the start of the study (or at the moment of exposure)?
Q7: Were the outcomes measured in a valid and reliable way?
Q8: Was the follow up time reported and sufficient to be long enough for outcomes to occur?
Q9: Was follow up complete, and if not, were the reasons to loss to follow up described and explored?
Q10: Were strategies to address incomplete follow up utilized?
Q11: Was appropriate statistical analysis used?

	Study
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8
	Q9
	Q10
	Q11
	Total
	Total (%)
	Risk of bias assessment

	Ares-Gomez et al. (2024)40
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	Unclear
	Yes
	Not applicable
	Yes
	8
	72.7%
	medium

	Barbas Del Buey et al. (2024)41
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	Yes
	Yes
	Not applicable
	Yes
	9
	81.8%
	low

	Birabaharan et al. (2024)42
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	11
	100.0%
	low

	Coma et al. (2024)43
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	Not applicable
	Yes
	9
	81.8%
	low

	Estrella-Porter et al. (2024)44
	Yes
	Yes
	Yes
	Yes
	Yes
	No
	Yes
	Unclear
	Yes
	Not applicable
	Yes
	8
	72.7%
	medium

	Ezpeleta et al. (2024)45
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	No
	Yes
	Yes
	Yes
	10
	90.9%
	low

	Homo et al. (2024)46
	Yes
	Yes
	Unclear
	No
	No
	Yes
	Yes
	Unclear
	Unclear
	Unclear
	No
	4
	36.36%
	high

	Jimeno Ruiz et al. (2024)47
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	Unclear
	Unclear
	Unclear
	Yes
	7
	63.6%
	medium

	Mallah et al. (2024)48
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	Not applicable
	Yes
	9
	81.8%
	low

	Martinon-Torres et al. (2024)49
	Yes
	Yes
	Yes
	Unclear
	No
	Yes
	Yes
	Unclear
	No
	No
	No
	5
	45.5%
	high

	Puckett et al. (2025)50
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	10
	90.9%
	low

	Reses et al. (2023)51
	Yes
	Yes
	Yes
	No
	No
	No
	Yes
	Unclear
	No
	No
	Yes
	5
	45.5%
	high

	Reses et al. (2024)52
	Yes
	Yes
	Yes
	No
	No
	No
	Yes
	Unclear
	No
	No
	Yes
	5
	45.5%
	high

	Son et al. (2024)53
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	Yes
	Unclear
	No
	Yes
	8
	72.7%
	medium




Table S6. ‘Risk of bias’ assessment for cross-sectional studies
JBI criteria:
Q1: Were the criteria for inclusion in the sample clearly defined?
Q2: Were the study subjects and the setting described in detail?
Q3: Was the exposure measured in a valid and reliable way?
Q4: Were objective, standard criteria used for measurement of the condition?
Q5: Were confounding factors identified?
Q6: Were strategies to deal with confounding factors stated?
Q7: Were the outcomes measured in a valid and reliable way?
Q8: Was appropriate statistical analysis used?

	Study
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8
	Total
	Total (%)
	Risk of bias assessment

	Geng et al. (2024)54
	Yes
	Yes
	No
	Unclear
	Yes
	Yes
	Yes
	Yes
	6
	75.0%
	medium

	Kemp et al. (2025)55
	Yes
	Yes
	Yes
	Unclear
	No
	Not applicable
	Yes
	Yes
	5
	62.5%
	medium

	Motta et al. (2025)56
	Yes
	Unclear
	No
	Unclear
	Yes
	Yes
	No
	Yes
	4
	50.0%
	high

	Pérez Martín and Zornoza Moreno (2024)57
	Yes
	Yes
	Yes
	Yes
	Unclear
	No
	Yes
	Yes
	6
	75.0%
	medium

	Razzaghi et al. (2024)58
	Yes
	Yes
	No
	Yes
	No
	No
	Yes
	No
	4
	50.0%
	high





Table S7. ‘Risk of bias’ assessment for case-control studies
JBI criteria:
Q1: Were the groups comparable other than the presence of disease in cases or the absence of disease in controls?
Q2: Were cases and controls matched appropriately?
Q3: Were the same criteria used for identification of cases and controls?
Q4: Was exposure measured in a standard, valid and reliable way?
Q5: Was exposure measured in the same way for cases and controls?
Q6: Were confounding factors identified? 
Q7: Were strategies to deal with confounding factors stated?
Q8: Were outcomes assessed in a standard, valid and reliable way for cases and controls?
Q9: Was the exposure period of interest long enough to be meaningful?
Q10: Was appropriate statistical analysis used?

	Study
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8
	Q9
	Q10
	Total
	Total (%)
	Risk of bias assessment

	Aguera et al. (2024)59
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	8
	80.0%
	low

	Assad et al. (2024)60
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	10
	100.0%
	low

	Carbajal et al. (2024)61
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	8
	80.0%
	low

	Lefferts et al. (2024)62
	Yes
	Unclear
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	9
	90.0%
	low

	Lenglart et al. (2025)63
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Unclear
	Yes
	8
	80.0%
	low

	López-Lacort et al. (2024)64
	Yes
	No
	Yes
	Yes
	Yes
	Unclear
	Unclear
	Yes
	Unclear
	Unclear
	5
	50.0%
	high

	López-Lacort et al. (2025)32
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Unclear
	Yes
	Unclear
	Yes
	7
	70.0%
	medium

	Moline et al. (2024a)65
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	9
	90.0%
	low

	Moline et al. (2024b)33
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	8
	80.0%
	low

	Paireau et al. (2024)66
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	9
	90.0%
	low

	Payne et al. (2024)67
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	9
	90.0%
	low

	Surie et al. (2024)68
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	9
	90.0%
	low

	Tartof et al. (2024)69
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	8
	80.0%
	low

	Xu et al. (2024)70
	Yes
	Unclear
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	9
	90.0%
	low






Table S8. ‘Risk of bias’ assessment for quasi-experimental (incl. interrupted time series) studies
JBI criteria:
Q1: Is it clear in the study what is the “cause” and what is the “effect” (i.e. there is no confusion about which variable comes first)?
Q2: Was there a control group?
Q3: Were participants included in any comparisons similar?
Q4: Were the participants included in any comparisons receiving similar treatment/care, other than the exposure or intervention of interest?
Q5: Were there multiple measurements of the outcome, both pre and post the intervention/exposure?
Q6: Were the outcomes of participants included in any comparisons measured in the same way?
Q7: Were outcomes measured in a reliable way?
Q8: Was follow-up complete and if not, were differences between groups in terms of their follow-up adequately described and analyzed?
Q9: Was appropriate statistical analysis used?

