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September 7, 2018 
 
Dear Long-Term Care Facility Administrator: 
 
Influenza season poses a unique and significant risk to the residents of your facility. With flu 
season approaching we are taking this opportunity to ask for your help in ensuring that health care 
personnel (HCP) who work in long-term care (LTC) settings are vaccinated against influenza. 
Influenza vaccination rates of HCP have been increasing slowly over time but are still well below 
90%, the national Healthy People 2020 goal for influenza immunization. 
 
Annual influenza vaccinations are recommended for both residents and HCP of long-term care 
facilities. All staff who have access to patient areas, not just clinical staff, are considered HCP. 
Vaccinating HCP has been shown to reduce the mortality of nursing home residents and decrease 
risk of influenza outbreaks. During a confirmed influenza outbreak, it is estimated that one-third of 
residents and one-quarter of staff develop an influenza-like illness.1 
 
Last flu season, there were 117 LTC facility influenza outbreaks reported to the Indiana State 
Department of Health (ISDH). Many of these outbreaks carry substantial societal and financial 
costs through increased health care costs and worker absenteeism. The Centers for Disease Control 
and Prevention (CDC) shows that HCP vaccination could result in one-third fewer lost workdays 
and one-quarter fewer days working with reduced effectiveness.2 
 
The ISDH has put together a toolkit of resources with evidence-based strategies and tools to help 
you increase the influenza vaccination rate of your HCP including: 

- Indiana long-term care HCP survey results about influenza vaccination 
- Influenza background information 
- Case study of successful vaccination programs in LTC facilities 
- Common barriers faced and strategies to improve vaccination rates 
- Influenza virus and influenza vaccine myths and reality 
- CDC influenza vaccination information statement 
- Sample vaccination declination form 
- Vaccination coverage tracking form 
- Sample letter to staff 
- Infographics and posters to hang around facility 

 
As we approach the upcoming influenza season, we urge you to support vaccination of HCP in your 
organizations. Thank you for your efforts to reduce infectious diseases and improve public health. 
 
Sincerely, 
Epidemiology Resource Center 
317-233-7125 
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Long-Term Care Health Care Personnel Survey on 

Influenza Vaccination 

 

The Indiana State Department of Health surveyed health care personnel (HCP) at long-

term care facilities in Indiana. There were 133 survey respondents including all clinical 

and nonclinical staff at long-term care facilities. 

 

 

 

62% of surveyed HCP responded that 

they got the influenza vaccine during 

the 2017-2018 flu season, while 38% 

responded that they did not get the 

influenza vaccine.  

 

 

 

 

 

The majority of survey 

respondents were 

nurses (41%) or 

nonclinical personnel 

(48%). 
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67% of nurses 

(n=52) and 58% of 

nonclinical 

personnel (n=61) 

reported getting 

their influenza 

vaccine. 

 

 

 

*sample size less than 10 

 

 

Survey respondents were asked to select all the reasons that they did or did not get their 

influenza vaccine during the 2017-2018 influenza season.  
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It is offered at work and is free of charge

I do not want to miss work due to illness

Influenza vaccine reduces the risk of transmitting
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Influenza vaccine reduces my risk of getting sick

Top 5 reasons why HCP received their influenza 
vaccine during last flu season (n=82)
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of survey respondents said they regularly 

recommend the influenza vaccine to their 

patients if applicable. 

 

 

 

 

 

12%

24%

27%

29%

29%

I do not have time or forgot to get vaccinated

Influenza vaccine has rare but serious side
effects

It is not mandatory at my workplace

Influenza vaccine might make me feel sick

Influenza vaccine does not always work

Top 5 reasons why HCP did not receive their 
influenza vaccine during last flu season (n=51)

33% of survey 

respondents work 

in a facility in an 

urban location. 

22% of survey 

respondents work 

in a facility in a 

suburban location. 

45% of survey 

respondents work 

in a facility in a 

rural location. 



Influenza and Influenza Vaccination Campaign Background 

Information 

Influenza is a significant public health issue. Every year, flu affects millions of 

people. It causes 140,000 – 710,000 hospitalizations and 12,000 – 56,000 deaths1. The most 

important prevention measure for influenza is getting an annual influenza vaccination. 

From 2005-2011 it is estimated that influenza vaccination averted approximately 13.6 (CI 

8.0–22.8) million illnesses, 5.8 (CI 3.4–10.1) million medical visits, and 112,900 (CI 65,000–

191,500) influenza-related hospitalizations.2 People who have the flu often feel some or all 

of the following signs and symptoms: fever, cough, sore throat, runny or stuffy nose, 

muscle or body aches, headaches, and fatigue. However, not everyone with flu will have 

fever.1 Most experts think that flu viruses are spread by droplets made when people with 

flu cough, sneeze, or talk. Those droplets can land in mouths or noses of people nearby 

(up to 6 feet away) or be inhaled into lungs. 1 Most healthy adults are able to spread 

influenza one day before their symptoms develop and 5-7 days after becoming sick, while 

some people with weakened immune systems might be able to infect others for even 

longer.1  

Influenza poses a unique threat to people ages 65 and older. People over 65 have 

an increased risk of complications from influenza and should be vaccinated to be 

protected. It’s estimated that 71%-85% of seasonal flu-related deaths, and 54%-70% of 

seasonal flu-related hospitalizations, have occurred in people 65 years and older2. 

Complications from flu can be moderate like sinus and ear infections or serious like 

pneumonia.1 Other examples of possible serious complications triggered by influenza 
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include inflammation of the heart (myocarditis), brain (encephalitis), or muscle (myositis, 

rhabdomyolysis) tissues and multi-organ failure (for example, respiratory and kidney 

failure). Flu virus infection of the respiratory tract can trigger an extreme inflammatory 

response in the body and can lead to sepsis.1 Influenza virus can also cause worsening of 

chronic medical conditions, such as congestive heart failure, asthma, or diabetes.1  

The United States Department of Health and Human Services (HHS) has set a goal 

for all health care facilities to reach a 90% influenza vaccination rate of all health care 

personnel (HCP) each flu season. Long-term care facilities especially need to be 

vaccinated because many of their residents are at-risk populations for complications of 

influenza. However, health care personnel working in long-term care facilities have the 

lowest rates of influenza vaccination compared to other types of health care facilities. 

During the 2016-17 flu season, 68% of long-term care personnel were vaccinated compared 

to the overall health care personnel influenza vaccination rate of 78.6%3. 

Influenza outbreaks in long-term care facilities have substantial societal and 

financial costs. It’s estimated that each year, between 13% and 14% of skilled nursing 

homes report an influenza outbreak4,5. During a confirmed outbreak, it’s estimated that 

33% of residents and 23% of staff develop an influenza-like illness. Among affected 

residents, an estimated 14% are hospitalized and 6% die6. Vaccinating health care 

personnel against influenza is an important step in protecting residents. Even when 

patient vaccination coverage is high, increased vaccination rates of health care personnel 

have been shown to reduce mortality of nursing home residents by 30%-40%7-9. One study 

of 44 long-term care facilities showed that facilities participating in the intervention to 

increase vaccination rates (48.2% HCP vaccination rate) showed significant reduction in 
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mortality of residents and influenza-like illness consultations than the control facilities 

(5.9% HCP vaccination rate).9 The reduction was “equivalent to preventing five deaths, 

two admissions to hospital with influenza-like illness, seven general practitioner 

consultations for influenza-like illness, and nine cases of influenza-like illness per 100 

residents during the period of influenza activity. The numbers of staff vaccinations needed 

to prevent one death, one case of influenza-like illness, one general practitioner 

consultation for influenza-like illness, and one admission to hospital with influenza-like 

illness were 8, 5, 6, and 20”9. Another study found that health care personnel vaccination 

levels of 60% or greater led to significant decrease in risk of nursing home influenza 

outbreaks10. 

In addition to improving the health of residents, influenza vaccination of health 

care personnel has been shown to be highly cost effective for facilities in reducing medical 

costs and indirect costs such as reduced work productivity. The National Foundation for 

Infectious Diseases (NFID) cites one study where health care personnel “who received the 

influenza vaccine had 25% fewer episodes of respiratory illness, 43% fewer days of sick 

leave from work due to respiratory illness, and 44% fewer visits to physicians' offices for 

upper respiratory illness than those who received a placebo”11. “The Centers for Disease 

Control and Prevention (CDC) finds that vaccination could result in 13%–44% fewer 

health-care provider visits, 18%–45% fewer lost workdays, 18%–28% fewer days working 

with reduced effectiveness, and a 25% decrease in antibiotic use for influenza-like illness.12 

In addition, vaccination may contribute to $60–$4,000 savings per illness in healthy adults 

under 65 years of age depending on the cost of vaccination, the influenza attack rate, and 
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vaccine effectiveness against influenza-like illness”12. Health care personnel vaccination 

protects residents of long-term care facilities and can reduce costs to the medical facility. 

Multiple professional health organizations such as CDC, NFID, and The National 

Vaccine Advisory Committee (NVAC) have identified evidence-based approaches to 

increasing influenza vaccination rates among health care personnel. With comprehensive 

influenza vaccination programs, health care facilities including long-term care facilities 

have been able to consistently reach the HHS goal of 90% health care personnel influenza 

vaccination rates. A comprehensive influenza prevention plan should include education 

and campaigns, improved access to vaccination, role models of senior staff or opinion 

leaders, and measurement and feedback12. 

Education and Campaigns: Basic knowledge about influenza and influenza vaccination 

varies among health care personnel and has been associated with receipt of the influenza 

vaccine12. Participation in structured in-service education or conference has also been 

associated with improved vaccination rates among health care personnel 12. In a meta-

analysis of studies about why health care personnel do not get the influenza vaccine, two 

major reasons were identified. “The first was a wide range of misconceptions or lack of 

knowledge about influenza and its risks for patients, including the potential risk of 

transmission by HCW to their patients, and about the vaccine’s effectiveness and safety”13. 

When conducting a vaccine campaign, studies show that self-protection is the most 

important reason health care personnel give for influenza vaccine acceptence13. The 

second most common reason contributing to low health care personnel vaccine uptake 

was a lack of convenient access to influenza vaccine13. 
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Improved Access: Removing barriers for health care personnel like cost and improving 

access by providing the vaccine at work over multiple days and work shifts and in different 

areas of the facility can substantially improve vaccine acceptance12. During the 2016-17 flu 

season, 76.5% of all health care personnel who received their influenza vaccine were 

vaccinated at their workplace3. However, 30.5% of health care personnel working at long-

term care facilities reported that their employer did not require, provide, or promote 

vaccination3. This was the highest rate of any health care facility type. Improved access 

and convenient availability of the influenza vaccine can increase vaccine uptake without a 

requirement. During the 2016-17 flu season, among the health care personnel who worked 

in facilities that did not have a requirement, “coverage was higher among those who 

worked in locations where vaccination was available at the worksite at no cost for >1 day 

(80.3%) than among those with vaccination available for 1 day only (73.8%) or among 

those who worked in locations where their employer did not provide influenza 

vaccination on-site at no cost but actively promoted vaccination through other 

mechanisms (70.4%)”3. 

Role Models: Vaccinating senior medical staff or other staff opinion leaders has been 

associated with higher vaccine acceptance among health care personnel under that 

leadership3.  

Measurement and Feedback: Measuring vaccine acceptance of health care personnel and 

gathering feedback from staff is another recommended component of a successful 

vaccination program. The Advisor Committee of Immunization Practices suggests 

monitoring vaccine coverage by facility area or occupational group to pinpoint areas 

where vaccination is low and target future interventions12. Gathering feedback from staff 



PAGE 5 

who decline to be vaccinated can help target future topics of educational campaigns. A 

meta-analysis reported that the five most frequently reported categories for vaccine 

refusal included “1) fear of adverse reactions; 2) lack of concern (i.e., perception that 

influenza does not pose a serious public health risk); 3) inconvenient delivery; 4) lack of 

perception of own risk; and 5) doubts regarding vaccine efficacy”13.  

 Influenza can be a serious threat to residents at long-term care facilities, and 

vaccinating health care personnel can help reduce that threat to residents and be cost 

effective at the same time. There are evidence-based strategies to overcoming barriers to 

achieving the HHS goal of health care personnel vaccination of 90%. Using a 

comprehensive education campaign, improving access for health care personnel to get 

vaccinated, having facility role models, measuring vaccination rates, and reporting 

feedback can all contribute to successful health care personnel vaccination campaigns and 

a safer facility for both residents and staff. 
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Achieving and Sustaining High Rates of
Influenza Immunization Among Long-
Term Care Staff
David A. Nace, MD, MPH, Erika L. Hoffman, MD, Neil M. Resnick, MD, and Steven M. Handler, MD, MS
Background: Influenza causes significant morbidity
and mortality in long-term care facilities. Immuniza-
tion of health care workers has been shown to reduce
the impact of influenza in this setting, yet few studies
address improvement efforts aimed at long-term care
staff immunization.

