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1. Introduction

RSV is a common cause of respiratory tract infections. It usually causes a mild self-limiting
respiratory infection in adults and children, but it can be severe in infants and older adults
who are at increased risk of acute lower respiratory tract infection (LRTI), including
bronchiolitis in infants.

Predisposing clinical risk factors for severe RSV disease amongst infants include congenital
heart disease, chronic lung disease, chromosomal abnormalities, neuromuscular disorders,
large airway abnormalities and immunodeficiency, particularly multimorbidity.

In children considered high risk due to prematurity or chronic respiratory disease,
hospitalisation with RSV has a risk of death of around 3%. Compared with full-term infants,
those born very prematurely (<32 weeks' gestation) are approximately three times more
likely to be admitted to hospital and ten times more likely to require critical care due to RSV
infection.

RSV monoclonal antibody immunisation was first introduced with palivizumab, which was
approved for use in infants in Europe in 1999 and provides passive protection against RSV.
Due to its high cost and moderate effectiveness, its use was limited to selected high-risk
infants. The UK selective immunisation programme has traditionally been delivered through
neonatal and paediatric services.

More recently, two long-acting monoclonal antibodies have been licensed in the UK for the
prevention of RSV lower respiratory tract disease in infants: nirsevimab (Beyfortus®) and
clesrovimab (Enflonsia™). Nirsevimab was approved by the MHRA in 2022 (introduced in to
practice in 2025) and clesrovimab in 2026. Both provide passive immunity following a single
dose and have demonstrated effectiveness in reducing RSV-related hospitalisation.

Current JCVI recommendations support the use of long-acting RSV monoclonal antibodies
for eligible high-risk infants and young children, and for very and extremely preterm infants
(<32 weeks' gestation) who are less likely to benefit from maternal RSV vaccination. Either
nirsevimab or clesrovimab may be used in accordance with national commissioning
arrangements and local availability.

2. Choosing long-acting monoclonal antibody preparation

For the 2026/27 RSV season, eligible infants and children should receive a long-acting RSV
monoclonal antibody where this is available. Clesrovimab (Enflonsia™) and nirsevimab
(Beyfortus®) are both long-acting monoclonal antibody preparations and are considered
suitable first-line options for eligible infants and children under the selective programme.

Palivizumab (Synagis®) should be reserved for use only where neither long-acting
monoclonal antibody preparation is available, or where specialist advice indicates that it is
the most appropriate option.

The choice of long-acting monoclonal antibody should be guided by the current
commissioning criteria, licensed indication, local availability, existing stock holding,
prescribing and administration processes, and overall value for money. NHS acquisition
costs cannot be included in this guideline; however, local procurement arrangements
indicate that there is a cost differential between preparations, which should be taken into
account.



Use of existing palivizumab and/or nirsevimab stock should be prioritised before introducing
clesrovimab, to avoid unnecessary waste and support cost-effective use of available
supplies. Consider using nirsevimab in SCID patients who are greater than 12 months of age
due to product licensing.

Table 1: Practical considerations when selecting clesrovimab or nirsevimab for RSV
monoclonal antibody immunisation

Drug

Consideration

Clesrovimab

Nirsevimab

Infants up to 12 months of age
fixed dose: 105 mgin 0.7 mL,

Weight-based dose: 50 mgin 0.5
mL for infants weighing less than

Dose irrespective of weight. 5 kg; 100 mg in 1 mL for infants
weighing 5 kg or more.
Prevention of RSV lower Prevention of RSV lower
respiratory tract disease in respiratory tract disease in
Licensed neonates and infan'Fs (up tF) 1.2 n.eonates and infants .durir.mg their
indication months of age) during their first first RSV season, and in children
RSV season. (Clesrovimab use in up to 24 months who remain
infants over 12 months of age is vulnerable to severe RSV disease
outside of license) through their second RSV season.
Both preparations are considered | Both preparations are considered
Clinical suitable long-acting monoclonal suitable long-acting monoclonal

effectiveness

antibody options for eligible
infants and children in line with
Green Book guidance.

antibody options for eligible
infants and children in line with
Green Book guidance.