	Study
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8
	Q9
	Total
	Total (%)
	Risk of bias assessment

	Alejandre et al. (2024)71
	Yes
	Unclear
	Yes
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	7
	77.8%
	low

	Andina Martinez et al. (2024)72
	Yes
	Unclear
	Unclear
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	7
	77.78%
	low

	Cantais et al. (2024)73
	Yes
	Unclear
	Yes
	Unclear
	No
	Yes
	Unclear
	Unclear
	Unclear
	3
	33.3%
	high

	Chauvel et al. (2024)74
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	8
	88.89%
	low

	Consolati et al. (2024)75
	Yes
	Yes
	Unclear
	Yes
	No
	Yes
	Yes
	No
	Yes
	6
	66.67%
	medium

	Ernst et al. (2024)76
	Yes
	Unclear
	Unclear
	Unclear
	Yes
	Yes
	Yes
	Yes
	Yes
	6
	66.7%
	medium

	Espeleta-Fox et al. (2024)77
	Yes
	Unclear
	Unclear
	Unclear
	No
	Yes
	Unclear
	Yes
	Unclear
	3
	33.3%
	high

	Levy et al. (2024)31
	Yes
	Yes
	Unclear
	Unclear
	Yes
	Yes
	Yes
	Unclear
	Yes
	6
	66.7%
	medium

	Molina Gutierrez et al. (2024)78
	Yes
	Yes
	Yes
	Yes
	No
	Yes
	Yes
	Unclear
	No
	6
	66.7%
	medium

	Perramon-Malavez et al. (2025)79
	Yes
	Unclear
	Yes
	Unclear
	No
	Yes
	Yes
	Unclear
	Yes
	5
	55.6%
	medium
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[bookmark: _Toc192278541]Supplement 4: Sensitivity analysis

Sensitivity analyses were carried out using data from population-based studies classified as ‘low risk of bias’ in the risk of bias assessment (Supplement 3).

Figure S1. Sensitivity analyses of uptake of nirsevimab among eligible children in Spain during the 2023/24 RSV season
[image: ]
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[bookmark: _Toc192278542]Supplement 5: Uptake of RSV immunisation products stratified by health status at data collection

For countries and RSV immunisation products with at least three data points, we conducted meta-analysis to compare uptake between subgroups: 
(1) individuals with medically attended laboratory-tested RSV-associated acute respiratory infections (ARI) at the time of data collection; 
(2) individuals with medically attended all-cause ARI at the time of data collection; 
(3) individuals without ARI at the time of data collection.


Figure S2. Uptake (%) of nirsevimab among eligible children in Spain during the 2023/24 RSV season stratified by health status at data collection
[image: ]




[image: ]Figure S3. Uptake (%) of nirsevimab among eligible children in France during the 2023/24 RSV season stratified by health status at data collection

Figure S4. Uptake (%) of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by health status at data collection
[image: ]
Figure S5. Uptake (%) of RSV maternal vaccination among parents of children who did not have acute respiratory infections at the time of data collection in the United States during the 2023/24 RSV season
[image: A graph of a number of numbers

AI-generated content may be incorrect.]



Figure S6. Uptake (%) of RSV vaccines among older adults (≥60 years old) in the United States during the 2023/24 RSV season stratified by their health status at data collection
[image: ]
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[bookmark: _Toc192278543]Supplement 6: Subgroup meta-analysis for data reported in Table 2


1. [bookmark: _Toc192278544]Uptake of nirsevimab in Spain


Figure S7. Uptake of nirsevimab among eligible children in Spain during the 2023/24 RSV season stratified by immunisation programme enrolment groupa 
[image: ]
a Seasonal immunisation group: children born after the start of the programme; catch-up immunisation group (ref.): children born within six months before the start of the programme.




Figure S8. Uptake of nirsevimab among eligible children in Spain during the 2023/24 RSV season stratified by sex assigned at birth (males and females (ref.))
[image: A table of numbers and a number of people

AI-generated content may be incorrect.]



Figure S9. Uptake of nirsevimab among eligible children in Spain during the 2023/24 RSV season stratified by gestational agea

[image: A screenshot of a graph

AI-generated content may be incorrect.]
a Preterm: born under 37 weeks of gestation; term: born at 37 or more weeks of gestation (ref.).



Figure S10. Uptake of nirsevimab among eligible children in Spain during the 2023/24 RSV season stratified by nationalitya
[image: ]
a Children with Spanish nationality compared to children with non-Spanish nationality (ref.).




2. [bookmark: _Toc192278545]Uptake of nirsevimab in France


Figure S11. Uptake of nirsevimab among eligible children in France during the 2023/24 RSV season stratified by age groupa
[image: A graph with numbers and text

AI-generated content may be incorrect.] 
a Children under three months old compared to children aged 3-12 months (ref.).




3. [bookmark: _Toc192278546]Uptake of nirsevimab in the United States


Figure S12. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by sex assigned at birth (males and females (ref.))
[image: A screenshot of a graph

AI-generated content may be incorrect.]


Figure S13. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by gestational agea
[image: A screenshot of a graph

AI-generated content may be incorrect.]
a Preterm: born under 37 weeks of gestation; term: born at 37 or more weeks of gestation (ref.).


Figure S14. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by presence of comorbiditiesa
[image: A graph with numbers and text

AI-generated content may be incorrect.]
a Children with no comorbidities (ref.) compared to children with one or more comorbidities. In the included studies, comorbidities were defined as congenital heart disease (e.g. abnormalities of aortic arch, hypoplastic left heart syndrome, pulmonary atresia, tricuspid atresia, Tetralogy of Fallot, transposition of the great arteries, partial or total anomalous pulmonary venous return, other abnormalities of heart valves, double outlet right ventricle), immunocompromised status (e.g. transplantation history, leukaemia), cystic fibrosis, Down syndrome, neuromuscular disease (e.g. autonomic dysfunction, instability or dysautonomia, agenesis or hypoplasia of the corpus callosum, muscular dystrophy or spinal muscular atrophy, disorders of tone), pulmonary disease (e.g. reactive airway disease), chronic lung disease of prematurity (e.g. bronchopulmonary dysplasia, bronchiolitis obliterans, chronic respiratory failure with CPAP/BIPAP/ventilator, pulmonary hypertension, interstitial lung disease), prematurity (gestational age under 37 weeks), anaemia, small for gestational age (birth weight <2500 grams).













Figure S15. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by health insurance typea
[image: A table with numbers and text

AI-generated content may be incorrect.]
a Private (or military insurance; ref.) compared to public insurance.




Figure S16. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by health insurance typea
[image: ]   a No or other insurance (ref.) compared to private insurance.

Figure S17. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by health insurance typea
[image: ]a No or other insurance (ref.) compared to public insurance.


Figure S18. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by area of residencea
[image: A graph with numbers and text

AI-generated content may be incorrect.]
a Urban residential area (ref.) compared to rural residential area.