Objective: To determine the feasibility of achieving
and sustaining high rates of staff influenza immuni-
zation for a community-based long-term care facil-
ity.

Methods: A needs analysis was conducted to deter-
mine the organizational and individual level barriers
to influenza vaccination of staff. Systems changes, ed-
ucational interventions, and reminders were imple-
mented based on the barriers assessment. Staff immu-
DOI: 10.1016/j.jamda.2006.09.014
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nization rates were calculated over a 10-year period
from 1996 to 2006.

Results: Organizational and individual barriers were
identified and targeted. Using data from 1996 and
1997 as a baseline, staff immunization rates improved
from 54% to 55% to between 74% and 95% over the
past 4 years.

Conclusions: Achieving and sustaining high staff influ-
enza immunization rates is possible in a community-
based long-term care facility with an involved quality
improvement team and medical director. (J Am Med
Dir Assoc 2007; 8: 128–133)

Keywords: Nursing homes; immunization programs;
influenza; health care workers
Influenza remains a major source of morbidity and mortality
in the United States, with approximately 114,000 hospital-
izations and more than 36,000 deaths each year.1,2 Older
adults are particularly at risk given that 90% of influenza
deaths occur in those aged 65 years and older.3 Long-term
care (LTC) facilities, which generally have older and frailer
resident populations, can experience attack rates of up to 60%
and case fatality rates as high as 55%.4–7 Given the serious-
ness of such outcomes, prevention of influenza in LTC facil-
ities is of paramount importance.
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While resident immunization is the cornerstone of primary
prevention efforts, influenza outbreaks may still occur despite
optimal resident immunization rates.8,9 Health care worker
vaccination is an overlooked primary prevention strategy in
LTC settings. Healthcare worker vaccination is thought to
reduce the risk of residents getting influenza in at least 2
different ways. First, by reducing the likelihood of the em-
ployee introducing influenza into the facility (ie, acting as the
source vector), and second, by reducing the likelihood of
transmission of influenza from resident-to-resident once influ-
enza has been established in the facility.

Results of 2 recent studies have shown that staff immuni-
zation in LTC facilities reduced mortality by 40%. The effec-
tive health care worker vaccination rates associated with
decreased mortality in these 2 studies were 60% and
50.9%.10,11 Despite these 2 successful immunization interven-
tions, health care worker influenza vaccination in the United
States remains suboptimal with current national estimates
ranging from 34% to 40%.1,12,13

Published immunization improvement efforts show modest
improvements in vaccination rates among staff, most do not
involve LTC facilities, and rarely do rates reach 60%.14–16

One older LTC facility intervention study that used an an-
nual educational intervention, a “vaccination fair,” was able
to improve rates from 8% to 54% over 2 years.17 The only

randomized intervention study to date, which compared ed-
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ucation and access to free vaccine with placebo in LTC
facilities, increased rates 2-fold to 53%.18 To our knowledge,
no studies have reported sustained LTC staff vaccination rates
greater than 60%, which has been shown to reduce mortality.
There is a need for novel, comprehensive approaches to
improving staff vaccination rates and this has been echoed by
others.19,20 The purpose of this paper is to address the follow-
ing practical questions: (1) can any nonacademic, community-
based, LTC facility achieve staff vaccination rates in excess of
60%, and if so (2) can these rates be sustained over time? To
this end, we report on our clinical experience over the past 10
years in reaching and sustaining staff vaccination rates above
60%.

METHODS

Study Population/Setting

The Baptist Homes of Western Pennsylvania is a 300-bed
nonprofit multilevel campus providing independent living,
assisted living, and nursing facility services. The facility is
nonacademic and community based, with more than 200
nonunionized employees. The physical structure consists of 3
interconnected buildings spanning a 12-acre campus in the
urban Pittsburgh region. The medical director oversees
the immunization program and works collaboratively with the
entire leadership team, which is comprised of all department
managers. A nurse, whose primary responsibilities are for
quality improvement, is charged with overseeing administra-
tion of staff immunizations.

Needs Analysis and Barriers Assessment

In 1996, members of the quality improvement (QI) team
decided that immunization rates should be a target for process
improvement. Members of the QI team performed a current
condition assessment in which they clarified the current staff
immunization process using observation and semi-structured
interviews.21,22 Next, under the direction of the medical di-
rector, a formal needs analysis was conducted. The goal of the
needs analysis was to determine the barriers to, and drivers of,
staff immunization. Barriers were categorized as either orga-
nizational or individual factors, and subsequent interventions
were designed to overcome these barriers. The process fol-
lowed by the QI team over the study period is consistent with
that of the Veterans Administration Quality Enhancement
Research Initiative (VA QUERI) and uses interventions as-
sociated with successful adult immunization programs identi-
fied by Stone and colleagues.23,24

Staff immunization rates (SIR) are reported from 1996,
when staff immunization rates were first targeted for improve-
ment, to 2006. Staff immunization rates are defined as the
number of facility employees receiving the flu shot divided by
the total number of facility employees multiplied by 100 to
give a percentage. Facility employees include all paid employ-
ees hired by the facility, including part-time and dietary staff.
Volunteer staff, agency staff, physician staff, and contracted
rehabilitation, laboratory, and radiology personnel are not
included in this definition, although they were offered vac-

cine. SIR were calculated based on information available for

CLINICAL EXPERIENCE
December 31 of each year. This date was chosen based on our
observations of this and other immunization programs over
the past decade: most staff electing immunization do so by
December.

Institutional review board approval was not solicited be-
cause this immunization program was deemed a QI project
based on the University of Pittsburgh’s QI criteria.

RESULTS

Study Population

Demographic information describing the facility’s current
staff is presented in Table 1. Ages of the staff range from 16 to
75 years. Staff turnover rates for the study period ranged
between 21% and 44%, with an average of 34%. The specific
nurse directly responsible for staff immunizations has changed
3 times over the time period, while the medical director
remained the same for the first 9 years of the study period.

Initial Immunization Process

At baseline, the immunization program included 4 primary
tasks: (1) vaccine ordering, (2) staff notification, (3) vaccine
administration, and (4) record keeping. In the vaccine-
ordering stage, vaccine supplies were negotiated with various
suppliers who delivered the vaccine in September of each
year. Staff was notified about vaccination availability by de-
partment managers and by flyers posted at various sites in the
facility. No information on the benefits of immunization was
included in the flyers. Vaccine was administered at no charge
during limited daytime hours. Facility policy required the
vaccine to be administered only with a physician onsite at the
facility. Vaccine was offered through December, or until sup-
plies were exhausted. Records were kept for those consenting
to the vaccine, but were not reported back to the QI or

Table 1. Characteristics of Current Facility Staff

Demographics Percentage
(n � 236)

Position
Nursing 59
Dietary 15
Housekeeping 4
Laundry 2
Maintenance 6
Activities, social work, wellness 7
Administration 7

Race
White 81
African American 18
Other �1

Age, y
�20 3
20–29 12
30–39 15
40–49 29
50–59 28
60–69 12
70–79 1
infection control team.
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Barriers Identified

Organizational barriers included inadequate vaccine sup-
plies; general vaccine inaccessibility; lack of positive incen-
tives for immunization; requirement of written consent to
receive the vaccine; limited record keeping; and lack of any
feedback or shared learning. Individual barriers included lim-
ited leadership knowledge and support; poor staff knowledge
about influenza; negative staff attitudes about the vaccine and
injections (Table 2).

Systems Changes Made Based on Barriers
Assessment

The process developed and followed by the leadership team
over the study period is shown in Figure 1. Interventions
included system changes, educational interventions, and re-
minders. System changes were actions taken to alter the way
vaccines were obtained, delivered, and tracked at the facility.
Educational interventions included verbal or written informa-
tion, and were both informal and formal in format. Reminders
made facility staff aware of the start of the flu season, avail-
ability of the vaccine, and the need to be immunized. As
changes were made, immunization rates were monitored and
feedback provided to the QI team, facility leadership, and all
staff.

Organizational barriers were addressed through system
changes and education. Individual barriers were addressed
through educational efforts and reminders. Our current pro-
gram addressed these barriers and is divided into the following
tasks:

A. Vaccine Planning: To accurately estimate vaccine sup-
ply, the team reviews prior year usage, sets target immu-
nization goals, and considers potential staff turnover
rates. The facility has committed to a regular supplier
and routinely orders the vaccine in the spring quarter of
the year.

B. Staff Education: Staff and department managers are
provided ongoing education about the impact of influ-
enza on LTC residents, the ability of the vaccine to
reduce resident mortality, and vaccine safety. Education
is provided through both formal (in-services and infor-

Table 2. Barriers to Immunization Performance

Organizational barriers to better immunization
performance
● Inadequate vaccine supplies
● General vaccine inaccessibility
● Lack of positive incentives for immunization
● Requirement of written consent
● Limited record keeping
● Lack of any feedback or shared learning

Individual barriers to better immunization performance
● Limited leadership knowledge and support
● Poor staff knowledge about influenza
● Negative staff attitudes about the vaccine and

injections
mational flyers) and informal (point of contact conver-
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sations with individual staff by the medical director or
any leadership team member) processes. Also, general
information about the vaccine, including risks and ben-
efits are provided to the staff at time of administration.

C. Leadership Commitment: Department managers are ac-
countable to the QI leadership team for discussing in-
fluenza immunization in one of their staff meetings and
following up with nonresponders. Department perfor-
mance is reviewed at QI meetings.

D. Staff Notification: Each September, paycheck notices
and leadership personnel remind staff how to get the
vaccine.

E. Vaccine Administration: Each October, the QI coordi-
nator begins vaccinations directly at employee work
units, during all shifts, and throughout the entire flu
season. The requirements for an onsite physician and
written consent were removed. Starting in 2002, all staff
who refuse the vaccine must sign a written refusal stat-
ing they have been offered the immunization. This form
is referred to as the refusal consent. A copy is provided in
Appendix.

F. Nonresponder Notification: Those staff failing to re-
ceive the vaccine, regardless of reason, are contacted
and must either elect the vaccine or sign the refusal
consent.

G. Data Tracking: Nursing staff maintain accurate admin-
istration records including date administered, site, lot
number, and expiration date for the vaccine adminis-
tered. Potential adverse reactions are referred to the
medical director and reported according to established
recommendations.25

H. Continual Performance Feedback and Shared Learning:
Feedback on facility performance is provided to all staff
by the medical director through QI reporting, paycheck
mailings, and flyers. The medical director also monitors
and reports to the facility outbreak information posted
on the Centers for Disease Control and Prevention
(CDC) (www.cdc.gov/flu) or local public health depart-
ment Web sites.

Impact on Immunization Rates Over Time

SIR are presented in Figure 2. SIR increased over the study
period from a low of 54.0% in 1996, to a high of 95.5% in
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2003. Rates remained high, even during the 2004–2005 sea-
son when a severe national vaccine shortage occurred. As
noted, nonemployee staff including volunteer staff; agency
staff; physician staff; and contracted rehabilitation, laboratory,
and radiology personnel were not included in the SIR calcu-
lations. The nonemployee staff population is relatively small
and includes approximately 20 volunteers, 5 rehabilitation
staff, 3 to 5 laboratory and radiology staff, and 10 physicians at
the facility. Of the physicians, 3 provide care to 90% of the
facility residents and all received vaccine.

DISCUSSION

Our experience demonstrates that it is possible for a
nonacademic community-based LTC care facility to both
achieve and sustain high influenza immunization rates. To
the best of our knowledge, the staff immunization rates
achieved in this study are the highest reported in the
literature and also represent the longest follow-up period
for any LTC facility to date. Further, this paper provides
practical observations on the steps taken to reach these
goals.