Operational
readiness

Requires local prescribing
agreement and EPMA system
changes before routine use.

Procurement, EPMA / prescribing
should be complete.

Current stock
position

No current stock holding.

To minimise waste and support
cost-effective stock management.
Existing stock should be used
where clinically appropriate
before introducing alternative
products.

Acquisition cost

See notes above.
Pharmacy procurement teams have access to the prices for
clesrovimab and nirsevimab on the framework.

Preparation and
storage

Pre-filled syringe. Store
refrigerated in accordance with
the Summary of Product
Characteristics.

May be kept at room temperature
for up to 48 hours, in line with
product-specific guidance.

Pre-filled syringe. Store
refrigerated in accordance with
the Summary of Product
Characteristics.

May be kept at room temperature
for up to 48 hours, in line with
product-specific guidance.

This table summarises practical considerations to support local product selection. Product choice must remain
in line with current commissioning criteria, licensed indication, clinical suitability, Blueteq registration
requirements, existing stock and local availability.




Only one long-acting RSV monoclonal antibody should be administered for protection during
a single RSV season, unless a further dose is specifically indicated in product-specific
guidance, for example following cardiac surgery with cardiopulmonary bypass.

3. Patients eligible for RSV monoclonal antibody

Criteria for the use of RSV monoclonal antibody medicines (clesrovimab, nirsevimab and
palivizumab) are published in the Green Book: Immunisation against infectious disease,
based on Joint Committee on Vaccination and Immunisation (JCVI) recommendations.

Clesrovimab, nirsevimab and palivizumab are commissioned by NHS England and should
only be prescribed in accordance with the commissioning criteria and operational guidance
in place for the relevant RSV season.

For the 2026/27 RSV season, eligible infants and children should receive clesrovimab or
nirsevimab as first-line prophylaxis where available. Palivizumab should be reserved for
situations where neither long-acting monoclonal antibody is available.

The 2026/27 commissioning criteria are unchanged from the previous year and are as
follows:

a) Very and extremely preterm infants

Infants born at less than 32 weeks' gestation (up to and including 31+6 weeks) should
receive a single dose of a long-acting RSV monoclonal antibody, either clesrovimab
(Enflonsia™) or nirsevimab (Beyfortus®), during or preceding their first RSV season. The
choice of product should be determined by current national commissioning arrangements
and local availability.

Infants who have received any RSV monoclonal antibody immunisation during a previous
RSV season are not routinely eligible for a further dose unless they meet the high-risk
criteria outlined below.

b)High-risk infants and young children as defined in Box 1 : High risk groups and Table 2:
Recommended use of monoclonal antibodies in high risk patients by gestational age

High-risk infants and children should be offered a long-acting RSV monoclonal antibody
regardless of whether the mother received RSV vaccination during pregnancy. Where
available, clesrovimab (Enflonsia™) or nirsevimab (Beyfortus®) are the recommended first-
line options.



Box 1 : High risk groups

High Risk due to chronic lung disease of prematurity (CLD), also known as bronchopulmonary
dysplasia (BPD)

e Pre-term infants, who have moderate or severe CLD. Moderate or severe CLD is defined
as ‘preterm infants with compatible x-ray changes who continue to receive
supplemental oxygen or respiratory support at 36 weeks post-menstrual age’. Children
who fall into the light and dark red shaded area of Error! Reference source not found.
should be offered prophylaxis.

Infants, under one year of age, with respiratory diseases who are not necessarily pre-
term but who remain in oxygen at the start of the RSV season are also considered to be
at higher risk if also diagnosed with one of the following:

o Pulmonary hypoplasia due to congenital diaphragmatic hernia

o Other congenital lung abnormalities (sometimes also involving congenital heart

disease or lung malformation)
o Interstitial lung disease
o Longterm ventilation (LTV*) at the onset of the season.

