Supplementary Methods and Data

List of symptoms
Symptomatic influenza illness was defined as a PCR-positive influenza infection with at least one of the following symptoms. Most participants reported specific symptoms through weekly online surveys; some reported the presence of at least one symptom from a list (see Table S1 footnote) at the time of their weekly surveillance swab. The frequency of each symptom (out of 201 symptomatic illnesses) is shown in Table S1; frequencies sum to >100% because many participants reported more than one symptom.

Table S1. Frequency of symptoms among participants with influenza illness (N=201)
	Symptom
	Yes 
n (%)
	No
n (%)
	Unknown*
n (%)

	Cough
	162 (81)
	24 (12)
	15 (7)

	Nasal congestion
	153 (76)
	36 (18)
	12 (6)

	Fatigue
	144 (72)
	45 (22)
	12 (6)

	Febrile (fever or chills or both)
	132 (66)
	57 (28)
	12 (6)

	Headache
	132 (66)
	57 (28)
	12 (6)

	Aches
	114 (57)
	72 (36)
	15 (7)

	Sore throat
	110 (55)
	76 (38)
	15 (7)

	Joint pain
	49 (24)
	140 (70)
	12 (6)

	Shortness of breath
	47 (23)
	132 (70)
	15 (7)

	Nausea
	39 (19)
	150 (75)
	12 (6)

	Diarrhea
	29 (14)
	158 (79)
	15 (7)

	Vomiting
	15 (7)
	174 (87)
	12 (6)

	Abdominal pain
	13 (65)
	176 (88)
	12 (6)

	Change in taste or smell
	13 (6)
	173 (86)
	15 (7)

	Rash
	5 (2)
	184 (92)
	12 (6)


*These participants indicated that they were experiencing at least one of the following at the time of their surveillance swab: aches, chills, cough, diarrhea, fever, shortness of breath, change in smell or taste, or sore throat.
Vaccine effectiveness by influenza A subtype methods
To calculate VE against infection by influenza A subtype, we took two approaches. The first, presented in the main text, assumed that participants who had laboratory-confirmed influenza that was not the subtype of interest were still at risk for that influenza subtype for the remainder of their follow-up (at-risk method). For example, in the analysis of VE against influenza A(H1N1)pdm09, individuals who had a positive test result for influenza A(H3N2) or influenza A of unknown subtype re-entered the cohort as at-risk starting 14 days from their positive test. Their person-time was extended to the former of a laboratory-confirmed infection with influenza A(H1N1)pdm09 (in practice this did not occur), study withdrawal, or May 31, 2022. The second method, presented here, assumed that participants infected with any influenza virus were protected from additional infections for the remainder of the season, and were censored on date of specimen collection. The two approaches produced very similar results. We presented the at-risk method in the main text (Table 2) because it has been observed that people may have more than one influenza infection in a season; results from the censoring method are shown below.

Table S2. Influenza vaccine effectiveness against all infections, symptomatic illnesses, and asymptomatic infections, by influenza A subtype (censoring method)
	
	Person-days
	PCR-positive
	Rate per 100,000 person-days
	Unadjusted Hazard Ratio
(95% CI)
	Adjusted† Hazard Ratio 
(95% CI)
	VE (%)
(95% CI)

	A(H1N1)pdm09
	
	
	
	
	
	

	Unvaccinated
	276730
	34
	12.3
	Ref.
	Ref.
	Ref.

	Vaccinated
	426596
	32
	7.50
	0.46
(0.29–0.73)
	0.51
(0.30–0.88)*
	49
(12–70)*

	
	
	
	
	
	
	

	A(H3N2)
	
	
	
	
	
	

	Unvaccinated
	276730
	46
	16.6
	Ref.
	Ref.
	Ref.

	Vaccinated
	426596
	50
	11.7
	0.64
(0.50–0.82)
	0.56
(0.36–0.87)*
	44
(13–64)*