One potential explanation of our high rates of staff
immunization could be attributed to the facility leadership
committing resources each year to the immunization pro-
cess. We have shown elsewhere that leadership support in
the LTC environment is critical to the success of QI
projects and failure of this support is highly probable given
the unique, tightly regulated structure and nature of the
LTC industry.26

 1996-1997 1997-1998 1998-1999 1999-2000 
No. Staff 211 235 218 215 
No. Vaccinated 114 130 169 135 
Percent 
Vaccinated (%) 

54.03 55.32 77.52 62.79 
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Fig 2. Staff immunization rates: 1996–2006.
Another potential explanation of our high staff immu-
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nization rates could be attributed to staff turnover rates
that are slightly lower than the national average.27 The
relationship between staff turnover rates and SIR is not
known; however, lower staff turnover has been shown to be
associated with better patient outcomes.28 One could pos-
tulate that facilities with lower turnover rates have greater
“institutional memory,” which may increase the chance
that a particular care process is maintained from year to
year. A study of factors affecting influenza vaccine uptake
in German LTC facilities supports this concept. This study
showed a carryover effect in which interventions done to
improve vaccine uptake during one year seemed to have
positive effects in subsequent years.29

Another potential explanation for the continued and
sustained increase in immunization rates, especially over
the past 4 years, could be the use of refusal consent forms
started in 2002. Refusal consents have been recommended
by several organizations, including The Society for Health-
care Epidemiology of America, and the Occupational
Safety and Health Administration’s (OSHA) Bloodborne
Pathogens and Needlestick Prevention program.30,31 Re-
fusal consent forms should be particularly effective since
they are both a systems change (effective for organizational
barriers) and an educational reminder (targeting individual
barriers), consistent with recommendations of other au-
thors.32 Also, as an educational reminder, a simple refusal
consent represents a targeted communication. Targeted
communication has been shown to increase vaccine uptake

001 2001-2002 2002-2003 2003-2004 2004-2005 2005-2006 
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Limitations

Although we provide a description of the processes taken
and barriers addressed to improve our performance, this in-
formation is only observational. The impact of each individ-
ual intervention addressed by our group cannot be quantified,
since multiple changes were often made at once. Because the
results are from a single facility, we do not know their gener-
alizability to other facilities. Other facilities will need to
consider the specific barriers they face. However, the specific
steps used in our QI efforts are consistent with other published
studies showing improvements in immunizations and preven-
tive services when health care organizations employ the use of
organization changes, reminder systems, and education.18,24

There is no consensus in the literature that defines which
staff should be included when reporting SIR; however, our
definition is similar to or more inclusive than that used in
other studies.10,11,15–17 Consistent with the majority of these
studies, we did not include volunteer staff; physician staff; and
outside rehabilitation, laboratory, and radiology personnel in
the staff immunization rate calculations. These staff represent
a small portion of the total staff, and accurate vaccination
records were not available for our analysis. Agency nursing
staff were also excluded in the calculation of SIR since they
rarely worked in this particular facility. This may reduce the
generalizability of our results to other facilities that regularly
use agency staff.

We used a single point prevalence estimate in December of
each year to report the SIR. This method is consistent with
other published studies, although it could lead to an errone-
ously high or low estimate for the SIR rates each year owing
to staff turnover occurring after this date.16 However, follow-
ing our cutoff, only 3 months remain during the influenza
season making the number of potential new staff members
hired low, especially considering the turnover rate of this
facility. More importantly, given the lag of several weeks
between the actual immunization and the generation of an
immune response in an individual, it is important to measure
staff rates just before the height of flu season, which typically
occurs after December of each year.

A potential confounder is that the Pennsylvania state leg-
islature enacted legislation in 2003 requiring facilities to offer
vaccine to their staff (Long-Term Care Resident and Em-
ployee Immunization Act 95, 2003). However, we do not
believe this has had an impact on our findings for 2 reasons.
First, a published analysis of the impact of similar legislation
in Tennessee nursing facilities found no difference in immu-
nization rates.34 Second, Pennsylvania has incorporated man-
datory reporting of facility staff immunization rates, but this
change has not improved immunization rate uptake. In fact,
rates actually declined from 32% to 21% during the first 3
years of reporting (B. Showalter, Personal communication,
June 7, 2006).

Strengths

This study covers a LTC facility’s immunization improve-
ment efforts spanning a 10-year period. Even during the

national vaccine shortage of 2004–2005, this facility was able

132 Nace et al.
to reach a staff immunization rate of 72%. National data from
this same time period demonstrated a significant decrease in
LTC staff immunization rates.35 Unlike many other studies,
we calculate SIR using the actual vaccination rosters that can
be verified, rather than relying on self-reported survey data,
which is subject to recall and ascertainment bias. Staff turn-
over is lower than the national average, which contributes to
organizational stability, institutional memory, and organiza-
tional change efforts. These collectively support the role of a
proactive, supportive interdisciplinary LTC QI team that in-
cludes an involved medical director consistent with Institute
of Medicine recommendations on physician involvement.36

Implications and Further Research

Further research is needed to determine if these immuni-
zation rates could be achieved and sustained in facilities with
differing characteristics such as unionization status, profit sta-
tus, and turnover rates. Future studies should also be con-
ducted to determine the impact of individual components of
our multicomponent intervention such as the use of refusal
consent forms on staff immunization rates. This information
may help guide other facilities to improve their SIR by select-
ing changes that are most likely to improve the SIR.

CONCLUSION

In summary, it is possible for nonacademic, community-
based LTC facilities to achieve and sustain high SIR with a
supportive QI and leadership team. Our experience can pro-
vide suggestions and tools that can be used by other health
care organizations to improve staff immunization programs.
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APPENDIX 1.

Refusal consent form

VACCINATION FORM 

2005-2006
Flu Season 

RECEIVED FLU VACCINE 

I previously received the influenza flu vaccine and therefore decline the 
immunization at this time. 

   Date received __________________            

________________________________  __________________________    
  Signature                                            Printed Name                        

_______________ 
  Date 
  (Resident, Responsible Person or Employee) 

DECLINED FLU VACCINE 

    I have been offered the flu vaccine, however, decline at this time. I  realize that: 

• the flu shot does not give me the flu  

• the flu shot may help me from getting sick with the flu   

• the flu shot may help prevent me from giving the flu to someone else  

• the flu can cause serious illness in residents 

• Reason for refusal________________________________              

   ____________________________________   __________________________   
     Signature                                          Printed Name                       
 ______________________ 
   Date 
     (Resident, Responsible Person or Employee)
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Barriers and Strategies to Improving Influenza Vaccination 
Among Health Care Personnel 

 

Barriers Strategies to Overcome Barriers 

Lack of access to influenza 
vaccine 

 Provide free vaccine at the workplace 

 Offer vaccine at multiple times and locations convenient to all workers on all shifts during the 
flu season 

 Use a mobile vaccination cart to take influenza vaccinations to staff 

 Provide staff with a voucher for vaccination at a drugstore or clinic 

 Partner with a larger health care organization (e.g., hospital) to provide vaccinations 

 Work with pharmacy consultants to offer influenza vaccinations for facility staff 

 Work with visiting nurses associations or other community immunizers to provide vaccination 
on-site 

 Offer influenza vaccine at mandatory trainings, departmental conferences, and other meetings 

Beliefs 

 Belief that influenza is not a 
serious illness/not a risk for 
young or healthy people 

 Believe that influenza vaccine 
is not effective 

 Belief that influenza vaccine 
causes illness/side effects 

 Fear of injections 

 

 Provide a strong educational program for staff. 
o Focus on protecting the worker and their family as well as the residents in the 

educational materials 
o Share CDC’s Influenza Vaccine Information Statements 
o Share the Joint Commission’s Influenza and Influenza Vaccine Myths and Reality 
o Use a declination form to learn why staff are declining vaccination to focus your own 

messages 
o Ask vaccinated health care personnel to encourage their coworkers to get vaccinated 

Lack of enthusiasm about 
influenza vaccination 

 Establish a culture of prevention in your organization with the following ideas 
o Publicize a “vaccine day” in combination with education to offer influenza vaccinations 
o Emphasize that flu vaccination protects the employees, their loved ones and those they 

work with 

https://www.cdc.gov/vaccines/hcp/vis/vis-statements/flu.pdf
http://www.jointcommission.org/assets/1/6/JC_influenza_myths.pdf
http://www.immunize.org/catg.d/p4068.pdf


o Encourage employees to set an example; remind them that their action and 
recommendation carries a lot of weight in others’ decisions to get vaccinated 

o Encourage employees via e-mail, posters, an employee newsletter, and any other 
communication tools used in your workplace to get the vaccine 

o Track and report vaccination rates to staff and supervisors 
o Remind unvaccinated employees with e-mail, letters, encouragement from supervisors, 

and telephone calls 
o Provide contests or incentives to get vaccinated (small gift cards, raffles, pizza party, etc.) 
o Vaccinate the medical director and all managers in front of the staff 
o Foster team building to increase trust and cooperation 

 Team building may lead to increased compliance with organizational goals 
including immunization 

High staff turnover  Offer influenza vaccination education multiple times during the flu season 

 Offer opportunities to be vaccinated at multiple times and locations convenient to all workers 
on all shifts during the flu season 

 Educate and vaccinate staff as part of new employee orientations 

 Establish a process to determine and track proof of influenza vaccination each year for each 
employee 

 Establish a written influenza vaccination policy for employees 

 Work with pharmacy consultants to offer influenza vaccination for facility staff, as a standard 
procedure 

HCP represent diverse cultures  Access guidance from the HHS National Standards for Culturally and Linguistically 
Appropriate Services in Health and Health Care 

 Provide educational materials in multiple languages including 
o CDC’s Vaccine Information Statements 
o Flu information: MedlinePlus 

 MedlinePlus provides tutorials and videos on health topics that might be good for low literacy 
groups 

 

https://www.thinkculturalhealth.hhs.gov/clas
https://www.thinkculturalhealth.hhs.gov/clas
https://medlineplus.gov/languages/flu.html
https://medlineplus.gov/flu.html#cat64
https://medlineplus.gov/videosandcooltools.html


Lack of centralized workplace  Educate and vaccinate staff as part of new employee orientation, training, and meetings 

 Establish a process to determine and track proof of influenza vaccination each year for each 
employee 

Lack of incentive for employer to 
cover cost of influenza 
vaccination 

 LTC organizations could advertise high HCP influenza vaccination rates to consumers to 
indicate patient safety 

 

https://www.cdc.gov/flu/toolkit/long-term-care/strategies.htm  

 

https://www.cdc.gov/flu/toolkit/long-term-care/strategies.htm


U.S. Department of 
Health and Human Services 
Centers for Disease 
Control and Prevention 

VACCINE INFORMATION STATEMENT

Many Vaccine Information Statements are 
available in Spanish and other languages. 
See www.immunize.org/vis

Hojas de información sobre vacunas están 
disponibles en español y en muchos otros 
idiomas. Visite www.immunize.org/vis

Influenza (Flu) Vaccine 
(Inactivated or Recombinant): 
What you need to know

 1 Why get vaccinated?
Influenza (“flu”) is a contagious disease that spreads 
around the United States every year, usually between 
October and May.
Flu is caused by influenza viruses, and is spread mainly 
by coughing, sneezing, and close contact.
Anyone can get flu. Flu strikes suddenly and can last 
several days. Symptoms vary by age, but can include:
• fever/chills
• sore throat
• muscle aches
• fatigue
• cough
• headache 
• runny or stuffy nose
Flu can also lead to pneumonia and blood infections, and 
cause diarrhea and seizures in children. If you have a 
medical condition, such as heart or lung disease, flu can 
make it worse.
Flu is more dangerous for some people. Infants and 
young children, people 65 years of age and older, 
pregnant women, and people with certain health 
conditions or a weakened immune system are at 
greatest risk. 
Each year thousands of people in the United States die 
from flu, and many more are hospitalized.
Flu vaccine can:
• keep you from getting flu,
• make flu less severe if you do get it, and
• keep you from spreading flu to your family and 

other people.

 2  Inactivated and recombinant 
flu vaccines

A dose of flu vaccine is recommended every flu season. 
Children 6 months through 8 years of age may need two 
doses during the same flu season. Everyone else needs 
only one dose each flu season.
Some inactivated flu vaccines contain a very small 
amount of a mercury-based preservative called 
thimerosal. Studies have not shown thimerosal in 
vaccines to be harmful, but flu vaccines that do not 
contain thimerosal are available.

There is no live flu virus in flu shots. They cannot cause 
the flu.
There are many flu viruses, and they are always 
changing. Each year a new flu vaccine is made to protect 
against three or four viruses that are likely to cause 
disease in the upcoming flu season. But even when the 
vaccine doesn’t exactly match these viruses, it may still 
provide some protection.
Flu vaccine cannot prevent:
• flu that is caused by a virus not covered by the vaccine, 

or
• illnesses that look like flu but are not.
It takes about 2 weeks for protection to develop after 
vaccination, and protection lasts through the flu season.

 3  Some people should not get 
this vaccine

Tell the person who is giving you the vaccine:
• If you have any severe, life-threatening allergies. 

If you ever had a life-threatening allergic reaction 
after a dose of flu vaccine, or have a severe allergy to 
any part of this vaccine, you may be advised not to 
get vaccinated. Most, but not all, types of flu vaccine 
contain a small amount of egg protein. 

• If you ever had Guillain-Barré Syndrome (also 
called GBS).
Some people with a history of GBS should not get this 
vaccine. This should be discussed with your doctor.