* The definition of LTV is ‘any child who when medically stable, continues to require a
mechanical aid for breathing, after an acknowledged failure to wean three months after the
institution of ventilation’ (Jardine and Wallis, 1998)

High Risk due to Congenital Heart Disease (CHD)

e The patient is a preterm infant under one year of age with haemodynamically
significant, acyanotic congenital heart disease at the chronological ages at the start of
the respiratory syncytial virus season and gestational ages covered within the light red
shaded area labelled in Error! Reference source not found.

The patient has cyanotic or acyanotic congenital heart disease PLUS significant co-
morbidities (particularly if multiple organ systems are involved).

High Risk due to Severe Combined Immunodeficiency Syndrome (SCID)

The patient is under the age of 24 months and has severe combined immunodeficiency
syndrome (SCID) -the most severe form of inherited deficiency of immunity, who are unable to
mount either T-cell responses or produce antibody against infectious agents — until immune
reconstituted.




Table 2: Recommended use of monoclonal antibodies in high-risk patients by gestational
age at birth and chronological age at start of RSV season (taken from the Green Book)

Gestational age at birth (weeks *92¥)

32*1to
34+0

30*'to
32+0

24*'to | 26%to | 28*'to
26+0 28+0 30+0

Chronological

<24%0
age (months)

>34+

<1.5

1.5to<3

3to<b6

6to<9

9

Light red shading denotes eligibility for premature infants with haemodynamically significant acyanotic
congenital heart disease; light or dark red shading denotes eligibility for premature infants with chronic lung
disease. See Box 1: High-risk groups for further details, including eligibility for other conditions. Note that most
infants under consideration for eligibility in this table are also eligible through the very and extremely preterm
criteria.

Table 3: Recommended use of monoclonal antibodies in premature high-risk patients with
chronic lung disease, by gestational age at birth and date of birth

Gestational age at birth (weeks *92¥)

Date of birth

<2440

24*1to
2810

28*1to
32%0

32*1to
3410

>34+

Chronological
age on 28t
September
2026

17*" August 2026 ! ! Less than 1.5
to 28t Feb 2027 w ) IR months
15t July — 16t \f \f

1 1 1.5- h
August 2026 >-3 months
1%t April — 30t
lune 2026 : ' 3-6 months

st — st N

1% Jan ~31 1 6-9 months

March 2026

criteria.

Denotes eligibility for preterm infants with chronic lung disease. Note that most infants under
consideration for eligibility in this table are also eligible through the very and extremely preterm




Table 4: Recommended use of monoclonal antibodies in premature high-risk patients with

acyanotic congenital heart disease, by gestational age at birth and date of birth

Gestational age at birth (weeks *9¥)
Chronological age
24+1 261 28+ +1

Date Of blrth S24+0 26+::)0 §8+go §0+EO 3(3)2+go on 28th September
2026

17 August 2026 | Wi | W | W | P U= | Lessthan 1.5

to 28" Feb 2027 months

15t July — 16th i, i, nm e

August 2026 1.5-3 months

15t April — 30th T [

June 2026 3-6 months

1*tJan — 31+

March 2026 6-9 months

S, Denotes eligibility for premature infants with haemodynamically significant acynanotic

congenital heart disease. Note that most infants under consideration for eligibility in this table
are also eligible through the very and extremely preterm criteria.

4. Timing of RSV monoclonal antibody administration

Eligible infants being discharged home from hospital for the first time between mid-
September and the end of February should receive a long-acting RSV monoclonal
antibody before discharge, while they remain an inpatient.

