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Editorial 

The Next Battleground for Patient Safety: 
Influenza Immunization of Healthcare Workers 

Christopher J. Hoffmann, MD, MPH; Trish M. Perl, MD, MSc 

The farther backward you look, the farther forward you 
are likely to see.—Winston Churchill 

In 1918, more people died of influenza in 24 days 
than in 24 years of the human immunodeficiency virus epi­
demic, including many healthcare workers (HCWs) and in­
fluenza researchers.1 Today, although we may not be in the 
midst of a global pandemic, we have significant numbers of 
healthcare-associated influenza infection in addition to com­
munity-acquired infections. For example, last year, a 37-year-
old man with a history of complex congenital heart disease 
was transferred, on a ventilator, to our institution because of 
respiratory failure thought to be due to Eisenmenger's syn­
drome. His evaluation for possible heart-lung transplanta­
tion revealed influenza, likely acquired at the outside institu­
tion. The patient avoided an unnecessary operation but was 
one of many healthcare-associated episodes of influenza that 
occurred last winter in U.S. hospitals. The tragedy of this and 
similar episodes worldwide is that many influenza infections 
could be prevented by vaccinating HCWs. Fortunately, our 
patient recovered from his intensive care ordeal and was not 
added to the estimated 36,000, or 1 in 10,000, Americans who 
die annually of influenza.23 A new approach to implementa­
tion of HCW vaccination is needed, achieved through effec­
tive programming, determined local leadership to champion 
programs, and institutional support to enable infection con­
trol leaders to partner with their employee health colleagues 
to implement successful programs. 

HCW vaccination reduces patient mortality and is 
part of the Centers for Disease Control and Prevention's 
strategy for prevention and control of influenza.45 As the 

percentage of vaccinated HCWs increases, healthcare-asso­
ciated influenza decreases.6 Vaccination of HCWs decreas­
es influenza infection among HCWs by 88%7 and reduces 
patient mortality by 50%.4'7'8 Finally, vaccination improves 
clinical safety by decreasing workplace disruption from 
absenteeism.79 Despite these compelling data, fewer than 
half of the HCWs in the United States receive the influenza 
vaccine each year.5 

A year ago, Infection Control and Hospital Epidemiol­
ogy published an editorial and articles describing effective 
interventions and significant strides individual institutions 
have made in improving HCW vaccination rates.1011 This is­
sue of Infection Control and Hospital Epidemiology includes 
further studies examining personal and institutional barriers 
to achieving higher rates of HCW vaccination. Studies in this 
issue by Wodi et al. and Tapiainen et al. continue to build 
the knowledge base for building a successful vaccine deliv­
ery infrastructure. Specifically, they identify individual HCW 
barriers to vaccination.1213 Wodi et al. focused on resident 
physicians in a single hospital; Tapiainen et al. evaluated a 
broad range of HCWs in a single children's hospital. Both 
groups showed that the primary reason for HCWs to receive 
influenza vaccination was to protect themselves, not patients. 
Among resident physicians, Wodi et al. reported the most 
common reason for not getting vaccinated was lack of time 
(47%). Remarkably, 31% of all respondents indicated that in­
fluenza vaccination could cause influenza, suggesting a clear 
need for further education. Tapiainen et al. examined barri­
ers to influenza vaccination in a variety of HCWs—nurses, 
physicians, and ancillary staff—and the impact of an educa­
tional intervention designed to overcome identified barriers 
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in their children's hospital. After an educational intervention, 
vaccination rates rose from 43% to 64% among physicians. 
Perhaps their most important finding was that the primary 
reason for getting vaccinated shifted from self-protection to 
protection of patients after the educational intervention. 

These two studies present several important messag­
es. First, they point to a continued inadequate understanding 
of influenza among HCWs, especially regarding the patient 
safety benefit of HCW vaccination and the potential side ef­
fects from influenza vaccination. Second, they indicate that 
convenience should not be overlooked in HCW vaccination 
programs. Third, shifting the message from self-interest to al­
truism in protecting patients may improve vaccination rates. 
Taken together, they provide further support for taking vac­
cination beyond the realm of basic employee health, making 
it a patient safety issue. HCW vaccination can be viewed as 
a means of protecting patients from influenza exposure and 
the related mortality seen among vulnerable populations and 
should be presented as such to both HCWs and the hospital 
leadership. This is in contrast to a vaccination strategy and 
message aimed at reducing worker absenteeism (although 
also important). Asking HCWs to stay home if they have influ­
enza-like symptoms is impractical because half of those with 
influenza infection have mild symptoms or no symptoms at 
all.14 The second way that vaccination should move to the pa­
tient care setting is by physically providing HCW vaccination 
services in wards, clinics, and common meeting areas, such 
as outside the hospital cafeteria. In addition to the emphasis 
on the patient safety message, moving vaccination services 
to patient care areas helps to overcome inconvenience and 
the time spent going to an employee health clinic or influ­
enza vaccination station (lack of time is the main reason cited 
for foregoing vaccination). These recommendations are not 
new. Successful influenza vaccine programs have shown that 
taking the vaccine to healthcare's trenches (ie, the wards 
and clinics) using mobile cart programs and implementing 
mass vaccination after conferences and grand rounds have 
improved vaccination compliance.615 

We have reached a point of having sufficient research 
to design programs that overcome individual barriers and 
increase HCW influenza vaccination. Unfortunately, despite 
development of creative strategies, repeated calls from the 
hospital infection control community, and isolated exam­
ples of success, we continue to suffer nationally from unac-
ceptably low rates of HCW vaccination. This policy issue 
competes for attention with many other important issues; 
more understanding alone is not enough to overcome insti­
tutional inertia. The major challenge now is capturing the 
attention of hospital administrators to gain institutional sup­
port needed to implement necessary programs. Until this 
happens, the work from studies published in this issue, and 
in others before and after it, will not reach the full potential 
of decreasing morbidity from healthcare-associated influ­
enza by increasing HCW vaccination. 

Providing a reward to institutions for achieving high 
levels of HCW vaccination will bring necessary institutional 
attention to vaccination. This can be effectively accomplished 
by national organizations, such as the Society for Healthcare 

Epidemiology of America, the Infectious Diseases Society of 
America, and the Association for Professionals in Infection 
Control and Epidemiology, taking a position on requiring man­
datory vaccination of HCWs. In addition, making HCW vacci­
nation a quality measure of the Joint Commission on Accredita­
tion of Healthcare Organizations GCAHO) and the Centers for 
Medicare & Medicaid Services (CMS) or a process measure 
to report to the public as proposed by the Centers for Disease 
Control and Prevention's Healthcare Infection Control Prac­
tices Advisory Committee16 would enhance these efforts. A 
good place to start is subsuming HCW influenza vaccination 
under the safety goal of reducing healthcare-associated infec­
tions on the JCAHO and CMS report card. This should be at­
tractive to the JCAHO and the CMS, as they are looking for 
quantifiable interventions with a clear evidence-based benefit 
to expand their hospital evaluation mechanisms. This will en­
able leaders in healthcare epidemiology and infection control 
and employee health to garner needed attention and support 
from hospital administrators to move forward with applying 
the knowledge we have to build effective HCW vaccination 
programs. Among the myriad of reasons to vaccinate HCWs, 
there are few, if any, down sides. It is time to move the fight 
to the wards, healthcare epidemiology and infection control 
societies, and national regulatory agencies. 
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