• If you are not feeling well. 
It is usually okay to get flu vaccine when you have 
a mild illness, but you might be asked to come back 
when you feel better.

http://www.immunize.org/vis
http://www.immunize.org/vis


 4 Risks of a vaccine reaction
With any medicine, including vaccines, there is a chance 
of reactions. These are usually mild and go away on their 
own, but serious reactions are also possible.
Most people who get a flu shot do not have any problems 
with it.
Minor problems following a flu shot include:
• soreness, redness, or swelling where the shot was 

given 
• hoarseness
• sore, red or itchy eyes
• cough
• fever
• aches
• headache
• itching
• fatigue
If these problems occur, they usually begin soon after the 
shot and last 1 or 2 days.
More serious problems following a flu shot can include 
the following:
• There may be a small increased risk of Guillain-Barré 

Syndrome (GBS) after inactivated flu vaccine. This 
risk has been estimated at 1 or 2 additional cases per 
million people vaccinated. This is much lower than the 
risk of severe complications from flu, which can be 
prevented by flu vaccine. 

• Young children who get the flu shot along with 
pneumococcal vaccine (PCV13) and/or DTaP vaccine 
at the same time might be slightly more likely to have 
a seizure caused by fever. Ask your doctor for more 
information. Tell your doctor if a child who is getting 
flu vaccine has ever had a seizure.

Problems that could happen after any injected 
vaccine:
• People sometimes faint after a medical procedure, 

including vaccination. Sitting or lying down for about 
15 minutes can help prevent fainting, and injuries 
caused by a fall. Tell your doctor if you feel dizzy, or 
have vision changes or ringing in the ears.

• Some people get severe pain in the shoulder and have 
difficulty moving the arm where a shot was given. This 
happens very rarely.

• Any medication can cause a severe allergic reaction. 
Such reactions from a vaccine are very rare, estimated 
at about 1 in a million doses, and would happen within 
a few minutes to a few hours after the vaccination.

As with any medicine, there is a very remote chance of a 
vaccine causing a serious injury or death.
The safety of vaccines is always being monitored. For 
more information, visit: www.cdc.gov/vaccinesafety/

 5  What if there is a serious 
reaction?

What should I look for?
• Look for anything that concerns you, such as signs 

of a severe allergic reaction, very high fever, or 
unusual behavior.

Signs of a severe allergic reaction can include hives, 
swelling of the face and throat, difficulty breathing, 
a fast heartbeat, dizziness, and weakness. These 
would start a few minutes to a few hours after the 
vaccination.

What should I do?
• If you think it is a severe allergic reaction or other 

emergency that can’t wait, call 9-1-1 and get the person 
to the nearest hospital. Otherwise, call your doctor.

• Reactions should be reported to the Vaccine Adverse 
Event Reporting System (VAERS). Your doctor should 
file this report, or you can do it yourself through the 
VAERS web site at www.vaers.hhs.gov, or by calling 
1-800-822-7967.

VAERS does not give medical advice.

 6  The National Vaccine Injury 
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines.
Persons who believe they may have been injured by a 
vaccine can learn about the program and about filing a 
claim by calling 1-800-338-2382 or visiting the VICP 
website at www.hrsa.gov/vaccinecompensation. There 
is a time limit to file a claim for compensation.

 7 How can I learn more?
• Ask your healthcare provider. He or she can give you 

the vaccine package insert or suggest other sources of 
information.

• Call your local or state health department.
• Contact the Centers for Disease Control and 

Prevention (CDC):
- Call 1-800-232-4636 (1-800-CDC-INFO) or
- Visit CDC’s website at www.cdc.gov/flu

 Vaccine Information Statement
 Inactivated Influenza Vaccine

 42 U.S.C. § 300aa-26
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http://www.vaers.hhs.gov
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Influenza and Influenza Vaccine Myths and Reality 

Myth Reality 
The flu vaccine can cause 
influenza. 

The injectable flu vaccine does not contain the live virus so it is impossible to get 
influenza from the vaccine. Side effects may occur in some people, such as mild 
soreness, redness, or swelling at the injection site, headache, or a low-grade fever.  
The nasal spray flu vaccine contains live, attenuated (weakened) viruses that can 
cause mild signs or symptoms such as runny nose, fever, sore throat, and nasal 
congestion. This vaccine, however, cannot cause influenza infection in the lower 
respiratory tract. 
 

Vaccination is safe and effective, and the best way to help prevent influenza and its 
complications. 1 

The flu shot doesn’t work. The influenza vaccine will prevent influenza most of the time. In scientific studies, 
the effectiveness of the vaccine ranges from 70 to 90 percent, depending on how 
well the circulating viruses match those in the vaccine.  In populations in which the 
vaccine is less effective in preventing influenza, such as the elderly, the vaccine 
reduces the severity of the disease and the incidence of complications by 50 to 60 
percent and the incidence of death by approximately 80 percent. Getting vaccinated 
is the most effective way to protect against influenza and its serious outcomes. 2 

Our staff follows Standard 
Precautions, with good hand 
hygiene practices and appropriate 
glove and mask use – so 
vaccination is not necessary. 

• Influenza is spread by respiratory droplets generated when talking, coughing or 
sneezing. Adults shed influenza virus at least one day before any signs or 
symptoms of the disease, so health care personnel can unknowingly infect 
patients or other staff.3,4 

• 50 percent of influenza infections can be asymptomatic, and both symptomatic 
and asymptomatic individuals can shed the virus and infect others. 5,6,7,8 

Our staff stays at home if they are 
sick - so vaccination is not 
necessary. 

• Since unvaccinated individuals are contagious at least one day before any signs 
or symptoms of influenza appear, they can still shed the virus and infect 
patients and other staff. 3,4 

• Unvaccinated health care personnel can become infected with influenza and 
not have any symptoms, and both symptomatic and asymptomatic individuals 
can shed the virus and infect others.  5,6,7,8 

There is no evidence to support 
that influenza vaccination of staff 
improves patient outcomes. 

Health care personnel can acquire influenza from the community or their patients 
and can transmit it to patients or other staff. Influenza transmission and outbreaks 
in health care organizations have been recognized for many years and have been 
associated with substantial morbidity, mortality, and costs.9,10,11  Influenza’s short 
incubation period and ease of transmission through respiratory droplets from 
person to person can result in explosive outbreaks of febrile respiratory illness. 
Health care settings are favorable environments for such transmission.8,12 
Increased rates of staff vaccination result in decreased rates of health care-
associated influenza.10,13  In fact, one group of researchers concluded that the 
reduction in morbidity, mortality, and use of health service resources associated 
with vaccinating their long term care facility was “equivalent to preventing five 
deaths, two admissions to hospitals with influenza-like illness, seven general 
practitioner consultations for influenza-like illness, and nine cases of influenza-like 
illness per 100 residents during the period of influenza activity.”13 

Influenza vaccinations for staff will 
be too costly. 

The cost savings associated with health care personnel influenza vaccination 
programs generally outweigh the costs associated with providing the vaccine, and 
vaccinating ultimately results in a safer environment for patients.5,14,15,16,17 

 

See footnotes on next page… 

 



www.jointcommission.org 

1 The U.S. Department of Health and Human Services (HHS). Misconceptions about Seasonal Influenza and Influenza Vaccines: Questions & Answers. 
Available at http://www.flu.gov/individualfamily/about/myths.html (accessed July 11, 2011). 
 
2 Centers for Disease Control and Prevention. Seasonal influenza (flu): Questions and answers.  Available at 
http://www.cdc.gov/flu/about/qa/flushot.htm (accessed July 11, 2011). 

3 Willis B.C., Wortley P.:Nurses’ attitudes and beliefs about influenza and the influenza vaccine: A summary of focus groups in Alabama and Michigan. Am 
J Infect Control 35:20–24, Feb. 2007. 
 
4 Fiore A.E., et al.: Prevention and control of influenza: Recommendations of the Advisory Committee on Immunization Practices (ACIP), 2008. MMWR 
Recomm Rep 57:1–60, Aug. 8, 2008. http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5707a1.htm  (accessed July 11, 2011). 
 
5 Wilde J.A., et al.: Effectiveness of influenza vaccine in health care professionals: A randomized trial. JAMA 281:908–913, Mar. 10, 1999.   
 
6  Bridges C.B., Kuehnert M.J., Hall C.B.: Transmission of influenza: Implications for control in health care settings. Clin Infect Dis 37:1094–1101, Oct. 
15, 2003. 
 
7 McLennan S., Gillett G., Celi L.A.: Healer, heal thyself: Health care workers and the influenza vaccination. Am J Infect Control 36:1–4, Feb. 2008. 
 
8 Pearson M.L., Bridges C.B., Harper S.A.: Influenza vaccination of health-care personnel: Recommendations of the Healthcare Infection Control 
Practices Advisory Committee (HICPAC) and the Advisory Committee on Immunization Practices (ACIP). MMWR Recomm Rep 55:1–16, Feb. 24, 2006. 
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5502a1.htm  (accessed July 11, 2011). 
 

9 Cunney R.J., et al.: An outbreak of influenza A in a neonatal intensive care unit. Infect Control Hosp Epidemiol 21:449–454, Jul. 2000.  
 

10 Salgado C.D., et al.: Preventing nosocomial influenza by improving the vaccine acceptance rate of clinicians. Infect Control Hosp Epidemiol 25:923–
928, Nov. 2004. 
 
11 Sato M., et al.: Antibody response to influenza vaccination in nursing home residents and healthcare workers during four successive 
seasons in Niigata, Japan. Infect Control Hosp Epidemiol 26:859–866, Nov. 2005. 
 
12 Salgado C.D., et al.: Influenza A in the acute hospital setting. Lancet Infect Dis 2:145–155, Mar. 2002. 
 
13Hayward A.C., et al.: Effectiveness of an influenza vaccine programme for care home staff to prevent death, morbidity, and health service use among 
residents: Cluster randomised controlled trial. BMJ 333:1241, Dec. 16, 2006. 
 
14 Poland G.A., Tosh P., Jacobson R.M.: Requiring influenza vaccination for health care workers: Seven truths we must accept. Vaccine 23:2251–2255, 
Mar. 18, 2005.  
 
15 Nichol K.L., et al.: The effectiveness of vaccination against influenza in healthy, working adults. N Engl J Med 333:889–893, Oct. 5, 1995. 
 
16 Burls A., et al.: Vaccinating healthcare workers against influenza to protect the vulnerable—Is it a good use of healthcare resources? A 
systematic review of the evidence and an economic evaluation. Vaccine 24:4212–4221, May 8, 2006. 
 
17 Thomas R.E., et al.: Influenza vaccination for healthcare workers who work with the elderly. Cochrane Database Syst Rev 3:CD005187, Jul. 19, 2006. 

http://www.flu.gov/individualfamily/about/myths.html�
http://www.cdc.gov/flu/about/qa/flushot.htm�
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5707a1.htm�


Declination of Influenza Vaccination

My employer or affiliated health facility, ___________________________, has recommended 
that I receive influenza vaccination to protect the patients I serve. 

I acknowledge that I am aware of the following facts:

 	Influenza is a serious respiratory disease that kills thousands of people in the United States   
  each year.

  Influenza vaccination is recommended for me and all other healthcare workers to protect   
  this facility’s patients from influenza, its complications, and death.

  If I contract influenza, I can shed the virus for 24 hours before influenza symptoms appear.   
  My shedding the virus can spread influenza to patients in this facility.

  If I become infected with influenza, even if my symptoms are mild or non-existent, I can   
  spread it to others and they can become seriously ill.

	 I understand that the strains of virus that cause influenza infection change almost every year   
  and, even if they don’t change, my immunity declines over time. This is why vaccination   
  against influenza is recommended each year. 

  I understand that I cannot get influenza from the influenza vaccine.

  The consequences of my refusing to be vaccinated could have life-threatening consequences   
  to my health and the health of those with whom I have contact, including
	 	 •	all	patients	in	this	healthcare	facility
	 	 •	my	coworkers	
	 	 •	my	family
	 	 •	my	community

Despite these facts, I am choosing to decline influenza vaccination right now for the following 
reasons: ____________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

I understand that I can change my mind at any time and accept influenza vaccination, if vaccine 
is still available.

I have read and fully understand the information on this declination form.

Signature: ____________________________________________  Date: ___________________

Name (print): _________________________________________  

Department: __________________________________________
Reference: CDC. Prevention and Control of Influenza with Vaccines— 
Recommendations of ACIP at www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html

www.immunize.org/catg.d/p4068.pdf • Item #P4068 (8/14)

Technical content reviewed by the Centers for Disease Control and Prevention
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Influenza Vaccination Coverage Tally Sheet 

The table below can be used for calculating the percentage of 
staff or residents immunized for influenza.  Use the Tally 
Sheet for staff only or residents only, don’t add the two 
together. For a list of valid contraindications to influenza 
vaccination, refer to the Vaccine Information Statement (VIS) 
which is given with each immunization. 
 

