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Objectives. We examined barriers to influenza vaccination among long-term care
facility (LTCF) health care workers in Southern California and developed simple, ef-
fective interventions to improve influenza vaccine coverage of these workers.

Methods. In 2002, health care workers at LTCFs were surveyed regarding their
knowledge and attitudes about influenza and the influenza vaccine. Results were
used to develop 2 interventions, an educational campaign and Vaccine Day (a
well-publicized day for free influenza vaccination of all employees at the worksite).
Seventy facilities were recruited to participate in an intervention trial and ran-
domly assigned to 4 study groups.

Results. The combination of Vaccine Day and an educational campaign was
most effective in increasing vaccine coverage (53% coverage; prevalence ratio
[PR]=1.45; 95% confidence interval [CI]=1.24, 1.71, compared with 27% coverage
in the control group). Vaccine Day alone was also effective (46% coverage; PR=
1.41; 95% CI=1.17, 1.71). The educational campaign alone was not effective in im-
proving coverage levels (34% coverage; PR=1.18; 95% CI=0.93, 1.50).

Conclusion. Influenza vaccine coverage of LTCF health care workers can be im-
proved by providing free vaccinations at the worksite with a well-publicized Vac-
cine Day. (Am J Public Health. 2007;97:684–690. doi:10.2105/AJPH.2005.082073)
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Control and Epidemiology, Inc, strongly pro-
mote influenza vaccination of health care work-
ers as an important public health goal.25,26

Nonetheless, health care worker vaccination
rates are estimated to be less than 40% in
LTCFs in the United States, far below the na-
tional health objective for 2010 to achieve
health care worker coverage of 60%.1,27

We conducted a 2-year study in community-
based LTCFs to ascertain the reasons for the
low influenza vaccine coverage of health care
workers and used this information to design
and test interventions to improve their vacci-
nation rates.

METHODS

Survey and Intervention Design
In May 2002, 30 LTCFs were randomly

selected from 4 Southern California local
health department jurisdictions to participate
in a knowledge, attitudes, and behaviors
survey. The administrator of each LTCF was
asked to complete a questionnaire regarding
number of employees (total and by job

category) and employee influenza vaccination
policies and practices. A self-administered
questionnaire in English and Spanish was dis-
tributed to all employees with direct resident
contact (nurses, nursing assistants, rehabilita-
tion therapists, and housekeeping staff). Ques-
tions included demographic information,
knowledge and attitudes about influenza and
influenza vaccine, and vaccination behaviors
for the 2000 to 2001 and the 2001 to 2002
influenza seasons.

The reasons health care workers cited in
the survey for not receiving the influenza
vaccine belonged to 2 main categories: mis-
conceptions regarding influenza and the vac-
cine and vaccine accessibility. Accordingly,
we developed interventions to specifically
address each category: (1) an educational
campaign that clarified misconceptions about
influenza and the vaccine and emphasized
the seriousness of influenza, and (2) a “Vac-
cine Day,” which addressed vaccine accessi-
bility issues by providing free vaccinations at
the LTCF work site. The educational cam-
paign included the following components:

During annual influenza epidemics, persons
aged 65 years and older are most likely to
suffer severe influenza-related complications
and death.1 Residents of long-term care facili-
ties (LTCFs) are at particularly high risk of
influenza infection because they often have
multiple underlying medical problems, reside
in proximity to each other, and are in contact
with a wide range of caregivers in a closed
setting.2–5 Outbreaks of influenza in LTCFs
can result in considerable resident morbidity
and mortality.6–8 Because of their susceptibil-
ity to influenza-related complications, LTCF
residents are considered by the Advisory
Committee on Immunization Practices to be a
high-priority group for annual vaccination.1

LTCF residents should receive the influenza
vaccination annually; however, in contrast to
healthy adults, the elderly have suboptimal
immunologic response to the influenza vac-
cine.9,10 Although the vaccine efficacy is esti-
mated to be 80% in preventing death and
50% to 60% in preventing hospitalizations
and pneumonia among LTCF residents, the
vaccine is only 30% to 40% effective in pre-
venting influenza infection.11–15 Thus, despite
generally high vaccination rates among resi-
dents, influenza outbreaks still occur in LTCFs,
sometimes triggered by illness among unvacci-
nated health care workers.16–19