As protection from long-acting RSV monoclonal antibody immunisation is expected
to last for the RSV season, the dose does not need to be delayed until immediately
before discharge. Where possible, administration should be planned approximately 1
week in advance of discharge to allow time for absorption and distribution before
the infant goes home. Administration closer to discharge is not contraindicated and
should not delay discharge if earlier administration has not been possible.
IMPORTANT: Infants who remain on a neonatal unit for the duration of the RSV
season are not commissioned to receive RSV monoclonal antibody immunisation as
an inpatient unless there is a clear and imminent plan for discharge home.

Eligible infants discharged home for the first time before the start of the RSV season,
i.e. from 1 March and before mid-September, should be invited for outpatient RSV
monoclonal antibody immunisation, with appointments scheduled during the second
half of September or the first half of October.

Cardiac bypass

For individuals undergoing cardiac surgery with cardiopulmonary bypass, an additional dose
of long-acting RSV monoclonal antibody may be administered as soon as the individual is
stable after surgery to ensure adequate serum levels.




For nirsevimab (post cardiac bypass)

If within 90 days after receiving the first dose of the additional dose during the first RSV
season should be 50 mg or 100 mg according to body weight.

If more than 90 days have elapsed since the first dose, the additional dose could be a single
dose of 50 mg regardless of body weight during the first RSV season.

For clesrovimab (post cardiac bypass)

For infants undergoing cardiac surgery with cardiopulmonary bypass during the RSV season,
an additional 105 mg clesrovimab dose is recommended as soon as the infant is stable after
surgery to ensure adequate clesrovimab serum levels.

5. ldentifying patients

Neonatal and paediatric teams are responsible for identifying infants and young children
who meet the criteria for RSV monoclonal antibody immunisation in line with the current
Green Book, NHS England commissioning criteria and local operational arrangements.

For eligible infants discharged home before the start of the RSV season, it is the
responsibility of the local hospital to invite the infant for outpatient RSV monoclonal
antibody immunisation. Where possible, specialist teams should highlight eligible infants to
the relevant local hospital to support timely invitation and administration.

Very and extremely premature infants search criteria for the 2026,/27 RSV season.
Searches can be performed on BadgerNET or EPR.

1. Discharge date after 28 February 2026
Identifies infants who have not received RSV monoclonal antibody prophylaxis
during the 25/26 RSV season (before they were discharged). If an infant was
discharged before this date, they should have received RSV monoclonal antibody
during 25/26 season and would therefore not normally be eligible in the 2026/27
season.

2. Date of birth after 1 October 2025
This identifies infants who will be less than 12 months of chronological age at the
start of the 2026/27 RSV season. The Green Book defines an infant as a child under
12 months of age.

3. Gestational age at birth less than 32 weeks (up to and including 31+6 weeks)
This is the commissioning eligibility criterion for the very/extremely premature infant
cohort. Infants born at 32 weeks' gestation or above are not eligible under this
category.

4. Postcode
This should be used to identify the responsible neonatal unit or provider that will
arrange outpatient follow-up and invitation for immunisation.

Patients with chronic lung disease of prematurity. Searches can be performed on
BadgerNET or EPR.

The chronic lung disease search can be performed using the BadgerNET RSV report. This
identifies infants in the BPD category, taking account of date of birth, gestational age at



birth and oxygen or respiratory support requirement at 36 weeks post-menstrual age,
consistent with the Green Book criteria.

Other indications: congenital heart disease, chronic lung disease with additional
diagnoses, or severe combined immunodeficiency syndrome

These infants and children are likely to be cared for by tertiary specialist services.

Cardiology teams should identify infants and children who require RSV monoclonal antibody
immunisation under the congenital heart disease criteria.

Respiratory teams should identify infants and children who require RSV monoclonal
antibody immunisation under the chronic lung disease or other respiratory risk criteria.

Immunology teams should identify children who require RSV monoclonal antibody
immunisation under the severe combined immunodeficiency syndrome criteria.

Infants and children should only be invited to clinic once eligibility has been confirmed
against the commissioning criteria in section 3: Patients eligible for RSV monoclonal
antibody.