Facility Name: _____________________________________ 

Flu Season Used for Analysis: __/___/_____ to __/__/_____ 

Chart for Staff or Residents (pick just one at a time): 
 

 Description Total for Facility 

A Total # of staff or residents receiving flu 
vaccine at your facility 

 

B Total # of staff or residents receiving flu 
vaccine outside your facility 

 

C Total # of staff or residents (include part 
time) 

 

D Total # of staff or residents refusing flu 
vaccine or having valid contraindications 

 

 

1. Add A+B=_____ (total vaccinated staff or residents) 

2. Divide _____ (total vaccinated staff or residents) by C 

3. Multiply by 100 to get percentage (%) vaccinated: 
(compare to your goal for flu vaccination coverage) 



Sample Letter to Employees from Administrator  

Place on your own letterhead or consider distributing via 
email or with paycheck 

 

 

 

 

Dear Employee: 

 

Each year on average 36,000 people die from vaccine preventable influenza and an 

additional 310,000 are hospitalized, despite the availability of effective annual vaccines.  A 

large portion of these illnesses and severe complications could be prevented with 

vaccination. 

You can protect yourself, your family and our long-term care residents from the flu and its 

complications by getting immunized each year. A flu vaccination may protect you from 

getting influenza and prevent you from passing this serious illness to our most vulnerable 

residents. The flu vaccine is not as effective for our residents with weakened immune 

response so it is important to surround them with immunized individuals to add an extra 

barrier of protection. Getting immunized demonstrates your professional commitment to 

preserving the health of our residents. 

Our goal is to increase our influenza immunization rates to 90 percent or better this year. 

If you have any questions or concerns please contact  

 

Thank you for making a difference and join me in getting the flu vaccine. 

 

Sincerely, 



American Academy of Family Physicians (AAFP) 
AAFP Mandatory Influenza Vaccination of Health Care Personnel (6/11) 

▶  www.aafp.org/news-now/health-of-the-public/20110613 
mandatoryfluvacc.html

“�The�AAFP�supports�annual�mandatory�influenza�immunization�for�health�care�
personnel�(HCP)�except�for�religious�or�medical�reasons�(not�personal�prefer-
ences).�If�HCP�are�not�vaccinated,�policies�to�adjust�practice�activities�during�flu�
season�are�appropriate�(e.g.�wear�masks,�refrain�from�direct�patient�care).”

American Academy of Pediatrics (AAP) 
Influenza Immunization for All Health Care Personnel: Keep It Mandatory, 
a reaffirmation of AAP’s policy on mandatory influenza immunization of 
health care personnel (Oct. 2015) 

▶  http://pediatrics.aappublications.org/content/136/4/809

“�Mandating�influenza�vaccine�for�all�HCP�nationwide�is�ethical,�just,�and�neces-
sary.�For�the�prevention�and�control�of�influenza,�we�must�continue�to�put�the�
health�and�safety�of�the�patient�first.”�

American College of Physicians (ACP) 
ACP calls for immunization for all health care providers (1/14/2013)

▶  www.acponline.org/newsroom/hcp_vaccinations.htm 

“ Proper�immunization�safely�and�effectively�prevents�a�significant�number�of�
infections,�hospitalizations,�and�deaths�among�patients�as�well�as�preventing�
workplace�disruption�and�medical�errors�by�absent�workers�due�to�illness.”�

American Hospital Association (AHA) 
AHA Endorses Patient Safety Policies Requiring Influenza Vaccination of 
Health Care Workers (7/22/11) 

▶  www.aha.org/advocacy-issues/tools-resources/advisory/2011/110722-
quality-adv.pdf

“�To�protect�the�lives�and�welfare�of�patients�and�employees,�AHA�supports� 
mandatory�patient�safety�policies�that�require�either�influenza�vaccination�or�
wearing�a�mask�in�the�presence�of�patients�across�healthcare�settings�during� 
flu�season.�The�aim�is�to�achieve�the�highest�possible�level�of�protection.”

American Medical Directors Association (AMDA) 
Mandatory Immunization for Long Term Care Workers (3/11) 

▶  www.amda.com/governance/resolutions/J11.cfm 

“�Therefore�be�it�resolved,�AMDA�–�Dedicated�to�Long-Term�Care�Medicine�–�
supports�a�mandatory�annual�influenza�vaccination�for�every�long-term�health�
care�worker�who�has�direct�patient�contact�unless�a�medical�contrain�dication� 
or�religious�objection�exists.”�

American Pharmacists Association (APhA)
Requiring Influenza Vaccination for All Pharmacy Personnel (4/11)

▶  www.pharmacist.com/sites/default/files/files/2011 
ActionsoftheAPhAHoD-Public.pdf

“�APhA�supports�an�annual�influenza�vaccination�as�a�condition�of�employment,�
training,�or�volunteering,�within�an�organization�that�provides�pharmacy�services�
or�operates�a�pharmacy�or�pharmacy�department�(unless�a�valid�medical�or�
religious�reason�precludes�vaccination).”

American Public Health Association (APHA)
Annual Influenza Vaccination Requirements for Health Workers (11/9/10) 

▶  www.apha.org/policies-and-advocacy/public-health-policy-statements/
policy-database/2014/07/11/14/36/annual-influenza-vaccination-
requirements-for-health-workers

“�Encourages�institutional,�employer,�and�public�health�policy�to�require�influenza�
vaccination�of�all�health�workers�as�a�precondition�of�employment�and�there-
after�on�an�annual�basis,�unless�a�medical�contraindication�recognized�in�national�
guidelines�is�documented�in�the�worker’s�health�record.”�

Association for Professionals in Infection Control and  
Epidemiology (APIC) 
 Influenza Vaccination Should Be a Condition of Employment for Healthcare  
Personnel, Unless Medically Contraindicated (2/1/11) 

▶  www.apic.org/resource_/tinymcefilemanager/advocacy-pdfs/apic_ 
influenza_immunization_of_hcp_12711.pdf 

“�As�a�profession�that�relies�on�evidence�to�guide�our�decisions�and�actions,�we� 
can�no�longer�afford�to�ignore�the�compelling�evidence�that�supports�requiring�
influenza�vaccine�for�HCP.�This�is�not�only�a�patient�safety�imperative,�but�is� 
a�moral�and�ethical�obligation�to�those�who�place�their�trust�in�our�care.”

Infectious Diseases Society of America (IDSA)
 Mandatory Immunization of Health Care Personnel Against Influenza and 
Other Infectious Diseases (rev. 12/10/13)

▶  www.idsociety.org/HCW_Policy 

“�Preventing�healthcare-associated�transmission�of�influenza�and�other�infectious�
diseases�can�protect�patients,�HCP,�and�local�communities.�For�this�reason,�
IDSA�supports�mandatory�immunization�of�HCP�according�to�recommendations�
of�the�Advisory�Committee�for�Immunization�Practices�(ACIP)�of�the�Centers�
for�Disease�Control�and�Prevention�(CDC).”

National Business Group on Health (NBGH) 
Hospitals Should Require Flu Vaccination for all Personnel to Protect 
Patients’ Health and Their Own Health (10/18/11) 

▶  www.businessgrouphealth.org/pub/f314b0a7-2354-d714-511f-
57f12807ba2c

“�Hospitals�should�require�flu�vaccination�for�all�personnel�to�protect�patients’�
health�and�their�own�health.”

National Patient Safety Foundation (NPSF)
NPSF Supports Mandatory Flu Vaccinations for Healthcare Workers 
(11/11/15) 

▶  www.npsf.org/news/259784/National-Patient-Safety-Foundation- 
Supports-Mandatory-Flu-Vaccine-for-Health-Care-Workers.htm

“�NPSF�recognizes�vaccine-preventable�diseases�as�a�matter�of�patient�safety�and�
supports�mandatory�influenza�vaccination�of�health�care�workers�to�protect�the�
health�of�patients,�health�care�workers,�and�the�community.”

Society for Healthcare Epidemiology of America (SHEA) 
Influenza Vaccination of Healthcare Personnel (rev. 8/31/10)

▶  www.journals.uchicago.edu/doi/full/10.1086/656558 

“�SHEA�views�influenza�vaccination�of�HCP�as�a�core�patient�and�HCP�safety�
practice�with�which�noncompliance�should�not�be�tolerated.”

First Do No Harm:  Mandatory Influenza Vaccination Policies for 
Healthcare Personnel Help Protect Patients
Refer�to�the�position�statements�of�the�leading�medical�organizations�listed�below�to�help� 
you�develop�and�implement�a�mandatory�influenza�vaccination�policy�at�your�healthcare� 
institution�or�medical�setting.�Policy�titles,�publication�dates,�links,�and�excerpts�follow.

view the complete list:  
www.immunize.org/honor-roll/
influenza-mandates
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Practical resources for vaccinating healthcare personnel against influenza
U.S. Department of Health and Human 
Services (HHS) 
Influenza�Vaccination�of�Healthcare�Personnel, 
part of HHS’ National Action Plan to Prevent 
Healthcare-Associated Infections: Roadmap to 
Elimination

▶  www.hhs.gov/ash/initiatives/hai/hcpflu.html

Centers for Disease Control  
and Prevention (CDC) 
Read the joint HICPAC/ACIP Recommendations 
Influenza�Vaccination�of�Health-Care�Personnel 
(MMWR, 2/24/06)

▶  www.cdc.gov/mmwr/PDF/rr/rr5502.pdf 

For more recent guidance from CDC, see Immu-
nization�of�Health-Care�Personnel:�Recommenda-
tions�of�the�Advisory�Committee�on�Immunization�
Practices (MMWR, 11/25/11)

▶  www.cdc.gov/mmwr/pdf/rr/rr6007.pdf

Visit CDC’s Influenza web section

▶  www.cdc.gov/flu

American Nurses Association (ANA) 
Bring�Immunity�to�Every�Community webpage pro-
vides a listing of links for staff and patient educa-
tional materials, posters, and recommendations.

▶  www.anaimmunize.org/Main-Menu-Category/
Vaccines-for-nurses/Influenza/default.aspx 

Nurse-to-Nurse�Influenza�Vaccination video uses 
principles of risk communication to address the 
concerns of a nurse hesitant to receive influenza 
vaccine

▶  www.anaimmunize.org/flu-video

Colorado Hospital Association
Guidance�for�Developing�a�Mandatory�Influenza 
Vaccination�Program. This document is intended 
to provide guidance and information for develop-
ing a mandatory influenza vaccination program 
within individual hospitals:

▶  www.immunize.org/honor-roll/cha_guidance 
_mandatory_influenza_policy_hcp.pdf

Immunization Action Coalition 
of Washington Tool Kit
Make�the�Case toolkit promotes influenza and 
Tdap immunization among healthcare providers

▶   www.withinreachwa.org/what-we-do/
healthy-communities/immunizations/for-
providers/ 
health-care-workers-toolkit/

National Adult and Influenza  
Immunization Summit (NAIIS)
Co-sponsored by the National Vaccine Program 
Office, CDC, and the Immunization Action  
Coalition. Visit the Summit website: 

▶  www.izsummitpartners.org/vaccinating-
healthcare-personnel

Any child or teen who shows the following emergency 
warning signs needs urgent medical attention – take them 
to an emergency room or call 9 -1-1.
• Fast breathing or trouble breathing

• Bluish skin color

• Not waking up or not interacting

• Being so irritable that the child does not want to be held

• Not drinking enough fluids

• Not urinating or no tears when crying

• Severe or persistent vomiting

• Influenza-like symptoms improve but then return with fever and
worse cough

Any adult who shows the following emergency warning signs
needs urgent medical attention – take them to an emergency
room or call 9-1-1.
• Difficulty breathing or shortness of breath

• Pain or pressure in the chest or abdomen

• Confusion

• Severe or persistent vomiting

• Sudden dizziness

• Influenza-like symptoms improve but then return with fever and
worse cough

Seek emergency medical care if you or  
a family member shows the signs
below – a life could be at risk!

Emergency warning signs 
for children or teens with 
influenza

Emergency warning signs 
for adults with influenza

It’s a fact – every year, people of all ages in the
U.S. die from influenza and its complications.

Keep this handy! Post it on your refrigerator or another place where it will be easy to find!
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copy this for your patients

Adapted from the Centers for Disease Control and Prevention
Technical content reviewed by the Centers for Disease Control and Prevention, August 2010.

Purpose:  To reduce morbidity and mortality from influenza by vaccinating all adults who meet the criteria 
established by the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices.

Policy:  Under these standing orders, eligible nurses and other healthcare professionals (e.g., pharmacists), where 
allowed by state law, may vaccinate patients who meet any of the criteria below.

Procedure:
1. Identify adults with no history of influenza vaccination for the current influenza season.