Health care worker vaccination has been
shown to reduce morbidity and mortality
among the elderly in long-term care set-
tings.20,21 Preventing influenza among LTCF
residents through vaccination of health care
workers is therefore critical in protecting this
vulnerable population. Vaccination of these
LTCF personnel also lowers costs for LTCFs
because it prevents worker illness and reduces
absenteeism.22–24 National organizations, in-
cluding the Advisory Committee on Immuniza-
tion Practices, American Medical Association,
and Association for Professionals in Infection
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in-service training at which employees were
shown a 10-minute educational video and
given a detailed question-and-answer
brochure, a 1-page educational flyer distrib-
uted with paychecks, and informational
posters displayed in common areas. The
Vaccine Day intervention consisted of 1 or
more well-publicized days when all health
care workers could receive the influenza
vaccine for free at the facility. Vaccine Day
reminder posters were displayed in common
areas, and employees received reminder no-
tices with their paychecks. LTCFs were pro-
vided with inactivated influenza vaccine for
staff vaccination; LTCFs designated nurses
for vaccine administration. Influenza vaccine
was available during the remainder of the
season for employees who were not vacci-
nated on Vaccine Day. All intervention mate-
rials were available in English and Spanish.
(Materials used in this study, including edu-
cational flyers and posters, are available for
free at http://www.immunizecaadults.org.)

The intervention trial used a 2×2 factorial
design, with 4 groups of LTCFs: group A was
the control group and did not conduct either
intervention, group B conducted the educa-
tional campaign, group C conducted the Vac-
cine Day intervention, and group D con-
ducted both interventions. The protocol and
questionnaires were approved by the commit-
tee for the protection of human subjects at
the California Department of Health Services.

Seventy LTCFs from the 4 local health de-
partment jurisdictions involved in the knowl-
edge, attitudes, and behaviors survey were re-
cruited to participate in the intervention trial.
To avoid potential bias, 131 LTCFs that had
participated in the knowledge, attitudes, and
behaviors survey or in an LTCF influenza
vaccine survey conducted the previous year
were excluded from consideration, leaving
376 LTCFs eligible for recruitment (Figure 1).
Three local health departments were unable
to provide influenza vaccine for the study
LTCFs within their jurisdictions; therefore, the
92 LTCFs within these jurisdictions were ran-
domly assigned to recruitment lists for the
control group and the educational campaign
group. The remaining 284 LTCFs within the
other local health department jurisdiction
were randomly assigned to recruitment lists
for the Vaccine Day group and the group

conducting both interventions (the combined
intervention group). The LTCFs were re-
cruited by telephone; if appropriate personnel
were not reached in 4 attempts, the next
LTCF on the list was contacted. Recruitment
continued until there were 25 LTCFs for the
control group and 15 LTCFs each for the edu-
cational campaign group, the Vaccine Day
group, and the combined intervention group.

The educational campaign and Vaccine Day
interventions were implemented in October and
November 2002. Study personnel delivered the
intervention materials to LTCFs in the educa-
tional campaign group, the Vaccine Day group,
and combined intervention group and reviewed
the intervention protocol with the LTCF admin-
istrator, director of nursing, or director of staff
development. LTCFs were responsible for con-
ducting the assigned interventions.

In January 2003, all employees in partici-
pating LTCFs were asked to complete a self-
administered questionnaire (in English or
Spanish) regarding their job category and vac-
cination status for the baseline (2001–2002)
and postintervention (2002–2003) influenza
seasons. The primary contact at each LTCF
in the educational campaign group, Vaccine
Day group, and combined intervention group
also completed a questionnaire regarding
his or her facility’s implementation of the
interventions.

Statistical Analysis
Statistical analyses were performed using

SAS version 9.1 (SAS Institute, Cary, NC).
The significance level selected for all analy-
ses was P ≤ .05. We used the χ2 test to per-
form univariate analyses and bivariate analy-
ses to examine data distributions and
associations between variables. To account
for correlated observations within each
LTCF, the GENMOD procedure was used to
fit a log-binomial regression model with gen-
eralized estimating equations. Factors previ-
ously shown to be associated with influenza
vaccination were included in the model.28–33

Facility size (number of licensed beds) was
modeled as a continuous variable, and em-
ployee baseline vaccination status was mod-
eled as a categorical variable. Employee
baseline and postintervention influenza vac-
cination rates were calculated by dividing
the number of employees who responded

“yes” to receiving the influenza vaccine from
September through December 2001 and
from September through December 2002,
respectively, by the total number of employ-
ees responding to the survey, excluding those
who answered “don’t remember.”