Figure S19. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A screenshot of a graph

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to Black or African American (non-Hispanic) population.



Figure S20. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A screenshot of a graph

AI-generated content may be incorrect.]
 a White (non-Hispanic) population (ref.) compared to Asian (non-Hispanic) population.



Figure S21. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A graph with numbers and a number

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to Hispanic population.





Figure S22. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A close-up of a number

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to American Indian or Alaska Native (non-Hispanic) population.


Figure S23. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A screenshot of a graph

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to population groups defined as multiple or other in the included studies.



Figure S24. Uptake of nirsevimab among eligible children in the United States during the 2023/24 RSV season stratified by ethnic groupa
[image: A graph with numbers and text

AI-generated content may be incorrect.]
a All non-Hispanic population (ref.) compared to Hispanic population
4. [bookmark: _Toc192278547]Uptake of RSV maternal vaccine in the United States


Figure S25. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by infants’ gestational agea
[image: A graph with numbers and a number

AI-generated content may be incorrect.]
a Preterm: born under 37 weeks of gestation; term: born at 37 or more weeks of gestation (ref.).



Figure S26. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by infants’ sex assigned at birth: female (ref.) and male.
[image: A screenshot of a graph

AI-generated content may be incorrect.]


Figure S27. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by health insurance typea
[image: A close-up of a number of people

AI-generated content may be incorrect.]a Private (or military) insurance (ref.) compared to public insurance.



Figure S28. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by health insurance typea
[image: A close-up of a number of insurance

AI-generated content may be incorrect.]
a Private (or military) insurance (ref.) compared to no or other insurance.




Figure S29. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by health insurance typea
[image: A number of people with numbers and text

AI-generated content may be incorrect.]
a Public insurance (ref.) compared to no or other insurance.



Figure S30. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by racial groupa

[image: A close-up of a number

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to Black or African American (non-Hispanic) population.




Figure S31. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A number of patients with injury

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to Asian (non-Hispanic) population.




Figure S32. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A screenshot of a graph

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to Hispanic population.




Figure S33. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: ]a White (non-Hispanic) population (ref.) compared to population groups defined as multiple or other in the included studies.



Figure S34. Uptake of RSV maternal vaccine among eligible parents of children in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A screenshot of a graph

AI-generated content may be incorrect.]
a All non-Hispanic population (ref.) compared to Hispanic population.




5. [bookmark: _Toc192278548]Uptake of RSV vaccines for older adults in the United States


Figure S35. Uptake of RSV vaccines among older adults in the United States during the 2023/24 RSV season stratified by age groupa
[image: ]a People 75 or more years old compared to people 60-74 years old (ref.).


Figure S36. Uptake of RSV vaccines among older adults in the United States during the 2023/24 RSV season stratified by sex: males and females (ref.).
[image: ]


Figure S37. Uptake of RSV vaccines among older adults in the United States during the 2023/24 RSV season stratified by immunocompetencea,b
[image: A screenshot of a graph

AI-generated content may be incorrect.]a Immuno-compromised people compared to people without immune-compromised status. 
b In the included studies, immunocompromised status was defined as having an active solid tumour or hematologic malignancy, solid organ transplant hematopoietic cell transplant, HIV infection, primary immunodeficiency, splenectomy, use of immunosuppressive medication in the past 30 days, or other conditions that cause moderate or severe immunosuppression.



Figure S38. Uptake of RSV vaccines among eligible older adults in the United States during the 2023/24 RSV season stratified by presence of comorbiditiesa,b
[image: A number of numbers and a number of objects

AI-generated content may be incorrect.]
a People with no comorbidities (ref.) compared to people with one or more comorbidities. 
b In the included studies, comorbidities were defined as cardiovascular disease (including heart failure, peripheral vascular disease that limits mobility, prior myocardial infarction, cardiac arrhythmias including atrial fibrillation and ventricular arrhythmias, valvular heart disease, hypertension, pulmonary embolism), pulmonary disease (asthma, chronic obstructive pulmonary disease, cystic fibrosis, pulmonary hypertension, home oxygen use except at night for sleep disorder, tracheostomy, home non-invasive ventilation use except at night for sleep disorder, home invasive ventilation use), neurologic disease (dementia, Down’s syndrome, prior stroke, prior transient ischemic attack, brain or spinal cord injury with loss of limb function, cerebral palsy, muscular dystrophy, multiple sclerosis, myasthenia gravis, anterolateral sclerosis), endocrine disease (diabetes mellitus with or without end organ damage, adrenal insufficiency, hypothyroidism), kidney disease (chronic kidney disease without chronic replacement therapy, end stage renal disease on chronic kidney replacement therapy), gastrointestinal disease (feeding through a tube, inflammatory bowel disease, including Crohn’s disease or ulcerative colitis, cirrhosis, chronic liver disease without cirrhosis, peptic ulcer disease), hematologic disease (sickle cell disease, coagulopathy or other bleeding disorder, chronic anaemia, thalassemia), immunocompromising conditions (active solid tumour or hematologic malignancy, solid organ transplant hematopoietic cell transplant, HIV infection, primary immunodeficiency, splenectomy, use of immunosuppressive medication in the past 30 days, or other conditions that cause moderate or severe immunosuppression), clinical obesity, clinically underweight, developmental disabilities (ADHD, autism spectrum disorders, cerebral palsy, epilepsy, intellectual disabilities and related conditions, learning disabilities, other developmental delays, spina bifida and other congenital anomalies of the nervous system), and sensory impairments (blindness and visual impairment).



Figure S39. Uptake of nirsevimab among eligible older adults in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A screenshot of a graph

AI-generated content may be incorrect.]a White (non-Hispanic) population (ref.) compared to Black or African American (non-Hispanic) population.




Figure S40. Uptake of nirsevimab among eligible older adults in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A screenshot of a number of numbers

AI-generated content may be incorrect.]
a White (non-Hispanic) population (ref.) compared to Asian (non-Hispanic) population.



Figure S41. Uptake of nirsevimab among eligible older adults in the United States during the 2023/24 RSV season stratified by racial groupa
[image: ]a White (non-Hispanic) population (ref.) compared to Hispanic population.




Figure S42. Uptake of nirsevimab among eligible older adults in the United States during the 2023/24 RSV season stratified by racial groupa
[image: A graph with numbers and a number

AI-generated content may be incorrect.]a White (non-Hispanic) population (ref.) compared to population groups defined as multiple or other in the included studies.




Figure S43. Uptake of nirsevimab among eligible older adults in the United States during the 2023/24 RSV season stratified by ethnic groupa
[image: A screenshot of a graph

AI-generated content may be incorrect.]
	