2. Screen all patients for contraindications and precautions to influenza vaccine:
 a. Contraindications: a serious systemic or anaphylactic reaction after ingesting eggs, after receiving a previous   
   dose of influenza vaccine, or to an influenza vaccine component. For a list of vaccine components, go to   
   www.cdc.gov/vaccines/pubs/pinkbook/downloads/appendices/B/excipient-table-2.pdf. Do not give live  
   attenuated influenza vaccine (LAIV; nasal spray) to an adult with a history of hypersensitivity to eggs, either   
   anaphylatic or non-anaphylactic; who is pregnant, is age 50 years or older, or who has chronic pulmonary (includ- 
   ing asthma), cardiovascular (excluding hypertension), renal, hepatic, neurologic/neuromuscular, hematologic, or   
   metabolic (including diabetes) disorders; immunosuppression, including that caused by medications or HIV.
 b. Precautions: moderate or severe acute illness with or without fever; history of Guillain Barré syndrome within  
   6 weeks of a previous influenza vaccination; for TIV only, allergic reaction to eggs consisting of hives only (ob- 
   serve patient for at least 30 minutes following vaccination); for LAIV only, close contact with an immunosup-  
   pressed person when the person requires protective isolation, receipt of influenza antivirals (e.g., amantadine, riman- 
   tadine, zanamivir, or oseltamivir) within the previous 48 hours or possibility of use within 14 days after vaccination
3. Provide all patients with a copy of the most current federal Vaccine Information Statement (VIS).  You must docu-  
 ment in the patient’s medical record or office log, the publication date of the VIS and the date it was given to the   
 patient. Provide non-English speaking patients with a copy of the VIS in their native language, if available and   
 preferred; these can be found at www.immunize.org/vis. 

4. Administer influenza vaccine as follows: a) For adults of all ages, give 0.5 mL of injectable trivalent inactivated in- 
 fluenza vaccine (TIV-IM) intramuscularly (22–25g, 1–1½" needle) in the deltoid muscle. (Note: A e" needle may  
  be used for adults weighing less than 130 lbs (<60 kg) for injection in the deltoid muscle only if the skin is stretched  
 tight, subcutaneous tissue is not bunched, and the injection is made at a 90 degree angle; or b) For healthy adults   
 younger than age 50 years, give 0.2 mL of intranasal LAIV; 0.1 mL is sprayed into each nostril while the patient   
 is in an upright position; or c) For adults ages 18 through 64 years, give 0.1 ml TIV-ID intradermally by inserting   
 the needle of the microinjection system at a 90 degree angle in the deltoid muscle; or d) For adults ages 65 years and  
 older, give 0.5 mL of high-dose TIV-IM intramuscularly (22–25g, 1–1½" needle) in the deltoid muscle. 

5.  Document each patient’s vaccine administration information and follow up in the following places:
 a. Medical chart: Record the date the vaccine was administered, the manufacturer and lot number, the vaccina-  
   tion site and route, and the name and title of the person administering the vaccine. If vaccine was not given,   
   record the reasons(s) for non-receipt of the vaccine (e.g., medical contraindication, patient refusal).
 b. Personal immunization record card: Record the date of vaccination and the name/location of the administer-  
   ing clinic.

6. Be prepared for management of a medical emergency related to the administration of vaccine by having a written   
 emergency medical protocol available, as well as equipment and medications.

7. Report all adverse reactions to influenza vaccine to the federal Vaccine Adverse Event Reporting System    
 (VAERS) at www.vaers.hhs.gov or (800) 822-7967. VAERS report forms are available at www.vaers.hhs.gov.

Standing Orders for Administering Influenza Vaccine to Adults
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(name of practice or clinic)
This policy and procedure shall remain in effect for all patients of the                                                              until
rescinded or until                                       (date).

Medical Director’s signature:                                                            Effective date:

1. Is the person to be vaccinated sick today?   

2. Does the person to be vaccinated have an allergy to eggs or   
	   

 to a component of the vaccine? 

3. Has the person to be vaccinated ever had a serious reaction to    
	  

 
 influenza vaccine in the past? 

4. Has the person to be vaccinated ever had Guillain-Barré syndrome?   

 www.immunize.org/catg.d/p4066.pdf • Item#P4066 (10/12)

For adult patients as well as parents of children to be vaccinated: The following questions 
will help us determine if there is any reason we should not give you or your child inactivated injectable 
influenza vaccination today. If you answer “yes” to any question, it does not necessarily mean you (or 
your child) should not be vaccinated. It just means additional questions must be asked. If a question is  
not clear, please ask your healthcare provider to explain it.

NoYes
Don’t 
Know

Screening Checklist for Contraindications to 
Inactivated Injectable Influenza Vaccination

 Form completed by: ____________________________________________ Date: ______________

 Form reviewed by: _____________________________________________ Date: ______________
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Patient name:                         Date of birth: 
(mo.) (day) (yr.)
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1. Is the person to be vaccinated sick today?   

2. Does the person to be vaccinated have an allergy to eggs or to a component of 
  

 
 the influenza vaccine?

3. Has the person to be vaccinated ever had a serious reaction to intranasal 
  

 
 influenza vaccine (FluMist) in the past?

4. Does the person to be vaccinated have a long-term health problem with heart  
	 	 

 
 disease, lung disease, asthma, kidney disease, neurologic or neuromuscular disease,       
 liver disease, metabolic disease (e.g., diabetes), or anemia or another blood disorder? 
 
5. If the person to be vaccinated is a child age 2 through 4 years, in the past 12 months,  
 has a healthcare provider ever told you that he or she had wheezing or asthma?    	 	 

6. Does the person to be vaccinated have cancer, leukemia, HIV/AIDS, or any other  
 immune system problem; or, in the past 3 months, have they taken medications that     
 weaken the immune system, such as cortisone, prednisone, other steroids, or  
 anticancer drugs; or have they had radiation treatments?

7. Is the person to be vaccinated receiving antiviral medications?    

8. Is the child or teen to be vaccinated receiving aspirin therapy or aspirin-containing therapy?   

9. Is the person to be vaccinated pregnant or could she become pregnant within  	
	 	 	

the next month? 

10. Has the person to be vaccinated ever had Guillain-Barré syndrome?   

11. Does the person to be vaccinated live with or expect to have close contact with 	
	 	  a person whose immune system is severely compromised and who must be in  

protective isolation (e.g., an isolation room of a bone marrow transplant unit)?

12. Has the person to be vaccinated received any other vaccinations in the past 4 weeks?   

www.immunize.org/catg.d/p4067.pdf • Item #P4067 (10/12)

For use with people ages 2 through 49 years: The following questions will help us determine if there is 
any reason we should not give you or your child live attenuated intranasal influenza vaccine (FluMist) today. If you 
answer “yes” to any question, it does not necessarily mean you (or your child) should not be vaccinated. It just 
means additional questions must be asked. If a question is not clear, please ask your  
healthcare provider to explain it. NoYes

Don’t 
Know

Screening Checklist for Contraindications to  
Live Attenuated Intranasal Influenza Vaccination

 Form completed by: __________________________________________________  Date: _________________________

 Form reviewed by: ___________________________________________________  Date: ________________________

Patient name:                         Date of birth: 
(mo.) (day) (yr.)

Technical content reviewed by the Centers for Disease Control and Prevention
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Influenza Vaccination of People 
with a History of Egg Allergy

Administer vaccine per  
usual protocol.

Recommendations regarding influenza vaccination of 
persons who report allergy to eggs: ACIP, United States, 
2013–14 influenza season.

Can the person eat lightly 
cooked egg (e.g., scrambled 
egg) without reaction?*†

After eating eggs or  
egg-containing foods, does 
the person experience  
only hives?

Administer RIV3 (if patient 
aged 18 through 49 years);  
or administer IIV to any 
patient for whom IIV is  
indicated and observe for 
reaction for at least 30 min-
utes after vaccination.

Administer RIV3 (if patient 
aged 18 through 49 years)  
or refer to a physician with
expertise in management
of allergic conditions for
further evaluation.

no

yes

yes

yes

no

Does the person experience 
other symptoms such as

•  Cardiovascular changes 
(e.g., hypotension)?

•  Respiratory distress 
(e.g., wheezing)?

•  Gastrointestinal  
(e.g., nausea/vomiting)?

•  Reaction requiring  
epinephrine?

•  Reaction requiring emer-
gency medical attention?

*  Individuals with egg allergy might tolerate egg in baked products (e.g., 
bread or cake). Tolerance to egg-containing foods does not exclude the pos-
sibility of egg allergy.

† For individuals who have no known history of exposure to egg, but who are  
 suspected of being egg-allergic on the basis of previously performed allergy  
 testing, consultation with a physician with expertise in the management of  
 allergic conditions should be obtained prior to vaccination. Alternatively,  
 RIV3 may be administered if the recipient is aged 18 through 49 years.

references
1. Kelso JM, Greenhawt MJ, Li JT, Niclas RA, Bernstein DI, Blessing-Moore J, et al.  
 Adverse reactions to vaccines practice parameter 2012 update. J Clin All Immunol.  
 2012 Jul;130(1):25–43.
2.  Erlewyn-Lajeunesse M, Brathwaite N, Lucas JS, Warner JO. Recommendations for the  
	 administration	of	influenza	vaccine	in	children	allergic	to	egg.	BMJ.	2009;339:b3680.

1.  Persons with a history of egg allergy who have experienced only 
hives	after	exposure	to	egg	should	receive	influenza	vaccine.	
Because relatively little data are available for use of LAIV in this 
setting, IIV or RIV should be used. RIV is egg-free and may be 
used for persons aged 18–49 years who have no other contrain-
dications. However, IIV (egg- or cell-culture based) may also be 
used,	with	the	following	additional	safety	measures	(see	figure	 
in column to right)

 a)  Vaccine should be administered by a healthcare provider who is 
familiar with the potential manifestations of egg allergy; and

  b)  Vaccine recipients should be observed for at least 30 minutes for 
signs of a reaction after administration of each vaccine dose.1

2.  Persons who report having had reactions to egg involving such 
symptoms as angioedema, respiratory distress, lightheadedness, 
or recurrent emesis; or who required epinephrine or another 
emergency medical intervention may receive RIV3, if aged 18 
through 49 years and there are no other contraindications. If 
RIV3 is not available or the recipient is not within the indicated 
age range, such persons should be referred to a physician with 
expertise in the management of allergic conditions for further 
risk	assessment	before	receipt	of	vaccine	(see	figure	in	column	to	
right).

3.  All vaccines should be administered in settings in which personnel 
and equipment for rapid recognition and treatment of anaphy-
laxis are available. 

4.  Some persons who report allergy to egg might not be egg-allergic. 
Those who are able to eat lightly cooked egg (e.g., scrambled 
egg) without reaction are unlikely to be allergic. Egg-allergic per-
sons might tolerate egg in baked products (e.g., bread or cake). 
Tolerance to egg-containing foods does not exclude the possibil-
ity of egg allergy.2	Egg	allergy	can	be	confirmed	by	a	consistent	
medical history of adverse reactions to eggs and egg-containing 
foods, plus skin and/or blood testing for immunoglobulin E anti-
bodies to egg proteins.

5. For individuals who have no known history of exposure to egg,   
 but who are suspected of being egg-allergic on the basis of pre-  
 viously performed allergy testing, consultation with a physician   
 with expertise in the management of allergic conditions should  
	 be	obtained	prior	to	vaccination	(see	figure	in	column	to	right).		 	
 Alternatively, RIV3 may be administered if the recipient is aged  
 18 through 49 years.

6.		A	previous	severe	allergic	reaction	to	influenza	vaccine,	regardless 
of the component suspected to be responsible for the reaction, is 
a contraindication to future receipt of the vaccine.

 abbreviations
LAIV	=		Live	attenutated	influenza	vaccine	
IIV	=	Inactivated	Influenza	Vaccine		
RIV3	=	Recombinant	Influenza	Vaccine,	Trivalent

Adapted from Summary* Recommenda-
tions: Prevention	and	Control	of	Influ-
enza with Vaccines: Recommendations 
of the ACIP–U.S., 2013–14 at www.cdc.
gov/flu/professionals/acip/2013-sum-
mary-recommendations.htm.

Influenza usually comes on suddenly. Symptoms can include high fever,
chills, headaches, exhaustion, sore throat, cough, and all-over body aches.
Some people say, “It felt like a truck hit me!” Symptoms can also be mild.
Regardless, when influenza strikes your family, the result is lost time from
work and school.

An infected person can spread influenza when they cough, sneeze, or just 
talk near others. They can also spread it by touching or sneezing on an object
that someone else touches later. And, an infected person doesn’t have to feel
sick to be contagious: they can spread influenza to others when they feel 
well – before their symptoms have even begun.