The estimated material cost of each inter-
vention was based on an average LTCF with
100 employees and included the provision of
English and Spanish materials. The vaccine
cost was calculated using the 2002 to 2003
influenza season wholesale vaccine price of
$10.50 per dose.

RESULTS

Knowledge, Attitudes, and Behaviors
Survey

The 30 LTCFs in the survey had a mean
of 94 employees (SD=31; range=48–184).
None of the LTCFs had written policies re-
quiring employees to receive the influenza
vaccine annually. For the health care worker
questionnaire, 1020 (45%) of 2271 question-
naires were returned. The majority of respon-
dents were nursing assistants (55%), women
(79%), and younger than 50 years (81%);
50% were Hispanic. Only 54% of the health
care workers received paid sick leave, and
30% reported having no health insurance
coverage. Thirty percent of respondents re-
ported vaccination for the 2000 to 2001 in-
fluenza season and 34% for the 2001 to
2002 influenza season (Table 1).

Factors significantly associated with health
care workers not being vaccinated for the
2001 to 2002 influenza season included youn-
ger age, perception that the vaccine was risky
or ineffective, and unavailability of free vaccine
for employees at their workplace (Table 1).
Many health care workers (39%) believed that
the vaccine could cause influenza. A strong pre-
dictor for influenza vaccination was receipt of
the vaccine in the previous season (P<.001).

Among those who did not receive the in-
fluenza vaccine for the 2001 to 2002 season,
common reasons for not receiving the vaccine
included concern about side effects (17%) and
the belief that they never got influenza (18%)
or that the vaccine was ineffective (17%). Other
reasons included forgetting to get vaccinated
(16%), being too busy (15%), and concern
about getting influenza from the vaccine (14%).
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Note. Three local health departments were unable to provide the influenza vaccine to health care workers; LTCFs in these jurisdictions were randomly assigned to the control group and the
educational campaign group only. LTCFs in the fourth local health department jurisdiction were randomly assigned to the Vaccine Day group and the combined intervention (conducting both the
educational campaign and the Vaccine Day interventions) group.
aLTCFs were not eligible if they participated in the knowledge, attitudes, and behaviors survey or in an LTCF influenza vaccine survey conducted in 2001 or if they were not exclusively classified as a
skilled nursing facility.

FIGURE 1—Assignment of long-term care facilities (LTCFs) to intervention groups: Southern California, 2002–2003

Intervention Implementation and
Effectiveness

Sixty-seven (95%) LTCFs completed the
intervention trial. One educational campaign
group LTCF did not implement the specified
intervention and 2 LTCFs (1 each from the
Vaccine Day and combined intervention
groups) did not return health care worker
questionnaires (Figure 1). These 3 LTCFs
were excluded from further analyses.

The facility characteristics are presented in
Table 2. The majority (92%) of LTCFs were
for-profit facilities. The LTCFs had a mean of

105 licensed beds (SD=49; range=28–299)
and 103 employees (SD=51; range=30–381).
Facility characteristics were similar across all
groups.

Of the 7039 questionnaires distributed to
employees postintervention, 4338 (62%)
were returned. The response rates for the
control group, educational campaign group,
Vaccine Day group, and combined interven-
tion group were 64%, 59%, 67%, and 65%,
respectively; the differences in response rates
were not statistically significant. Response
rates by job category also did not differ across

groups. Nurses and nursing assistants ac-
counted for the largest proportion of respon-
dents, approximately 60%; 20% of respon-
dents were housekeeping and food service
personnel.

Table 3 shows the baseline (2001–2002
season) and postintervention (2002–2003
season) influenza vaccination rates for health
care workers. Baseline vaccination rates for
the 4 groups ranged from 29% to 39%;
after adjusting for correlated observations,
baseline vaccination rates differed only be-
tween the educational campaign group and
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TABLE 1—Characteristics and Beliefs Associated With Influenza Vaccination Among Health
Care Workers (N=1020) at Long-Term Care Facilities: Southern California, 2002

Received Influenza 
Vaccine for 2001–2002a

Characteristic or Belief Total No. (%)b No. (%) Pc

Job Classification

Nurse 275 (27) 92 (35) .85

Nursing assistant 564 (55) 177 (35)

Housekeeping staff 127 (12) 37 (33)

Rehabilitation therapist 54 (5) 16 (30)

Gender

Women 799 (79) 250 (33) .26

Men 208 (21) 69 (38)