	
	



a All non-Hispanic population (ref.) compared to Hispanic population.
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Table S9: Data used to create 'Uptake of RSV immunisation products' dashboard

	Study
	Intervention
	Country
	Region
	Total
	Uptake
	95% CI

	Chauvel et al. (2024)
	Nirsevimab
	France
	Lyon
	41
	51.2%
	 
	 

	Assad et al. (2024)
	Nirsevimab
	France
	 
	690
	8.7%
	 
	 

	Paireau et al. (2024)
	Nirsevimab
	France
	 
	288
	20.1%
	 
	 

	Levy et al. (2024)
	Nirsevimab
	France
	 
	399
	15.5%
	 
	 

	Cantais et al. (2024)
	Nirsevimab
	France
	Auvergne Rhône‐Alpes
	748
	76.5%
	 
	 

	Carbajal et al. (2024)
	Nirsevimab
	France
	Paris
	2786
	31.6%
	 
	 

	Lenglart et al. (2025)
	Nirsevimab
	France
	 
	383
	20.1%
	 
	 

	Pooled uptake
	Nirsevimab
	France
	 
	 
	28.7%
	14.3%
	49.2%

	 
	 
	 
	 
	 
	 
	 
	 

	Espeleta-Fox et al. (2024)
	Nirsevimab
	Spain
	Madrid
	19
	15.8%
	 
	 

	Jimeno Ruiz et al. (2024)
	Nirsevimab
	Spain
	 
	77
	24.7%
	 
	 

	Molina Gutiérrez et al. (2024)
	Nirsevimab
	Spain
	Madrid
	52
	36.5%
	 
	 

	Andina Martínez et al. (2024)
	Nirsevimab
	Spain
	 
	608
	54.4%
	 
	 

	Alejandre et al. (2024)
	Nirsevimab
	Spain
	Catalonia
	52
	67.3%
	 
	 

	López-Lacort et al. (2024)
	Nirsevimab
	Spain
	Valencia, Murcia and Valladolid
	166
	69.3%
	 
	 

	Barbas del Buey et al. (2024)
	Nirsevimab
	Spain
	Madrid
	37281
	79.6%
	 
	 

	Coma et al. (2024)
	Nirsevimab
	Spain
	Catalonia
	26525
	87.2%
	 
	 

	López-Lacort et al. (2025)
	Nirsevimab
	Spain
	Valencia, Murcia and Valladolid
	160
	88.1%
	 
	 

	Pérez Martín and Zornoza Moreno (2024)
	Nirsevimab
	Spain
	Valencia, Murcia and Valladolid
	13086
	88.3%
	 
	 

	Estrella-Porter et al. (2024)
	Nirsevimab
	Spain
	Valencia, Murcia and Valladolid
	27362
	88.5%
	 
	 

	Perramon-Malavez et al. (2025)
	Nirsevimab
	Spain
	Catalonia
	15341
	91.6%
	 
	 

	Ezpeleta et al. (2024)
	Nirsevimab
	Spain
	Navarre
	1177
	92.0%
	 
	 

	Mallah et al. (2024)
	Nirsevimab
	Spain
	Galicia
	14476
	92.0%
	 
	 

	Ares-Gómez et al. (2024)
	Nirsevimab
	Spain
	Galicia
	360
	96.7%
	 
	 

	Pooled uptake
	Nirsevimab
	Spain
	 
	 
	78.0%
	63.5%
	87.8%

	 
	 
	 
	 
	 
	 
	 
	 

	Homo et al. (2024)
	Nirsevimab
	USA
	South
	289
	76.1%
	 
	 

	Kemp et al. (2025)
	Nirsevimab
	USA
	Northeast
	27788
	18.2%
	 
	 

	Lefferts et al. (2024)
	Nirsevimab
	USA
	West
	1591
	47.5%
	 
	 

	Moline et al. (2024a)
	Nirsevimab
	USA
	Northeast
	235
	3.8%
	 
	 

	Moline et al. (2024a)
	Nirsevimab
	USA
	West
	176
	9.7%
	 
	 

	Moline et al. (2024a)
	Nirsevimab
	USA
	South
	288
	11.5%
	 
	 

	Moline et al. (2024b)
	Nirsevimab
	USA
	Northeast
	512
	4.7%
	 
	 

	Moline et al. (2024b)
	Nirsevimab
	USA
	Midwest
	512
	4.7%
	 
	 

	Moline et al. (2024b)
	Nirsevimab
	USA
	Midwest
	402
	6.7%
	 
	 

	Moline et al. (2024b)
	Nirsevimab
	USA
	West
	207
	9.7%
	 
	 

	Moline et al. (2024b)
	Nirsevimab
	USA
	West
	207
	9.7%
	 
	 

	Moline et al. (2024b)
	Nirsevimab
	USA
	South
	495
	13.1%
	 
	 

	Moline et al. (2024b)
	Nirsevimab
	USA
	South
	495
	13.1%
	 
	 

	Puckett et al. (2025)
	Nirsevimab
	USA
	West
	1110
	71.5%
	 
	 

	Razzaghi et al. (2024)
	Nirsevimab
	USA
	West
	159
	36.5%
	 
	 

	Razzaghi et al. (2024)
	Nirsevimab
	USA
	Northeast
	116
	44.0%
	 
	 

	Razzaghi et al. (2024)
	Nirsevimab
	USA
	South
	379
	47.5%
	 
	 

	Razzaghi et al. (2024)
	Nirsevimab
	USA
	Midwest
	212
	48.6%
	 
	 

	Xu et al. (2024)
	Nirsevimab
	USA
	Northeast
	3090
	10.7%
	 
	 

	Pooled uptake
	Nirsevimab
	USA
	 
	 
	30.4%
	13.7%
	54.5%

	 
	 
	 
	 
	 
	 
	 
	 

	Agüera et al. (2024)
	Nirsevimab
	Spain and Andorra
	 
	181
	60.2%
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Ernst et al. (2024)
	Nirsevimab
	Luxembourg
	Luxembourg
	1524
	83.8%
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Consolati et al. (2024)
	Nirsevimab
	Italy
	Valle d' Aosta
	537
	68.70%
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Kemp et al. (2025)
	Maternal vaccine
	USA
	Northeast
	27788
	17.2%
	 
	 

	Moline et al. (2024b)
	Maternal vaccine
	USA
	 
	1737
	4.0%
	 
	 

	Son et al. (2024)
	Maternal vaccine
	USA
	Northeast
	2973
	34.0%
	 
	 

	Homo et al. (2024)
	Maternal vaccine
	USA
	South
	500
	42.2%
	 
	 

	Razzaghi et al. (2024)
	Maternal vaccine
	USA
	Northeast
	86
	38.4%
	 
	 

	Razzaghi et al. (2024)
	Maternal vaccine
	USA
	Midwest
	163
	36.8%
	 
	 

	Razzaghi et al. (2024)
	Maternal vaccine
	USA
	South
	299
	29.8%
	 
	 