Each year, more than 200,000 people are hospitalized in the U.S. from
influenza and its complications. Between 3,000 and 50,000 die, which shows
how unpredictable influenza can be. The people most likely to be hospitalized
and die are infants, young children, older adults, and people of all ages who
have conditions such as heart or lung disease. But remember, it’s not only the
youngest, oldest, or sickest who die: Every year influenza kills people who were
otherwise healthy.

There’s no substitute for yearly vaccination in protecting the people you love
from influenza. Either type of influenza vaccine (the “shot” or nasal spray) 
will help keep you and your loved ones safe from a potentially deadly disease. 
Get vaccinated every year, and make sure your children and your parents are
vaccinated, too.

Influenza can make you, 
your children, or your parents
really sick.

Influenza spreads easily from
person to person.

Influenza and its complications
can be so serious that they can
put you, your children, or 
your parents in the hospital – 
or lead to death.

Influenza can be a very serious
disease for you, your family, 
and friends – but you can all be
protected by getting vaccinated.

Get vaccinated every year! Get your children vaccinated! 
Be sure your parents get vaccinated, too!

copy this for your patients

Don’t take chances with your 
family’s health – make sure you all 
get vaccinated against influenza 
every year!

Here’s how influenza can hurt your family. . .
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VACCINE INFORMATION STATEMENT

Many Vaccine Information Statements are 
available in Spanish and other languages. 
See www.immunize.org/vis

Hojas de información sobre vacunas están 
disponibles en español y en muchos otros 
idiomas. Visite www.immunize.org/vis

Influenza (Flu) Vaccine 
(Inactivated or Recombinant): 
What you need to know

 1 Why get vaccinated?
Influenza (“flu”) is a contagious disease that spreads 
around the United States every year, usually between 
October and May.
Flu is caused by influenza viruses, and is spread mainly 
by coughing, sneezing, and close contact.
Anyone can get flu. Flu strikes suddenly and can last 
several days. Symptoms vary by age, but can include:
• fever/chills
• sore throat
• muscle aches
• fatigue
• cough
• headache 
• runny or stuffy nose
Flu can also lead to pneumonia and blood infections, and 
cause diarrhea and seizures in children. If you have a 
medical condition, such as heart or lung disease, flu can 
make it worse.
Flu is more dangerous for some people. Infants and 
young children, people 65 years of age and older, 
pregnant women, and people with certain health 
conditions or a weakened immune system are at 
greatest risk. 
Each year thousands of people in the United States die 
from flu, and many more are hospitalized.
Flu vaccine can:
• keep you from getting flu,
• make flu less severe if you do get it, and
• keep you from spreading flu to your family and 

other people.

 2  Inactivated and recombinant 
flu vaccines

A dose of flu vaccine is recommended every flu season. 
Children 6 months through 8 years of age may need two 
doses during the same flu season. Everyone else needs 
only one dose each flu season.
Some inactivated flu vaccines contain a very small 
amount of a mercury-based preservative called 
thimerosal. Studies have not shown thimerosal in 
vaccines to be harmful, but flu vaccines that do not 
contain thimerosal are available.

There is no live flu virus in flu shots. They cannot cause 
the flu.
There are many flu viruses, and they are always 
changing. Each year a new flu vaccine is made to protect 
against three or four viruses that are likely to cause 
disease in the upcoming flu season. But even when the 
vaccine doesn’t exactly match these viruses, it may still 
provide some protection.
Flu vaccine cannot prevent:
• flu that is caused by a virus not covered by the vaccine, 

or
• illnesses that look like flu but are not.
It takes about 2 weeks for protection to develop after 
vaccination, and protection lasts through the flu season.

 3  Some people should not get 
this vaccine

Tell the person who is giving you the vaccine:
• If you have any severe, life-threatening allergies. 

If you ever had a life-threatening allergic reaction 
after a dose of flu vaccine, or have a severe allergy to 
any part of this vaccine, you may be advised not to 
get vaccinated. Most, but not all, types of flu vaccine 
contain a small amount of egg protein. 

• If you ever had Guillain-Barré Syndrome (also 
called GBS).
Some people with a history of GBS should not get this 
vaccine. This should be discussed with your doctor.

• If you are not feeling well. 
It is usually okay to get flu vaccine when you have 
a mild illness, but you might be asked to come back 
when you feel better.

U.S. Department of 
Health and Human Services 
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Control and Prevention 

VACCINE INFORMATION STATEMENT

Many Vaccine Information Statements are 
available in Spanish and other languages. 
See www.immunize.org/vis

Hojas de información sobre vacunas están 
disponibles en español y en muchos otros 
idiomas. Visite www.immunize.org/vis

Influenza (Flu) Vaccine (Live, Intranasal):
What You Need to Know

 1 Why get vaccinated?
Influenza (“flu”) is a contagious disease that spreads 
around the United States every year, usually between 
October and May.
Flu is caused by influenza viruses, and is spread mainly 
by coughing, sneezing, and close contact.
Anyone can get flu. Flu strikes suddenly and can last 
several days. Symptoms vary by age, but can include:
• fever/chills
• sore throat
• muscle aches
• fatigue
• cough
• headache
• runny or stuffy nose
Flu can also lead to pneumonia and blood infections, and 
cause diarrhea and seizures in children. If you have a 
medical condition, such as heart or lung disease, flu can 
make it worse.
Flu is more dangerous for some people. Infants and 
young children, people 65 years of age and older, 
pregnant women, and people with certain health 
conditions or a weakened immune system are at 
greatest risk.
Each year thousands of people in the United States die 
from flu, and many more are hospitalized.
Flu vaccine can:
• keep you from getting flu,
• make flu less severe if you do get it, and
• keep you from spreading flu to your family and  

other people.

 2  Live, attenuated flu 
vaccine — LAIV, Nasal Spray

A dose of flu vaccine is recommended every flu season. 
Children younger than 9 years of age may need two 
doses during the same flu season. Everyone else needs 
only one dose each flu season.
The live, attenuated influenza vaccine (called LAIV) 
may be given to healthy, non-pregnant people 2 through 
49 years of age. It may safely be given at the same time 
as other vaccines.

LAIV is sprayed into the nose. LAIV does not contain 
thimerosal or other preservatives. It is made from 
weakened flu virus and does not cause flu.
There are many flu viruses, and they are always 
changing. Each year LAIV is made to protect against 
four viruses that are likely to cause disease in the 
upcoming flu season. But even when the vaccine doesn’t 
exactly match these viruses, it may still provide some 
protection.
Flu vaccine cannot prevent:
• flu that is caused by a virus not covered by the vaccine, 

or
• illnesses that look like flu but are not.
It takes about 2 weeks for protection to develop after 
vaccination, and protection lasts through the flu season.

 3  Some people should not get 
this vaccine

Some people should not get LAIV because of age, health 
conditions, or other reasons. Most of these people should 
get an injected flu vaccine instead. Your healthcare 
provider can help you decide.
Tell the provider if you or the person being vaccinated:
• have any allergies, including an allergy to eggs, or 

have ever had an allergic reaction to an influenza 
vaccine.

• have ever had Guillain-Barré Syndrome (also called 
GBS).

• have any long-term heart, breathing, kidney, liver, or 
nervous system problems.

• have asthma or breathing problems, or are a child who 
has had wheezing episodes.

• are pregnant.
• are a child or adolescent who is receiving aspirin or 

aspirin-containing products.
• have a weakened immune system.
• will be visiting or taking care of someone, within the 

next 7 days, who requires a protected environment (for 
example, following a bone marrow transplant)

This policy and procedure shall remain in effect for all patients of the                                                              until
rescinded or until                                       (date).

Medical Director’s signature:                                                            Effective date:

(name of practice or clinic)

Purpose:  To reduce morbidity and mortality from influenza by vaccinating all children and adolescents who meet the 
criteria established by the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices.

Policy:  Under these standing orders, eligible nurses and other healthcare professionals (e.g., pharmacists), where allowed by  
state law, may vaccinate children and adolescents who meet any of the criteria below.

Procedure:
1.  Identify children and adolescents ages 6 months and older who have not completed their influenza vaccination(s) for the  
 current influenza season. 

2. Screen all patients for contraindications and precautions to influenza vaccine:

 a. Contraindications: a serious systemic or anaphylactic reaction after ingesting eggs, after receiving a previous dose   
  of influenza vaccine, or to an influenza vaccine component. For a list of vaccine components, go to www.cdc.gov/ 
  vaccines/pubs/pinkbook/downloads/appendices/B/excipient-table-2.pdf. Do not give live attenuated influenza vac-  
  cine (LAIV; nasal spray) to people with a history of hypersensitivity to eggs, either anaphylactic or non-anaphylac-  
  tic; pregnant adolescents; children younger than age 2 yrs; children age 2 through 4 yrs who have experienced wheez- 
  ing or asthma within the past 12 mos, based on a healthcare provider’s statement; or children or adolescents with   
  chronic pulmonary (including asthma), cardiovascular (excluding hypertension), renal, hepatic, neurologic/neuromus- 
  cular, hematologic, or metabolic (e.g., diabetes) disorders; immunosuppression, including that caused by medications  
  or HIV; long-term aspirin therapy (applies to a child or adolescent age 6 mos through 18 yrs).
 b. Precautions: moderate or severe acute illness with or without fever; history of Guillain-Barré syndrome within  
  6 weeks of a previous influenza vaccination; for TIV only, allergic reaction to eggs consisting of hives only (observe  
  patient for 30 minutes following vaccination); for LAIV only, close contact with an immunosuppressed person when  
  the person requires protective isolation, receipt of influenza antivirals (e.g., amantadine, rimantadine, zanamivir, or   
  oseltamivir) within the previous 48 hours or possibility of use within 14 days after vaccination

3.  Provide all patients (or, in the case of a minor, their parent or legal representative) with a copy of the most current federal  
 Vaccine Information Statement (VIS). You must document in the patient’s medical record or office log, the publication date  
 of the VIS and the date it was given to the patient (parent/legal representative). Provide non-English speaking patients with  
 a copy of the VIS in their native language, if available and preferred; these can be found at www.immunize.org/vis. 

4.  Administer injectable trivalent inactivated vaccine (TIV) intramuscularly in the vastus lateralis for infants (and toddlers  
 lacking adequate deltoid mass) or in the deltoid muscle (for toddlers, children, and teens). Use a 22–25 g needle. Choose  
 needle length appropriate to the child’s age and body mass: infants 6 through 11 mos: 1"; 1 through 2 yrs: 1–13"; 3yrs   
 and older: 1–1½". Give 0.25 mL to children 6–35 mos and 0.5 mL for all others age 3 yrs and older.  (Note: A e"   
 needle may be used for patients weighing less that 130 lbs (<60kg) for injection in the deltoid muscle only if the skin   
 is stretched tight, subcutaneous tissue is not bunched, and the injection is made at a 90-degree angle.) Alternatively,   
 healthy children age 2 yrs and older may be given 0.2 mL of intranasal LAIV; 0.1 mL is sprayed into each nostril while  
 the patient is in an upright position. Children age 6 mos through 8 yrs should receive a second dose 4 wks or more after  
 the first dose if they are receiving influenza vaccine for the first time or if they did not receive at least 1 dose of vaccine  
 in the 2010–2011 vaccination season.

5. Document each patient’s vaccine administration information and follow up in the following places:
 a. Medical chart: Record the date the vaccine was administered, the manufacturer and lot number, the vaccination site  
  and route, and the name and title of the person administering the vaccine. If vaccine was not given, record the   
  reason(s) for non-receipt of the vaccine (e.g., medical contraindication, patient refusal).
 b. Personal immunization record card: Record the date of vaccination and the name/location of the administering clinic.

6. Be prepared for management of a medical emergency related to the administration of vaccine by having a written emer- 
 gency medical protocol available, as well as equipment and medications.

7. Report all adverse reactions to influenza vaccine to the federal Vaccine Adverse Event Reporting System (VAERS) at  
 www.vaers.hhs.gov or (800) 822-7967. VAERS report forms are available at www.vaers.hhs.gov.

Standing Orders for Administering Influenza Vaccines to Children and Adolescents
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Manufacturer Trade Name
(vaccine abbreviation)1 How Supplied

Mercury
Content
(μg Hg/0.5mL)

Age Group
Vaccine Product Billing Code2

CPT Medicare3

bioCSL, Inc. Afluria (IIV3)
0.5 mL (single-dose syringe) 0

9 years & older4,5 90656  90656

5.0 mL (multi-dose vial) 24.5 90658  Q2035

GlaxoSmithKline Fluarix (IIV4) 0.5 mL (single-dose syringe) 0 3 years & older 90686  90686

ID Biomedical Corp. of Quebec,  
a subsidiary of GlaxoSmith Kline

FluLaval (IIV4)
0.5 mL (single-dose syringe) 0 3 years & older 90686  90686
5.0 mL (multi-dose vial) <25 3 years & older 90688  90688

MedImmune FluMist (LAIV4) 0.2 mL (single-use nasal spray) 0 2 through 49 years 90672  90672

NVS Influenza Vaccines  
(formerly Novartis)

Fluvirin (IIV3)
0.5 mL (single-dose syringe) <1

4 years & older
90656  90656

5.0 mL (multi-dose vial) 25 90658 Q2037

Flucelvax (ccIIV3) 0.5 mL (single-dose syringe) 0 18 years & older 90661  90661

Protein Sciences Corp. Flublok (RIV3) 0.5 mL (single-dose vial) 0 18 years & older 90673  90673

Sanofi Pasteur, Inc.