Race/Ethnicity

Hispanic 507 (50) 144 (31) .07

Asian/Pacific Islander 349 (35) 129 (40)

White 80 (8) 26 (34)

Black 73 (7) 19 (28)

Age, y

< 30 221 (23) 50 (26) <.001

30–39 276 (28) 86 (33)

40–49 293 (30) 94 (35)

≥ 50 191 (19) 81 (46)

Receives paid sick leave

Yes 522 (54) 177 (36) .14

No 436 (46) 125 (32)

Health insurance

Insured 709 (70) 237 (36) .09

Uninsured 298 (30) 81 (30)

Received influenza vaccine for the 2000–2001 influenza season

Yes 274 (30) 205 (78) <.001

No 637 (70) 82 (13)

Received influenza vaccine for the 2001–2002 influenza season

Yes 322 (34) . . . . . .

No 615 (66) . . . . . .

Facility offered influenza vaccine in 2001

Yes 473 (48) 221 (48) <.001

No 308 (31) 49 (17)

Do not know 205 (21) 47 (27)

Vaccine can cause influenza

Yes 379 (39) 96 (26) <.001

No 351 (36) 159 (48)

Do not know 246 (25) 57 (26)

Effectiveness of vaccine

Very effective 320 (32) 157 (53) <.001

Somewhat effective 397 (40) 121 (32)

Not effective 83 (8) 17 (22)

Do not know 200 (20) 21 (12)

Note. Ellipses indicate that data was not applicable.
aHealth care workers who responded “don’t remember” to receiving influenza vaccine for 2001–2002 season were excluded.
bHealth care workers who did not respond regarding a characteristic or belief were excluded.
cSignificance determined using the χ2 test.

the combined intervention group (P=.03).
Postintervention vaccination rates ranged
from 28% to 53%. With the exception of
the control group, which had a decrease in
the vaccination rate from baseline to post-
intervention (31% baseline vs 28% post-
intervention), all other groups had increases
in vaccination rates. In the educational cam-
paign group, the rate increased only slightly,
from 29% to 34%, whereas the increases in
vaccination rates were more marked in the
Vaccine Day and combined intervention
groups. In the Vaccine Day group, the rate in-
creased 31%, from 35% to 46%, and in the
combined intervention group, the rate in-
creased from 39% to 53%, a 36% increase
from baseline to postintervention.

Crude and adjusted prevalence ratios (PRs)
for postintervention vaccination status are also
shown in Table 3. The combination of Vac-
cine Day and educational campaign interven-
tions conducted by LTCFs in the combined
intervention group was the most effective in
increasing employee vaccination when com-
pared with the control group; employees from
the combined intervention group were 45%
more likely to be vaccinated than were em-
ployees from the control group (adjusted PR=
1.45; 95% confidence interval [CI]=1.24,
1.71). The Vaccine Day intervention was also
effective; employees from the Vaccine Day
group were 42% more likely to be vaccinated
than were employees from the control group
(PR=1.42; 95% CI=1.17, 1.71). Although
the educational campaign group showed a
slight increase in coverage, this was not signifi-
cant in comparison with the control group
(PR=1.18; 95% CI=0.93, 1.50).

Time and Cost of Implementing
Interventions

LTCFs in the educational campaign group,
Vaccine Day group, and combined intervention
group reported that the interventions were easy
to implement. On average, LTCFs reported
spending less than 30 minutes on displaying
posters and distributing flyers, less than 1 hour
for planning in-service training, and less than
1 hour for organizing Vaccine Days.

The estimated cost of materials for the ed-
ucational campaign in an LTCF with 100 em-
ployees was $70. The cost for the Vaccine
Day intervention was estimated to be $1080
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TABLE 2—Characteristics of Long-Term Care Facilities, by Intervention Group: Southern California, 2002–2003

Educational Vaccine Combined 
Control Group Campaign Day Group Intervention Total 

Characteristic (n = 25) Group (n = 14) (n = 14) Groupa (n = 14) (N = 67) P

For-profit ownership, no. (%) 23 (92) 12 (86) 13 (93) 11 (79) 59 (88) .64

No. licensed beds, mean (SD; range) 107 (42; 45–199) 117 (55; 45–255) 103 (67; 28–299) 92 (31; 43–156) 105 (49; 28–299) .60

No. employees, mean (SD; range) 107 (41; 39–194) 110 (30; 52–161) 98 (86; 30–381) 93 (39; 40–196) 103 (51; 30–381) .79

aThe combined intervention group conducted both the educational campaign intervention and the Vaccine Day intervention.