	Razzaghi et al. (2024)
	Maternal vaccine
	USA
	West
	130
	30.0%
	 
	 

	Pooled uptake
	Maternal vaccine
	USA
	 
	 
	21.6%
	9.2%
	42.9%

	 
	 
	 
	 
	 
	 
	 
	 

	Tartof et al. (2024)
	Vaccine for older adults
	USA
	West
	7047
	3.2%
	 
	 

	Surie et al. (2024)
	Vaccine for older adults
	USA
	 
	2978
	8.9%
	 
	 

	Payne et al. (2024)
	Vaccine for older adults
	USA
	 
	36706
	8.9%
	 
	 

	Reses et al. (2023)
	Vaccine for older adults
	USA
	 
	238449
	9.8%
	 
	 

	Motta et al. (2025)
	Vaccine for older adults
	USA
	 
	358
	14.0%
	 
	 

	Geng et al. (2024)
	Vaccine for older adults
	USA
	South
	16114
	20.0%
	 
	 

	Geng et al. (2024)
	Vaccine for older adults
	USA
	Northeast
	7366
	21.7%
	 
	 

	Geng et al. (2024)
	Vaccine for older adults
	USA
	Midwest
	10214
	23.0%
	 
	 

	Geng et al. (2024)
	Vaccine for older adults
	USA
	West
	15628
	25.4%
	 
	 

	Birabaharan et al. (2024)
	Vaccine for older adults
	USA
	 
	357814
	27.9%
	 
	 

	Pooled uptake
	Vaccine for older adults
	USA
	 
	 
	11.8%
	6.6%
	20.0%
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Razzaghi et al. (2024) 180 (43.2%) 417 0 (0.0%) 31 %> 47.88 [2.91;787.70] 7.5%
Random effects model 19060 1661 — 2.35 [0.98; 5.66] 100.0%
T 1

Heterogeneity: 1?=70.7% [31.6%; 87.4%], p < 0.01

1 10
Odds ratio (95%Cl, log scale)




image17.png
Public insurance

None or other insurance

Study Immunised Total Immunised Total OR 95% ClI Weight
| R
Moline et al. (2024b) 88 (9.0%) 977 8 (7.8%) 102 —’— 1.16 [0.55; 2.47] 25.8%
Moline et al. (2024a) 37 (9.6%) 385 4 (7.8%) 51 — = 125 [0.43; 3.66] 20.5%
Kemp et al. (2025) 1898 (19.5%) 9749 95 (6.5%) 1455 3.46 [2.79; 4.29] 33.6%
Puckett et al. (2025) 398 (71.5%) 557 1 (33.3%) 3 ; 5.01 [0.45; 55.60]  7.8%
Xu et al. (2024) 252 (12.1%) 2088 0 (0.0%) 19 * 5.36 [0.32; 89.08] 6.1%
Razzaghi et al. (2024) 196 (46.9%) 418 0 (0.0%) 31 | ————=— 5564 [3.38;915.23]  6.1%
Random effects model 14174 1661 —_ 2.66 [1.24; 5.71] 100.0%
Heterogeneity: /2 = 65.8% [18.0%; 85.7%], p = 0.01 f T !
0.1 1 10 100

Odds ratio (95%Cl, log scale)




image18.png
Rural residential area

Urban residential area

Study Immunised Total Immunised Total OR 95% ClI Weight
Kemp et al. (2025) 849 (12.7%) 6696 4207 (19.9%) 21089 0.58 [0.54;0.63] 34.2%
Razzaghi et al. (2024) 76 (43.9%) 173 310 (44.7%) 693 . 0.97 [0.69;1.35] 33.1%
Lefferts et al. (2024) 182 (53.1%) 343 45 (23.4%) 192 : — 3.69 [2.49;5.48] 32.7%
Random effects model 7212 21974 <,> 1.26 [0.43; 3.70] 100.0%
Heterogeneity: /2 = 97.7% [95.6%; 98.8%], p < 0.01 f f ! ! ' !

0.1 0.5 2 5 10

Odds ratio (95%Cl, log scale)




image19.png
Black or African American (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% ClI Weight
Moline et al. (2024a) 8 (9.0%) 89 5 (16.7%) 30 —_— 0.49 [0.15; 1.65] 5.5%
Kemp et al. (2025) 475 (18.2%) 2606 3252 (16.9%) 19201 : 1.09 [0.98;1.22] 31.6%
Razzaghi et al. (2024) 66 (51.2%) 129 232 (44.3%) 524 T 132 [0.90;1.94] 21.8%
Moline et al. (2024b) 27 (8.4%) 323 39 (6.3%) 615 T 1.35 [0.81; 2.24] 17.4%
Xu et al. (2024) 86 (16.1%) 533 68 (8.3%) 820 P 213 [1.52;2.99] 23.6%
Random effects model 3680 21190 ‘<> 1.32 [0.97; 1.81] 100.0%
Heterogeneity: /2 = 75.2% [39.1%; 89.9%], p < 0.01 f f '

0.1 05 1 2

Odds ratio (95%ClI, log scale)




image20.png
Asian (Non-Hispanic) White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% ClI Weight
Moline et al. (2024a) 3 (6.4%) 47 5 (16.7%) 30 —*—‘— 0.34 [0.08; 1.55] 4.3%
Kemp et al. (2025) 109 (16.6%) 658 3252 (16.9%) 19201 0.97 [0.79;1.20] 52.3%
Moline et al. (2024b) 6 (8.3%) 72 39 (6.3%) 615 : 1.34 [0.55;3.29] 10.9%
Puckett et al. (2025) 190 (74.5%) 255 132 (66.3%) 199 1.48 [0.99;2.23] 32.5%
Random effects model 1032 20045 1.11 [0.80; 1.53] 100.0%

Heterogeneity: /2 = 47.2% [0.0%; 82.5%], p = 0.13 f ' f f !
0.01 0.1 051 2 5
Odds ratio (95%Cl, log scale)




image21.png
Hispanic

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% ClI Weight
Moline et al. (2024a) 0 (0.0%) 8 5 (16.7%) 30 < > 0.27 [0.01; 5.46] 0.3%
Razzaghi et al. (2024) 65 (44.2%) 147 232 (44.3%) 524 1.00 [0.69;1.44] 13.2%
Xu et al. (2024) 138 (10.4%) 1328 68 (8.3%) 820 1.28 [0.95;1.74] 17.3%
Kemp et al. (2025) 863 (23.8%) 3625 3252 (16.9%) 19201 1.53 [1.41;1.67] 452%
Puckett et al. (2025) 360 (75.3%) 478 132 (66.3%) 199 155 [1.08;2.22] 13.7%
Moline et al. (2024b) 53 (11.2%) 475 39 (6.3%) 615 1.85 [1.20;2.86] 10.3%
Random effects model 6061 21389 1.43 [1.22;1.67] 100.0%
Heterogeneity: /2 = 38.7% [0.0%; 75.7%), p = 0.15 f T !