6. Use of Blueteq to register prior approval use of RSV monoclonal antibody
immunisation with NHS England

Any infant or child who receives RSV monoclonal antibody immunisation under the selective
programme must be registered via Blueteq and must meet the clinical criteria on the
relevant registration form.

Clesrovimab and nirsevimab Blueteq forms are available for the following eligibility groups:

e Infants with bronchopulmonary dysplasia

e Infants with congenital heart disease

e Infants with severe combined immunodeficiency syndrome (note clesrovimab is
licensed in children up to 12 months of age only — use in infants 12 months up to 24
months is off-label therefore Trust policy regarding unlicensed medicines should
apply.)

e Infants born very or extremely prematurely (<32 weeks gestation)

Please only complete the blueteq form for the product to be administered.

If an infant or child meets one of the high-risk group criteria in Box 1, the appropriate
indication-specific form should be used in preference to the form for infants born at less
than 32 weeks’ gestation. The less than 32 weeks’ gestation form should only be used where
this is the sole eligibility criterion.

Please ensure that the infant’s weight, gestational age at birth, chronological age and
intended RSV monoclonal antibody product are included in the Blueteq registration.

7. Prescribing information

All doses of RSV monoclonal antibody immunisation must be prescribed in advance of
administration. The product to be administered must be clearly specified on the prescription
and must match the product registered on Blueteq.



Dosing must be in accordance with the current product-specific guidance, the BNFC where
applicable, NHS England commissioning criteria and local prescribing arrangements.

Clesrovimab (Enflonsia™)
Dose

Infants up to 12 month of age: 105 mg in 0.7 mL as a single dose pre-filled syringe, to be
given immediately before or during the RSV season.

Note: Clesrovimab is licensed in children up to 12 months of age only. Therefore
clesrovimab use in infants 12 months up to 24 months for SCID is off-label therefore Trust
policy regarding unlicensed medicines should apply.

Nirsevimab (Beyfortus®)

Please note: UKHSA advises that nirsevimab is used in the doses provided in the BNFC for
the seasonal immunisation of high-risk children against RSV, but these may differ from the
licensed dosing schedule.

Neonate or infant with body weight less than 5 kg: 50 mg as a single dose, to be given
immediately before or during the RSV season.

Neonate or infant with body weight 5 kg or more: 100 mg as a single dose, to be given
immediately before or during the RSV season.

Where an additional dose is required following cardiac surgery with cardiopulmonary
bypass, follow the product-specific recommendations in the cardiac bypass section of this
guideline.

8. Family information

The UK health and security agency have developed a leaflet that supports families
understand the benefits of RSV immunisation. The leaflet is called “Why is my baby being
offered an RSV immunisation?”. It is designed for families of premature babies who are
offered Clesrovimab or Nirservimab to help protect their baby against respiratory syncytial
virus (RSV). The leaflet describes

e signs and symptoms of RSV
e clesrovimab or niservimab injection and how they help to protect against RSV
e side effects and how to report them

This leaflet can be found here or ordered in printed format here

9. Consent

Follow local procedure for obtaining immunisation consent; this is usually verbal consent.
Further information specific to immunisation consent can be found in Consent: the Green
Book, chapter 2.
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https://www.gov.uk/government/publications/why-is-my-baby-being-offered-an-rsv-immunisation
https://www.gov.uk/government/publications/why-is-my-baby-being-offered-an-rsv-immunisation

10. Monitoring, cautions and adverse effects
Monitoring post dose

There is no requirement for extended monitoring after administration of RSV monoclonal
antibody immunisation.

An anaphylaxis kit must be available in the clinical area whenever RSV monoclonal antibody
immunisation is administered. Serious hypersensitivity reactions are rare but have been
reported with monoclonal antibody products. If signs or symptoms of anaphylaxis or
another clinically significant hypersensitivity reaction occur, administration must be stopped
immediately and appropriate emergency treatment and supportive care initiated.

