
Vaccinations during pregnancy overview

Why vaccination matters in pregnancy

Pregnancy changes immune function, cardiopulmonary demand, and the stakes of an
otherwise routine infection. A respiratory virus, for example, may lead to more
severe maternal illness, more clinic visits, dehydration, fever, or
hospitalization than it would outside pregnancy. Preventing that illness is
valuable in its own right, because maternal stability supports placental
function and overall pregnancy well-being.

Vaccination also has an infant-protection dimension. Antibodies generated by
the pregnant person can cross the placenta, especially later in pregnancy,
creating a period of passive immunity before the baby is old enough to receive
many of their own vaccines. That is one reason maternal immunization is used
not only to protect the mother, but also to reduce early-life vulnerability in
the newborn.

When people hear the word vaccine, they often think first about fetal exposure
risk. In practice, clinicians also weigh the risk of the infection itself. For
many vaccine-preventable diseases, the infection is more concerning than the
vaccine, particularly when the product is non-live. That is why counseling is
usually framed around individualized benefit, rather than a one-size-fits-all



rule.

Vaccines that are routinely recommended

For most pregnant people, a small set of vaccines comes up repeatedly because
they have the clearest evidence base and the broadest public health benefit.

Influenza vaccine: The seasonal flu shot is recommended in any trimester during
flu season. Pregnancy increases the risk of influenza complications, so
protection is valuable even if the vaccine is given early in gestation.
Tdap: The tetanus, diphtheria, and acellular pertussis vaccine is recommended
during every pregnancy, typically between 27 and 36 weeks of gestation, with
the goal of maximizing transplacental antibody transfer against pertussis.
RSV vaccine: In settings where it is recommended and available, maternal RSV
vaccination is given in the late third trimester, typically 32 through 36 weeks
of gestation, to help reduce the risk of severe RSV disease in early infancy.

These recommendations are not arbitrary. They reflect a balance of maternal
safety data, the known burden of infection, and the timing needed for maternal
antibodies to reach the fetus. If a person is unsure whether they are up to
date, a prenatal visit is an ideal time to review records and fill gaps.

Vaccines generally avoided or deferred

The most important category to understand is live-virus vaccination.
Live-attenuated vaccines contain a weakened form of the organism and are
usually avoided in pregnancy because of theoretical fetal risk and the
availability of safer alternatives in many situations. Common examples include
measles-mumps-rubella \(MMR\) and varicella vaccines, and the live nasal
influenza vaccine is also generally not used in pregnancy.

This does not mean that every vaccine is unsafe. Rather, the type of vaccine
matters. Inactivated, recombinant, and toxoid vaccines do not contain live
organisms and are the basis for most routine pregnancy immunization
recommendations. If a live vaccine is needed because of travel, occupational
exposure, or an unusual outbreak scenario, the decision is handled case by case
and often involves obstetric and infectious disease input.



If a person receives a live vaccine before knowing they are pregnant, that is
understandably stressful. In most instances, the next step is prompt discussion
with a clinician rather than panic, because management depends on the exact
vaccine, timing, and individual context.

Timing, trimester, and antibody transfer

Timing matters because the fetal and neonatal benefits of maternal vaccination
are partly mediated through antibody kinetics. For Tdap, giving the vaccine in
the late second or third trimester allows time for the maternal immune response
to develop and for antibodies to cross the placenta before birth. For RSV
vaccination, the late third trimester timing is similarly chosen to optimize
protection for the baby during the earliest months of life.

Influenza is different because the main goal is seasonally relevant maternal
protection, so the vaccine is recommended as soon as it is available during flu
season, regardless of trimester. That flexibility is reassuring: pregnancy is
not a reason to wait until a particular month if a non-live vaccine is
indicated and the season or exposure risk is active.

The broader concept is that late-pregnancy immunization can function almost
like a bridge. It helps protect the pregnant person now, and it may also cover
the infant during the window before routine pediatric immunizations begin. That
bridge is one of the strongest arguments for maternal vaccination when a
recommended vaccine is available.

Risk-based vaccines and special circumstances

Not every vaccine belongs in every prenatal chart, but that does not make the
question unimportant. Some vaccines are considered when a person has a specific
exposure risk, medical condition, or travel itinerary. Examples may include
hepatitis A, hepatitis B, meningococcal, pneumococcal, or polio vaccination,
depending on local guidance and the individual clinical scenario.

Travel and outbreak settings deserve special attention. A person who will be in
a region with a relevant infection risk may need a different immunization plan
than someone staying close to home. In those situations, clinicians often
review destination, duration, likely exposures, and whether the vaccine is live



or non-live. When uncertainty is high, a travel medicine specialist or
maternal-fetal medicine clinician can help refine the plan.

The important takeaway is that pregnancy does not eliminate the need to think
about prevention. It simply makes the risk-benefit conversation more
deliberate. If a vaccine would lower the chance of a serious maternal
infection, reduce fetal risk, or prevent a newborn from facing an avoidable
illness, that benefit may outweigh the usual hesitation.

How to discuss vaccines with your clinician

A useful prenatal vaccine conversation is specific rather than generic. Bring
your immunization record if you have it, and mention recent travel, household
exposures, chronic conditions, or occupational risks such as healthcare work,
childcare, laboratory work, or contact with animals. These details can change
which vaccines are recommended and when.

It also helps to ask about what to do if a scheduled dose is missed. Some
vaccines can still be given later in pregnancy, while others are better
addressed postpartum or before a future pregnancy. If you are planning ahead
rather than already pregnant, vaccine timing before conception can prevent a
live-vaccine delay and simplify the prenatal schedule later.

Finally, remember that vaccination is only one part of prenatal infection
prevention. Hygiene, food safety, travel planning, and prompt evaluation of
concerning symptoms all work together with immunization. The goal is not
perfect certainty; it is thoughtful prevention and early action when needed.