0.1 0.5 1 2 5

Odds ratio (95%Cl, log scale)




image22.png
American Indian or Alaska Native (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% ClI Weight
Kemp et al. (2025) 48 (20.3%) 237 3252 (16.9%) 19201 —~— 1.25 [0.91; 1.71] 97.9%
Moline et al. (2024a) 0 (0.0%) 1 5 (16.7%) 30 < : 1.55 [0.06; 43.20] 0.9%
Moline et al. (2024b) 0 (0.0%) 4 39 (6.3%) 615 < - 1.62 [0.09; 30.66] 1.2%
Random effects model 242 19846 1= 1.25 [0.91; 1.72] 100.0%
Heterogeneity: /1% = 0.0% [0.0%; 89.6%], p = 0.98 f ' ror !

0.1 2 5 10 20 50

Odds ratio (95%Cl, log scale)




image23.png
Multiple or Other (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Moline et al. (2024a) 41 (8.1%) 505 5 (16.7%) 30 —'—-— 0.44 [0.16; 1.22] 8.2%
Razzaghi et al. (2024) 25 (37.9%) 66 232 (44.3%) 524 —— 0.77 [0.45;1.30] 16.8%
Puckett et al. (2025) 83 (61.9%) 134 132 (66.3%) 199 —— 0.83 [0.52;1.30] 18.6%
Kemp et al. (2025) 295 (21.0%) 1403 3252 (16.9%) 19201 | 1.31 [1.14;1.49] 26.6%
Moline et al. (2024b) 10 (8.8%) 114 39 (6.3%) 615 —p 1.42 [0.69;2.93] 12.4%
Xu et al. (2024) 24 (14.9%) 161 68 (8.3%) 820 i 194 [1.18;3.19] 17.5%
Random effects model 2383 21389 <> 1.09 [0.77;1.53] 100.0%
Heterogeneity: 12 = 64.3% [13.8%; 85.2%], p = 0.02 ‘ ' ' '

0.1 05 1 2

Odds ratio (95%C

, log scale)




image24.png
Hispanic

Non-Hispanic

Study Immunised Total Immunised Total OR 95% ClI Weight
Moline et al. (2024a) 0 (0.0%) 8 59 (8.5%) 691 < + 0.63 [0.04; 10.97] 0.5%
Xu et al. (2024) 138 (10.4%) 1328 192 (10.9%) 1762 — 0.95 [0.75; 1.20] 21.3%
Razzaghi et al. (2024) 65 (44.2%) 147 323 (44.9%) 719 — 0.97 [0.68; 1.39] 15.7%
Puckett et al. (2025) 360 (75.3%) 478 434 (68.7%) 632 — 1.39 [1.07; 1.82] 19.6%
Kemp et al. (2025) 863 (23.8%) 3625 4179 (17.3%) 24105 Do 149 [1.37; 1.62] 27.3%
Moline et al. (2024b) 53 (11.2%) 475 83 (7.3%) 1141 ———— 160 [1.11; 2.30] 15.5%
Random effects model 6061 29050 _ 1.26 [1.02; 1.55] 100.0%
Heterogeneity: 12=72.0% [35.3%; 87.9%], p < 0.01 f
0.5 1

Odds ratio (95%Cl, log scale)




image25.png
Preterm (<37 weeks)

Term (37 or more weeks)

Study Immunised Total Immunised Total OR 95% Cl Weight
Homo et al. (2024) 1 (5.9%) 17 210 (43.5%) 483 0.08 [0.01; 0.62] 0.5%
Moline et al. (2024b) 5 (1.9%) 261 65 (4.4%) 1468 0.42 [0.17; 1.06] 2.4%
Kemp et al. (2025) 215 (9.1%) 2373 4585 (18.0%) 25415 0.45 1[0.39;0.52] 97.1%
Random effects model 2651 27366 S 0.45 [0.39; 0.52] 100.0%
Heterogeneity: /2 = 27.5% [0.0%; 92.5%], p = 0.25 f ' !

0.01 0.1 12

Odds ratio (95%Cl, log scale)




image26.png
Male infants

Female infants

Study Immunised Total Immunised Total OR 95% Cl Weight
Son et al. (2024) 514 (33.3%) 1545 497 (34.8%) 1428 4"1‘ 0.93 [0.80;1.09] 14.3%
Kemp et al. (2025) 2461 (17.1%) 14398 2306 (17.2%) 13390 0.99 [0.93;1.05] 84.4%
Moline et al. (2024b) 45 (4.5%) 996 24 (3.2%) 740 1.41 [0.85; 2.34] 1.3%
Random effects model 16939 15558 0.99 [0.93; 1.05] 100.0%
Heterogeneity: 12 = 18.6% [0.0%; 91.5%], p = 0.29 f '

0.5 1 2

Odds ratio (95%Cl, log scale)




image27.png
Public insurance

Private insurance

Study Immunised Total Immunised Total OR 95% Cl Weight
Moline et al. (2024b) 21 (2.0%) 1029 40 (7.9%) 507 e 0.24 [0.14;0.42] 20.7%
Son et al. (2024) 60 (13.2%) 453 950 (37.8%) 2516 - 0.25 [0.19;0.33] 25.9%
Kemp et al. (2025) 1208 (12.4%) 9749 3466 (21.1%) 16406 : 0.53 [0.49;0.57] 28.4%
Razzaghi et al. (2024) 95 (28.0%) 339 122 (39.0%) 313 L 0.61 [0.44;0.85] 25.0%
Random effects model 11570 19742 e 0.38 [0.24; 0.61] 100.0%
Heterogeneity: 12 = 90.9% [79.8%; 95.9%], p < 0.01 f f

0.01 0.1

Odds ratio (95%Cl, log scale)




image28.png
No insurance or other insurance

Private insurance

Study Immunised Total Immunised Total OR 95% Cl Weight
Razzaghi et al. (2024) 0 (0.0%) 26 122 (39.0%) 313 < . f 0.03 [0.00;0.49] 12.6%
Kemp et al. (2025) 80 (5.5%) 1455 3466 (21.1%) 16406 - 0.22 [0.17;0.27] 48.2%
Moline et al. (2024b) 7 (5.2%) 135 40 (7.9%) 507 —~—— 0.64 [0.28;1.46] 39.2%
Random effects model 1616 17226 - 0.26 [0.08; 0.82] 100.0%
Heterogeneity: 12 = 75.5% [19.1%; 92.6%), p = 0.02 f '

0.01 0.1 1

Odds ratio (95%Cl, log scale)




image29.png
No insurance or other insurance

Public insurance

Study Immunised Total Immunised Total OR 95% Cl Weight
Razzaghi et al. (2024) 0 (0.0%) 26 95 (28.0%) 339 «—=————— 0.05 [0.00;0.80] 22.3%
Kemp et al. (2025) 80 (5.5%) 1455 1208 (12.4%) 9749 0.41 [0.33;0.52] 40.2%
Moline et al. (2024b) 7 (5.2%) 135 21 (2.0%) 1029 e — 2.62 [1.09;6.30] 37.5%
Random effects model 1616 11117 <:,> 0.51 [0.07; 3.70] 100.0%
Heterogeneity: /2 = 89.2% [70.7%; 96.0%], p < 0.01 f ' ! !