Undesirable effects

Reports of adverse reactions can be found in the relevant Summary of Product
Characteristics. Healthcare professionals should report any suspected adverse reactions via
the MHRA Yellow Card Scheme: www.mhra.gov.uk/yellowcard.

Clesrovimab (Enflonsia™) and nirsevimab (Beyfortus®) are subject to the Black Triangle
Scheme in the UK. The black triangle symbol (V) indicates that the product is new or has
limited safety data, and healthcare professionals are encouraged to report all suspected
adverse reactions.

Adverse reactions to RSV monoclonal antibodies are usually mild, if present at all. As
monoclonal antibodies provide passive immunity, they are not associated with the typical
symptoms, such as fever and local reactions, caused by the active immune response to
vaccines.

Previously reported adverse reactions

e For clesrovimab, injection site pain was reported in 5% of recipients in the phase 3
trial, which was similar to the proportion reported in placebo recipients. Rates of
swelling, redness, irritability, drowsiness, loss of appetite and fever were also highly
comparable between clesrovimab and placebo recipients.

e Inclinical trials of nirsevimab, the most frequent adverse reaction was rash, reported
in 0.7% of recipients within 14 days of immunisation. Most cases were mild. Pyrexia
and injection site reactions were reported in 0.5% and 0.3% of recipients
respectively within 7 days post dose. Most pyrexia cases were mild and all injection
site reactions were non-serious.

e Routine administration of paracetamol before or after RSV monoclonal antibody
immunisation is not required.

Cautions

Minor illness without fever or systemic upset is not a valid reason to postpone
immunisation. If an infant or child is acutely unwell, immunisation may be postponed until
they have fully recovered, to avoid confusing the diagnosis of any acute illness with a
possible adverse reaction.

RSV monoclonal antibody immunisation should not be given to anyone who has had a
confirmed anaphylactic reaction to a previous dose of clesrovimab, nirsevimab, palivizumab
or another humanised monoclonal antibody, or to any excipient of the monoclonal antibody
immunisation.
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Use with caution in infants and children with thrombocytopenia or any coagulation disorder.
Individuals with bleeding disorders may be immunised intramuscularly if, in the opinion of a
doctor familiar with the individual’s bleeding risk, immunisations or similar small volume
intramuscular injections can be administered with reasonable safety by this route. Where
intramuscular administration is considered appropriate, a fine needle should be used and
firm pressure applied to the injection site without rubbing for at least 2 minutes. The parent
or carer should be informed about the risk of haematoma from the injection.

11. Storage and administration
Storage

RSV monoclonal antibody immunisations should be stored in their original packaging in a
refrigerator at 2°C to 8°C, unless otherwise specified in the relevant Summary of Product
Characteristics.

Clesrovimab (Enflonsia™) is supplied as a 105 mg in 0.7 mL pre-filled syringe.

Nirsevimab (Beyfortus®) is supplied as either a 50 mg in 0.5 mL pre-filled syringe or a 100
mg in 1 mL pre-filled syringe.

Products should ordinarily be used immediately after being taken from the fridge to reduce
the risk of administration errors, minimise waste and support safe handling from a
microbiological perspective.

For nirsevimab (Beyfortus®), the Summary of Product Characteristics states that Beyfortus
may be kept at room temperature (20°C to 25°C), when protected from light, for a
maximum of 48 hours. After this time, the syringe must be discarded.

For clesrovimab (Enflonsia™), the Summary of Product Characteristics states that Enflonsia
may be kept at room temperature (20°C to 25°C) for a maximum of 48 hours. After removal
from the refrigerator, it must be used within 48 hours or discarded.

Co-administration with other vaccines

RSV monoclonal antibodies can be given at the same time as, or around the same time as,
vaccines scheduled as part of the routine childhood immunisation programme.

Monoclonal antibody passive immunisations are not expected to interfere with the active
immune response to concurrent vaccines.