Fluzone (IIV3)
5.0 mL (multi-dose vial) 25 6 through 35 months 90657  90657

5.0 mL (multi-dose vial) 25 3 years & older 90658 Q2038

Fluzone (IIV4)

0.25 mL (single-dose syringe) 0 6 through 35 months 90685  90685

0.5 mL (single-dose syringe) 0 3 years & older 90686  90686

0.5 mL (single-dose vial) 0 3 years & older 90686  90686

5.0 mL (multi-dose vial) 25 6 through 35 months 90687  90687

5.0 mL (multi-dose vial) 25 3 years & older 90688  90688

Fluzone High-Dose (IIV3) 0.5 mL (single-dose syringe) 0 65 years & older 90662  90662

Fluzone Intradermal (IIV4) 0.1 mL (single-dose microinjection system) 0 18 through 64 years 90630  90630

Footnotes
1.  IIV3 = egg-based and cell culture-based trivalent inactivated influenza vaccine (injectable); where necessary to refer to 

cell culture-based vaccine, the prefix “cc” is used (e.g., ccIIV3). IIV4 = egg-based quadrivalent inactivated influenza 
vaccine (injectable); LAIV4 = egg-based quadrivalent live attenuated influenza vaccine (nasal spray); RIV3 = trivalent 
recombinant hemagglutinin influenza vaccine (injectable).

2.  Effective for claims with dates of service on or after 1/1/2011, CPT (Current Procedural Terminology) code 90658 is no 
longer payable for Medicare; rather, HCPCS (Healthcare Common Procedure Coding System) Q codes, as indicated 
above, should be submitted for payment purposes.

3. An administration code should always be reported in addition to the vaccine product code. Note: Third party payers may 
have specific policies and guidelines that might require providing additional information on their claim forms.

4 .  In 2010, ACIP recommended that Afluria not be used in children younger than age 9 years. If no other age-appropriate IIV 
is available, Afluria may be considered for a child age 5 through 8 years at high risk for influenza complications, after risks 
and benefits have been discussed with the parent or guardian. Afluria should not be used in children younger than age 5 
years. This recommendation continues for the 2015–2016 influenza season.

5.  Afluria is approved by the Food and Drug Administration for intramuscular administration with the PharmaJet Stratis 
Needle-Free Injection System for persons age 18 through 64 years.

Influenza Vaccine Products for the 2015–2016 Influenza  Season
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The Joint Commission 
Titled Influenza�Information, this web section 
provides resources for healthcare institutions, 
including a free monograph, Providing�a�Safer�
Environment�for�Health�Care�Personnel�and�
Patients�through�Influenza�Vaccination:�Strategies�
from�Research�and�Practice

▶  www.jointcommission.org/topics/ 
hai_influenza.aspx 

Commentary by Arthur L. Caplan, PhD
Managing�the�Human�Toll�Caused�by�Seasonal�
Influenza�–�New�York�State’s�Mandate�to�Vacci-
nate�or�Mask (JAMA, 10/1/2013)

▶  http://jama.jamanetwork.com/article.
aspx?articleid=1746248

Why�Hospital�Workers�Should�Be�Forced�to�Get�
Flu�Shots 

▶  www.medscape.com/viewarticle/770383 
(log-in required)
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Immunization Action Coalition (IAC)
Visit the IAC’s Influenza Vaccination Honor Roll  
to view stellar examples of influenza vaccination  
mandates in healthcare settings: 

www.immunize.org/honor-roll/influenza-mandates

Get these IAC print materials online: 

•   Healthcare Personnel Vaccination Recommendations: www.immunize.org/catg.d/
p2017.pdf

•   Access Influenza Vaccine Information Statements (VISs) in more than 35 languages: 
www.immunize.org/vis

Visit IAC’s Influenza web section: www.immunize.org/influenza

•   How�to�Administer�Intramuscular,�Intradermal,�and�Intranasal�Influ�enza�Vaccines:  
www.immunize.org/catg.d/p2024.pdf 

•   Influenza�Vaccine�Products�for�the�2015–16�Influenza�Season:�www.immunize.org/catg.d/
p4072.pdf

•   Standing�Orders�for�Administering�Influenza�Vaccine�to�Adults: www.immunize.org/catg.d/
p3074.pdf 

•   Screening�Checklist�for�Contraindications�to�Inactivated�Injectable�Influenza�Vaccination: 
www.immunize.org/catg.d/p4066.pdf

•   Screening�Checklist�for�Contraindications�to�Live�Attenuated�Intra�nasal�Influenza�Vaccination:  
www.immunize.org/catg.d/p4067.pdf 

•   Influenza�Vaccination�of�People�with�a�History�of�Egg�Allergy: www.immunize.org/catg.d/
p3094.pdf

•   Declination�of�Influenza�Vaccination�(for healthcare worker refusal: www.immunize.org/
catg.d/p4068.pdf

http://www.hhs.gov/ash/initiatives/hai/hcpflu.html
http://www.cdc.gov/mmwr/PDF/rr/rr5502.pdf
http://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf
http://www.cdc.gov/flu
http://www.anaimmunize.org/Main-Menu-Category/Vaccines-for-nurses/Influenza/default.aspx
http://www.anaimmunize.org/Main-Menu-Category/Vaccines-for-nurses/Influenza/default.aspx
http://www.anaimmunize.org/flu-video
http://www.immunize.org/honor-roll/cha_guidance_mandatory_influenza_policy_hcp.pdf
http://www.immunize.org/honor-roll/cha_guidance_mandatory_influenza_policy_hcp.pdf
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Attention! Attention! All Healthcare Workers!

THIS IS NOT A TEST
This is an Important Notice about Common Misperceptions of Influenza

MYTH #1

You are not at risk for getting influenza because you’re healthy, 

and as someone who works in a healthcare environment, 

you’ve been exposed to so many germs that you’re immune 

to everything.

FACT

Healthcare workers can have an increased risk of exposure to 

influenza due to the nature of the job.

MYTH #2

You don’t have any influenza symptoms so you can’t transmit 

the influenza virus to your patients.

FACT

Even if you don’t show symptoms of having influenza yet, the 

virus can still be transmitted to patients. Healthcare workers 

infected with influenza can transmit the highly contagious virus 

to patients in their care, which is particularly troubling for the 

many patients at high-risk for influenza-related complications 

that can lead to serious illness, and even death. Preventing the 

incidence of the influenza virus protects patients and may 

save lives.  

MYTH #3

You work in a large facility and there are many staff members 

who don’t get vaccinated against influenza. So, one influenza 

vaccination won’t make a difference.

FACT

You can demonstrate your leadership by getting vaccinated 

against influenza and show that quality of patient care is 

important to you. Vaccination of healthcare workers can 

prevent the incidence of influenza in healthcare settings. In 

addition, the Centers for Disease Control and Prevention (CDC) 

clearly states that influenza vaccination is the most effective 

method for preventing influenza virus infection and its 

potentially severe complications. Healthcare worker 

vaccination is important for influenza prevention and control.  

 

MYTH #4

Getting the influenza vaccine can actually give you influenza.

FACT

Trivalent inactivated influenza vaccine (TIV) contains killed 

viruses and thus cannot cause influenza. However, live, 

attenuated influenza vaccine (LAIV) contains live, attenuated 

viruses and therefore does have the potential to produce mild 

signs or symptoms related to attenuated influenza 

virus infection.  

MYTH #5

The influenza vaccine doesn’t work.

FACT

The influenza vaccine can be expected to reduce influenza 

illness by approximately 70% to 90% in healthy adults less 

than 65 years of age, when the vaccine and circulating virus 

are well matched. The ability of the influenza vaccine to protect 

a person depends on the age and health status of the person 

getting the vaccine, and the similarity or "match" between the 

virus strains in the vaccine and those in circulation.   

MYTH #6

Antibiotics can work just as well as the influenza vaccine.

FACT

The single best way to protect yourself against influenza is by 

getting vaccinated. Influenza is a viral infection and cannot be 

treated by antibiotics. Taking antibiotics when they aren't 

needed contributes to the serious problem of antibiotic 

resistance. Antibiotics are not a substitute for the 

influenza vaccine.

MYTH #7

By January, it’s too late to get the influenza vaccine.

FACT

The CDC recommends that influenza vaccination begin as soon 

as healthcare providers have the vaccine in stock, and should 

continue throughout the influenza season, even into January. In 

most years the influenza season does not peak until January or 

February, therefore vaccination beyond December is medically 

beneficial and necessary in order to protect as many people 

as possible.



Older adults are at higher risk:

■ Those with chronic conditions are at an even higher risk of developing 
 serious complications

■ Several weeks after recovering from flu symptoms, older adults may still be 
 at an increased risk of a heart attack, stroke, or other cardiovascular problems

■ Even if they recover from flu, older adults may never fully regain their 
 pre-influenza health and abilities, significantly impacting their lifestyle

Care About Flu! 

50%-70%
of flu-related hospitalizations
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IMMUNOSENESCENCE

WHAT ARE THE RISKS?

Care For Older Adults? 

The gradual deterioration 
of the immune system due to 
aging – immunosenescence – 

results in an elevated risk 
of complications from flu 
in adults age 65 years and 

older. The weakened immune 
system makes it harder for 

older adults to combat 
disease, and decreases 
the immune response to 

standard influenza vaccines.

85%
of flu-related deaths

The flu can be serious for everyone – but for adults age 65 years and older, 
the risk of flu-related hospitalization and complications is particularly high.  

Annual influenza vaccination is essential to help protect older adults 65+ 
against flu. There are specifically-designed influenza vaccines available to 
help protect older adults. 

 WHAT ACTIONS CAN HEALTHCARE 
PROFESSIONALS TAKE?

Older adults are much more likely to get a flu shot 
when it is offered or recommended by a healthcare 
professional. Talk to patients 65+ about the 
importance of annual flu vaccination and specific 
vaccines most beneficial for them. 

The good news is that in the US, there are safe and 
effective influenza vaccines specifically-designed 
for older adults (65+). High-dose and adjuvanted 
vaccines are designed to overcome the effects of 
an aging immune system, producing an improved 
immune response. 

HOW CAN OLDER ADULTS 
BE PROTECTED?



INCREASE
in the risk of HEART ATTACK
AND STROKE – even weeks 

after recovery

DECLINE
 in general health and abilities 

MAY BE PERMANENT

50%-70% 
of flu-related HOSPITALIZATIONS

Annual Vaccination Is Essential To
Protect Adults 65+ Against Flu

    85% 
of flu-related DEATHS

UP
TO

Adults 65+
Are At Higher Risk

Care For Older Adults?
Care About F lu! 

Boost Immune Response
Immune systems weaken with age, however 
SPECIFICALLY-DESIGNED VACCINES help 
PROTECT OLDER ADULTS against flu by 
creating a stronger immune response

RECOMMEND VACCINATION
Older adults are much more likely to get a flu shot when 
it is offered or recommended by a healthcare professional

DISCUSS OPTIONS
Talk to patients 65+ about the importance of annual flu 
vaccination and specific vaccines most beneficial for them

Talk To Your Patients

nf id.org/f lu65
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65+? Learn What’s

ASK YOUR HEALTHCARE PROFESSIONAL   
about the specific influenza vaccine most beneficial for you. 
#GetVaccinated to #FightFlu!

 

 

 

 
 

 
 

 

The immune system gets stronger with age, making vaccines 
less important.  

The risk of serious complications from f lu increases with age.   

Age does not impact the ability to recover from f lu. 

Adults with chronic conditions are at an even higher risk of 
f lu-related complications. 

True About Flu. 

FALSE. The immune system gradually deteriorates over time, making it harder for our 
bodies to fight disease. 

TRUE. Adults who are age 65 years and older are at a higher risk for flu-related 
hospitalization, complications, and even death.
 

FALSE. Even if they recover from f lu, older adults (65+) may never fully regain 
pre-f lu health and abilities, signif icantly impacting their lifestyle. 
 

TRUE. Several weeks after recovering from flu symptoms, older adults may still be 
at an increased risk of a heart attack, stroke, or other cardiovascular problems.  

nf id.org/f lu65
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