TABLE 3—Baseline (2001–2002 Influenza Season) and Postintervention (2002–2003
Influenza Season) Influenza Vaccine Coverage of Health Care Workers at Long-Term Care
Facilities, by Intervention Group: Southern California, 2002–2003

No. Vaccinated (%)

No. of Health Crude PR Adjusted PR 
Group Care Workersa Baseline Postintervention (95% CI) (95% CI)b

Control group 1517 467 (31) 450 (28) 1.00 1.00

Educational campaign group 821 240 (29) 298 (34) 1.23 (0.87, 1.72) 1.18 (0.93, 1.50)

Vaccine Day group 832 292 (35) 410 (46) 1.66 (1.23, 2.23) 1.41 (1.17, 1.71)

Combined intervention groupc 754 295 (39) 439 (53) 1.93 (1.45, 2.58) 1.45 (1.24, 1.71)

Note. PR = prevalence ratio; CI = confidence interval.
aHealth care workers whose influenza vaccination status was unknown for the 2001–2002 or 2002–2003 influenza seasons
were excluded from the analyses.
bAdjusted for health care worker baseline vaccination status, facility size (number of licensed beds), and correlated
observations.
c The combined intervention group conducted both the educational campaign intervention and the Vaccine Day intervention.

per LTCF, with 97% ($1050) of the cost for
influenza vaccine. Hence, the estimated cost
to conduct both the educational campaign
and Vaccine Day interventions in a facility
with 100 employees was $1150.

DISCUSSION

Influenza vaccine coverage of LTCF health
care workers can be improved. LTCFs in this
study significantly increased employee vacci-
nation by conducting Vaccine Days, well-
publicized days in which vaccine was pro-
vided free of charge to all employees. To our
knowledge, this is the first US study to con-
currently and prospectively assess different
methods to improve health care worker in-
fluenza vaccination rates in a substantial
number of community-based LTCFs. The few
previously published intervention studies
have been conducted either in single facilities
or in facilities outside the United States.34–36

Our Vaccine Day intervention was designed
to address vaccine accessibility issues identified

through the knowledge, attitudes, and behaviors
survey by providing free influenza vaccine at
the worksite, thereby minimizing cost and time
barriers. In addition, Vaccine Day was pre-
sented as an important facility-wide event at the
LTCFs, with posters prominently displayed and
reminder flyers distributed to each employee.
We feel that offering the vaccine in such a well-
publicized, institutionally supported manner was
critical to the success of this intervention. Other
vaccination programs that have also achieved
success have strongly promoted health care
worker influenza vaccination as organized
events, such as in the setting of a Vaccine Fair
or with the use of vaccination carts.36–40

In addition to underscoring vaccine accessi-
bility issues, the knowledge, attitudes, and be-
haviors survey indicated that health care work-
ers were not getting vaccinated because of
misconceptions regarding influenza and the
influenza vaccine, a finding consistent with
other studies.28–31,41 Although our educational
campaign addressed these misconceptions, it
did not significantly affect employee vaccination

when implemented independently of Vaccine
Day. Therefore, although education should be
part of any intervention to increase LTCF staff
vaccination, improving access to the vaccine is
crucial.

Although the Vaccine Day interventions
had significant effects on employee vaccine
coverage, the vaccination rates were still low.
However, employees vaccinated against in-
fluenza in 1 season are more likely to get vac-
cinated the following season.28,30 If Vaccine
Day becomes an established annual event at
LTCFs, it is possible that more employees will
be vaccinated each subsequent year as insti-
tutional support increases and vaccinated
employees become role models to their
coworkers, as has been demonstrated in other
employee vaccination programs.37,39

Limitations
Our study has several limitations. Response

rates for the knowledge, attitudes, and behav-
iors and postintervention employee surveys
were suboptimal, which could have led to re-
sponse bias if nonrespondents differed from re-
spondents. We were unable to directly compare
characteristics of respondents and non-
respondents, because employees submitted
questionnaires anonymously. However, when
we examined respondents by job category, the
proportions of respondents for the knowledge,
attitudes, and behaviors survey and the post-
intervention employee survey were similar to
the staffing compositions reported by the partic-
ipating LTCFs and the National Nursing Home
Survey,42 respectively. Recall bias is also a po-
tential study limitation, because employee vac-
cination status was self-reported; however, this
should be minimal, because the vaccination
rates for both the knowledge, attitudes, and be-
haviors survey and the postintervention em-
ployee survey (baseline influenza season) were
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consistent with published data.1,18 In addition,
the intervention survey was part of a controlled
study and we would expect staff recall of vacci-
nation status to be similar across study groups.