0.01 0.1 1 10

Odds ratio (95%Cl, log scale)




image30.png
Black or African American (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Moline et al. (2024b) 8 (2.5%) 326 38 (5.7%) 663 —-——— 041 [0.19;0.90] 14.7%
Son et al. (2024) 44 (22.7%) 194 618 (36.6%) 1687 —= 0.51 [0.36;0.72] 27.3%
Kemp et al. (2025) 280 (10.7%) 2606 3476 (18.1%) 19201 — 0.54 [0.48;0.62] 33.8%
Razzaghi et al. (2024) 40 (36.4%) 110 134 (33.8%) 396 P 112 [0.72;1.74]  24.2%
Random effects model 3236 21947 —— 0.61 [0.41; 0.90] 100.0%
Heterogeneity: 12 = 71.4% [18.5%; 90.0%], p = 0.01 f f
0.1 0.5

Odds ratio (95%Cl, log scale)




image31.png
Asian (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Son et al. (2024) 201 (32.5%) 618 618 (36.6%) 1687 0.83 [0.69;1.01] 36.6%
Kemp et al. (2025) 168 (25.5%) 658 3476 (18.1%) 19201 1.55 [1.30;1.86] 36.8%
Moline et al. (2024b) 12 (14.8%) 81 38 (5.7%) 663 2.86 [1.43;5.73] 26.6%
Random effects model 1357 21551 1.45 [0.75; 2.81] 100.0%
Heterogeneity: /% = 92.7% [81.8%; 97.0%], p < 0.01 f !

0.5 1 2 5 10

Odds ratio (95%Cl, log scale)




image32.png
Hispanic White (Non-Hispanic)
Study Immunised Total Immunised Total OR 95% Cl Weight
Moline et al. (2024b) 8 (1.5%) 534 38 (5.7%) 663 ——m——— 0.25 [0.12;0.54] 16.2%
Son et al. (2024) 73 (24.7%) 295 618 (36.6%) 1687 —— 0.57 [0.43;0.75] 28.2%
Razzaghi et al. (2024) 35 (28.9%) 121 134 (33.8%) 396 — 0.80 [0.51;1.24] 24.1%
Kemp et al. (2025) 587 (16.2%) 3625 3476 (18.1%) 19201 : 0.87 [0.79;0.96] 31.4%
Random effects model 4575 21947 _ 0.62 [0.40; 0.96] 100.0%
Heterogeneity: 1 = 82.6% [55.5%; 93.2%], p < 0.01 f f
0.1 0.5 1

Odds ratio (95%Cl, log scale)




image33.png
Multiple or Other (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Moline et al. (2024b) 4 (33%) 121 38 (5.7%) 663 + 0.56 [0.20; 1.61] 1.5%
Son et al. (2024) 93 (28.6%) 325 618 (36.6%) 1687 —— 0.69 [0.53;0.90] 23.3%
Razzaghi et al. (2024) 15 (29.4%) 51 134 (33.8%) 396 ——————  0.81 [0.43;154] 4.1%
Kemp et al. (2025) 252 (15.4%) 1640 3476 (18.1%) 19201 - 0.82 [0.71;0.94] 71.1%
Random effects model 2137 21947 > 0.78 [0.69; 0.89] 100.0%
Heterogeneity: 12 = 0.0% [0.0%; 84.7%], p = 0.64 f f
0.1 0.5

Odds ratio (95%Cl, log scale)




image34.png
Hispanic

Non-Hispanic

Study Immunised Total Immunised Total OR 95% Cl Weight
Moline et al. (2024b) 8 (1.5%) 534 62 (52%) 1203 —a— 0.28 [0.13;0.59] 15.5%
Son et al. (2024) 73 (24.7%) 295 1822 (34.2%) 5322 — 0.63 [0.48;0.83] 28.5%
Razzaghi et al. (2024) 35 (28.9%) 121 189 (33.9%) 557 —— 0.79 [0.52;1.22] 23.8%
Kemp et al. (2025) 587 (16.2%) 3625 4176 (17.3%) 24105 : 0.92 [0.84;1.01] 32.2%
Random effects model 4575 31187 — 0.66 [0.44; 0.99] 100.0%
Heterogeneity: /% = 81.2% [50.9%; 92.8%], p < 0.01 f f
0.1 0.5 1

Odds ratio (95%ClI, log scale)




image35.png
Age group: 75 or more years

Age group: 60-74 years

Study Immunised Total Immunised Total OR 95% Cl Weight
Payne et al. (2024) 2125 (10.3%) 20651 1150 (7.2%) 16055 =i 149 [1.38;1.60] 34.7%
Surie et al. (2024) 143 (11.7%) 1222 122 (6.9%) 1756 —— 1.78 [1.38;2.29] 15.2%
Geng et al. (2024) 3871 (31.2%) 12395 7382 (20.0%) 36927 | 1.82 [1.74;1.90] 37.6%
Tartof et al. (2024) 158 (3.9%) 4046 65 (2.2%) 3001 —=— 1.84 [1.37;2.46] 12.6%
Random effects model 38314 57739 < 1.69 [1.49; 1.92] 100.0%
Heterogeneity: 1 = 85.3% [63.6%; 94.0%], p < 0.01 f '

0.5 1 2

Odds ratio (95%Cl, log scale)




image36.png
Males Females
Study Immunised Total Immunised Total OR 95% Cl Weight
I
Birabaharan et al. (2024) 40029 (27.9%) 143226 58895 (28.6%) 205692 | 0.97 [0.95;0.98] 39.1%
Payne et al. (2024) 1535 (8.8%) 17424 1740 (9.0%) 19282 = 0.97 [0.91;1.05] 22.3%
Geng et al. (2024) 5091 (22.6%) 22527 5841 (21.8%) 26795 1.05 [1.00;1.09] 31.5%
Tartof et al. (2024) 108 (3.3%) 3228 115 (3.0%) 3819 1.11 [0.85; 1.46] 3.3%
Surie et al. (2024) 136 (9.4%) 1453 129 (8.5%) 1525 1.12 [0.87; 1.44] 3.7%
Random effects model 187858 257113 1.00 [0.95;1.06] 100.0%
Heterogeneity: 12 = 71.7% [28.6%; 88.8%)], p < 0.01 f '
0.5 1