If RSV monoclonal antibody immunisation is given at the same appointment as another
injectable immunisation, each injection should be administered using a separate syringe and
at a separate injection site. If given in the same limb, injection sites should be at least 2.5 cm
apart.

RSV monoclonal antibody immunisation must not be mixed with any vaccine in the same
syringe or vial.

The site at which each injection is given and the batch number of each product administered
must be recorded in the infant’s clinical record.

Administration process
Before administration:

e confirm eligibility against the relevant commissioning criteria
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e confirm consent has been obtained in line with local procedure

e confirm the product and dose prescribed

e ensure the product selected matches the prescription and Blueteq registration

e check the product name, strength, expiry date and batch number

e visually inspect the product for particulate matter and discolouration

e do not administer the product if it is cloudy, discoloured, contains large particles or
foreign particulate matter, or if the pre-filled syringe has been dropped or damaged.

Administer the full contents of the appropriate pre-filled syringe as an intramuscular
injection, preferably into the anterolateral aspect of the thigh. The gluteal muscle should
not be used routinely as an injection site because of the risk of damage to the sciatic nerve.

For clesrovimab (Enflonsia™), administer the full contents of the 105 mg in 0.7 mL pre-filled
syringe.

For nirsevimab (Beyfortus®), administer the full contents of the appropriate strength pre-
filled syringe:

e 50 mgin 0.5 mL for infants weighing less than 5 kg
e 100 mgin 1 mL for infants weighing 5 kg or more.

After administration, dispose of the used syringe and needle immediately in a sharps
container in accordance with local policy.

Recording administration

To support traceability of biological medicinal products, the following information must be
clearly recorded in the infant’s clinical record and on the prescription, in accordance with
local Trust policy:

e product name

e dose administered

e batch number

e expiry date

e date and time of administration

e route of administration

e injection site

e name and designation of the person administering the product

e confirmation that the administered product matches the Blueteq registration.

Administration should also be recorded in the infant’s Red Book, using the line or section for
non-routine immunisations.

For further information on clinical coding, see section 11: Guidance on the coding and
recording of RSV monoclonal antibody immunisation.

12. Guidance on the coding and recording of RSV monoclonal antibody
immunisation

Trusts must ensure that RSV monoclonal antibody immunisation is correctly recorded and
coded in the infant or child’s clinical record, and that administration is accurately
communicated to the individual’s GP. This applies to all RSV monoclonal antibody products
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used under the selective programme, including clesrovimab, nirsevimab and palivizumab
where applicable.

The procedure name and procedure code below must be used for recording administration
of RSV monoclonal antibody immunisation:

Programme Procedure Name oeeaicocch
SNOMED

NHS RSV Passive Administration of Respiratory Syncytial

Immunisation virus immune globulin, human 117089007

Programme (procedure)

The administered product must be recorded clearly by brand name and generic name, for
example:

e clesrovimab (Enflonsia™)
e nirsevimab (Beyfortus®)
e palivizumab (Synagis®), where applicable.

The following details must be recorded in the infant or child’s clinical record and included in
communication to the GP:

e product name, including brand and generic name

e dose administered

e batch number

e expiry date

e date and time of administration

e route and site of administration

e indication or eligibility group

e confirmation of Blueteq registration where required

e name and designation of the person administering the product.

Administration should also be recorded in the infant’s Red Book using the line or section for
non-routine immunisations.

Descriptors and SNOMED codes for RSV vaccines, including Abrysvo® used for the NHS
maternal and older adult RSV vaccination programmes, must not be used to record RSV
monoclonal antibody immunisation in infants and children.

It is important that RSV monoclonal antibody immunisation is not recorded as “RSV
vaccination” in infant or child records, as this could be misinterpreted as administration of
an RSV vaccine rather than a passive monoclonal antibody product.

Incorrect recording or coding of RSV monoclonal antibody immunisation may result in
confusion with RSV vaccination and could lead to unnecessary clinical incident investigation
by Trust and general practice providers.
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