For logistical reasons, LTCFs for the Vac-
cine Day and combined intervention groups
were recruited from only 1 local health de-
partment jurisdiction, potentially creating a
sampling bias because the amount of inter-
action that a local health department has with
LTCFs may differ between jurisdictions. How-
ever, there were no significant differences in
LTCF characteristics (ownership, number of li-
censed beds, and number of employees) or in
baseline vaccination rates between each inter-
vention group and the control group. Finally,
we did not have the resources to ensure that
the LTCFs implemented all the components of
their respective interventions; it is possible
that some LTCFs may not have adhered com-
pletely to their intervention protocol, dimin-
ishing the true effect of the interventions.

Conclusions
Our study confirmed that influenza vaccina-

tion rates among LTCF health care workers are
dismally low, with fewer than 40% receiving
the influenza vaccine during the 2001 to
2002 influenza season. Adding urgency to
this finding is that these employees may work
while infected with influenza,18,22,43 increasing
the risk of disease transmission to residents. A
substantial number of workers in our study did
not receive paid sick leave, creating a financial
disincentive for absenteeism. Furthermore, we
found that 30% of LTCF health care workers
do not have health insurance, suggesting that
many of these employees lack access to rou-
tine medical services, including vaccinations.
Vaccine must therefore be given at the place
of employment to ensure full coverage.

Convincing LTCF management (e.g., owners,
administrators, medical directors) that vaccinat-
ing their employees is as important as vaccinat-
ing their residents remains a formidable chal-
lenge because providing influenza vaccine to
all their personnel is a significant expense for
LTCFs. However, the primary responsibility of
LTCFs is to act in the best interest of their resi-
dents. It is the LTCFs’ obligation to protect
their residents’ health by improving employee
vaccination rates. LTCF management must
recognize that vaccinating their employees is a

sound fiscal investment in addition to being
the standard of care.1,26

Although we did not perform a cost–benefit
analysis, model-based economic analyses
have indicated that influenza vaccination of
healthy working adults is generally cost effec-
tive.24,44,45 Costs from employee absenteeism
during influenza outbreaks can be consider-
able; sick leave costs for a Canadian hospital
during the 1980 to 1981 influenza epidemic
reached $24,500.46 With increased employee
absenteeism during an influenza epidemic,
LTCFs may need to hire temporary workers
or require workers who are not ill to work
longer shifts, which may compromise care
and lead to higher costs.47 Furthermore,
when influenza outbreaks occur in LTCFs,
standard guidelines dictate that all residents
and any unvaccinated health care workers be
placed on chemoprophylaxis, all unvaccinated
residents and workers be vaccinated, and all
ill residents be confined to the same area of
the facility.1,48 Implementation of these mea-
sures can be much more costly to LTCFs than
providing vaccine to their employees.

Legislative and regulatory efforts may need
to be enacted to further improve vaccination
rates. Federal and state agencies may con-
sider subsidizing influenza vaccine purchased
for health care workers. Health department li-
censing and certification programs can record
vaccination rates for these employees, encour-
age vaccination efforts, and provide incentives
for improvement. Health care worker vaccina-
tion rates can be included as a federal quality
indicator for Medicare- and Medicaid-certified
nursing homes. Legislative mandates to vacci-
nate eligible health care personnel against
influenza have reportedly been enacted in
some states, although the effect on vaccina-
tion coverage is unknown.26,49

The US population is aging. In 2000, per-
sons aged 65 years and older accounted for
12% (35 million people) of the population;
this figure is expected to increase to almost
20% (70 million people) by 2030.50 As the
population ages, the number of persons living
in LTCFs and other chronic care facilities will
likewise increase. In 2000, there were 1.7
million residents in LTCFs in the United
States; this is projected to increase to 3 mil-
lion by 2030.51 Addressing preventive care in
LTCFs to optimize the health and well-being

of an expanding elderly population is of criti-
cal public health importance. A vital compo-
nent of preventive care for LTCF residents is
the vaccination of health care workers against
influenza. LTCFs can improve vaccination
coverage in their employees and thereby re-
duce influenza-related illness and death
among their residents by making influenza
vaccination of health care workers an impor-
tant and accessible annual event.
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