Odds ratio (95%Cl, log scale)




image37.png
Immuno-compromised Not immuno-compromised

Study Immunised Total Immunised Total OR 95% Cl Weight
Payne et al. (2024) 820 (9.7%) 8432 2455 (8.7%) 28274 —— 1.13 [1.04;1.23] 55.7%
Tartof et al. (2024) 35 (3.5%) 998 188 (3.1%) 6049 —_— 1.13 [0.78;1.64] 18.0%
Surie et al. (2024) 84 (11.7%) 720 181 (8.0%) 2258 ———— 152 [1.15;1.99] 26.3%
Random effects model 10150 36581 ———— 1.22 [1.02; 1.47] 100.0%

Heterogeneity: 12 = 49.9% [0.0%; 85.5%], p = 0.14
0.5 1 2

Odds ratio (95%Cl, log scale)




image38.png
One or more comorbidities

No comorbidities

Study Immunised Total Immunised Total OR 95% Cl Weight
Surie et al. (2024) 256 (8.9%) 2861 9 (7.7%) 117 ————— 118 [0.59;2.36] 6.2%
Payne et al. (2024) 3149 (9.1%) 34595 126 (6.0%) 2111 . 1.58 [1.31;1.90] 87.3%
Tartof et al. (2024) 214 (3.3%) 6573 9 (1.9%) 474 ———*7 1.74 [0.89; 3.41] 6.5%
Random effects model 44029 2702 <> 1.56 [1.31; 1.85] 100.0%
Heterogeneity: /2 = 0.0% [0.0%; 89.6%], p = 0.69 f '

0.5 1 2

Odds ratio (95%Cl, log scale)




image39.png
Black or African American (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Surie et al. (2024) 18 (3.1%) 582 219 (11.7%) 1867 —a 0.24 [0.15;0.39] 16.7%
Payne et al. (2024) 125 (4.5%) 2789 2758 (10.2%) 27057 —.— 0.41 [0.34;0.50] 21.1%
Birabaharan et al. (2024) 6089 (16.9%) 36016 85148 (31.0%) 275030 0.45 [0.44;047] 22.0%
Geng et al. (2024) 606 (17.6%) 3441 9356 (23.3%) 40154 0.70 [0.64;0.77] 21.8%
Tartof et al. (2024) 39 (3.3%) 1197 93 (3.6%) 2602 — 0.91 [0.62;1.33] 18.5%
Random effects model 44025 346710 —_ 0.50 [0.33; 0.75] 100.0%
Heterogeneity: /2 = 96.1% [93.3%; 97.7%), p < 0.01 f ' 2'
0.1 0.5 1

Odds ratio (95%Cl, log scale)




image40.png
Asian (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Birabaharan et al. (2024) 2296 (17.5%) 13132 85148 (31.0%) 275030 0.47 [0.45;0.49] 34.6%
Geng et al. (2024) 315 (22.5%) 1399 9356 (23.3%) 40154 ‘ 0.96 [0.84;1.09] 34.2%
Tartof et al. (2024) 43 (5.1%) 839 93 (3.6%) 2602 e 1.46 [1.01;211] 31.1%
Random effects model 15370 317786 _ 0.85 [0.45;1.62] 100.0%
Heterogeneity: /2 = 98.5% [97.4%; 99.2%], p < 0.01 f ' !

0.1 05 1 2

Odds ratio (95%Cl, log scale)




image41.png
Hispanic White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Surie et al. (2024) 16 (4.8%) 335 219 (11.7%) 1867 —_— 0.38 [0.22;0.64] 10.5%
Payne et al. (2024) 151 (4.8%) 3160 2758 (10.2%) 27057 = 0.44 [0.37;0.52] 22.8%
Birabaharan et al. (2024) 3494 (18.9%) 18458 85148 (31.0%) 275030 : 0.52 [0.50; 0.54] 26.1%
Tartof et al. (2024) 48 (2.1%) 2323 93 (3.6%) 2602 —a— 0.57 [0.40;0.81] 15.6%
Geng et al. (2024) 508 (18.3%) 2778 9356 (23.3%) 40154 ) 0.74 [0.67;0.81] 25.0%
Random effects model 27054 346710 —— 0.54 [0.43; 0.67] 100.0%
Heterogeneity: /% = 91.8% [83.8%; 95.8%), p < 0.01 f ' !

0.1 0.5 1 2

Odds ratio (95%Cl, log scale)




image42.png
Multiple or Other (Non-Hispanic)

White (Non-Hispanic)

Study Immunised Total Immunised Total OR 95% Cl Weight
Tartof et al. (2024) 0 (0.0%) 86 93 (3.6%) 2602 < + 0.16 [0.01; 2.52] 0.5%
Surie et al. (2024) 7 (6.9%) 101 219 (11.7%) 1867 —'——— 0.56 [0.26; 1.22] 5.4%
Payne et al. (2024) 231 (6.8%) 3395 2758 (10.2%) 27057 0.64 [0.56;0.74] 29.5%
Birabaharan et al. (2024) 2796 (25.3%) 11052 85148 (31.0%) 275030 0.76 [0.72;0.79] 34.1%
Geng et al. (2024) 344 (22.2%) 1550 9356 (23.3%) 40154 ' 0.94 [0.83;1.06] 30.6%
Random effects model 16184 346710 = 0.75 [0.62; 0.92] 100.0%
Heterogeneity: /2 = 78.9% [49.7%; 91.1%), p < 0.01 f T ' r

0.01 0.1 051 2 5

Odds ratio (95%Cl, log scale)




image43.png
Hispanic Non-Hispanic

Study Immunised Total Immunised Total OR 95% ClI Weight
Surie et al. (2024) 16 (4.8%) 335 244  (9.6%) 2550 —_— 0.47 [0.28; 0.80] 8.7%
Payne et al. (2024) 151 (4.8%) 3160 3114 (9.4%) 33241 = 0.49 [0.41;0.57] 22.7%
Tartof et al. (2024) 48 (2.1%) 2323 175 (3.7%) 4724 — 0.55 [0.40;0.76] 15.0%
Birabaharan et al. (2024) 3494 (18.9%) 18458 87843 (29.2%) 300686 - 0.57 [0.54;0.59] 27.7%
Geng et al. (2024) 508 (18.3%) 2778 10621 (22.8%) 46544 0.76 [0.69;0.84] 25.9%
Random effects model 27054 387745 < 0.58 [0.48; 0.69] 100.0%
Heterogeneity: /% = 88.5% [75.7%; 94.5%), p < 0.01 f f !

0.1 0.5 1 2

Odds ratio (95%Cl, log scale)




