
In light of the particularly severe 2012–2013
influenza season, great attention has been paid
to influenza vaccination programs, including

campaigns that target health care workers. In
Canada, the vaccination of health care workers
against influenza is almost exclusively voluntary;
however, campaigns rarely achieve vaccination
rates above 60%.1 This low uptake has led to
increasing support in Canada for the mandatory
annual vaccination of health care workers against
influenza.2 An editorial supporting this approach
was recently published in CMAJ.3

Some American organizations that require
annual influenza vaccination as a condition of
employment have reported vaccination rates of
95% and higher.4 The message seems to be clear:
the status quo of voluntary vaccination does not
work, and mandatory vaccination does.

Are we comfortable that we have all of the
evidence needed to move forward? We have cer-
tainly heard that influenza is responsible for up
to 8000 deaths each year in Canada,5 and that the
vaccination of health care workers decreases
morbidity and all-cause mortality among resi-
dents of long-term care facilities and, by extrapo-
lation, among all patients.2,6 These messages have
spread from the pages of medical journals into
the media and have become accepted as com-
pelling truths. Until recently, however, few have
gone back to the original studies on which these
statements are based. We believe that it is of
paramount importance to critically analyze the
benefits of influenza vaccination before making a
decision that justifies the suspension of a health
care worker’s right to refuse to be vaccinated.

Two research groups have recently reanalyzed
the literature supporting influenza vaccination,
including the vaccination of health care workers as
a patient-safety measure.7,8 Both concluded that
influenza vaccination is considerably less effective
than is commonly accepted. These conclusions are
not new: in 2007, Simonsen and colleagues9 simi-
larly challenged the results of published influenza
vaccine efficacy studies involving elderly patients.9

In their 2010 Cochrane review, Thomas and
colleagues7 evaluated 4 cluster randomized trials
and 1 large cohort study, involving roughly

20 000 patients over the age of 60 who lived in
long-term care facilities, examining the effect of
the vaccination of health care workers on specific
influenza-related patient outcomes (laboratory-
confirmed influenza, pneumonia and pneumonia-
related deaths). They concluded that the vaccina-
tion of health care workers was not associated
with a significant reduction in influenza-specific
outcomes. However, pooled analysis of the 3
cluster randomized trials showed that vaccination
of health care workers was associated with a sig-
nificant reduction in nonspecific patient outcomes
(influenza-like illness, all-cause mortality among
patients > 60 yr). On the basis of a lack of an
effect of vaccination on specific influenza-related
outcomes, the authors concluded that there was
insufficient evidence to support the vaccination of
health care workers as a method of protecting
patients in long-term care facilities.

Thomas and colleagues7 argue, and we agree,
that influenza-specific mortality is a more valid
measure of vaccine effectiveness. It can be chal-
lenging to determine whether influenza actually
played a direct or indirect role in mortality, and, as
per surveillance data from the Public Health
Agency of Canada, most influenza-like illnesses
in any given year are caused by other pathogens.10

Thomas and colleagues7 further argue that the dis-
crepancy between influenza-specific and nonspe-
cific outcomes likely stems from various con-
founders (i.e., differential uptake of the vaccine,
varying attitudes of health care workers toward
vaccination).

The recent systematic review by Osterholm
and colleagues8 of the efficacy of the influenza
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vaccine found that, at best, the current influenza
vaccine provides moderate (about 60%) protec-
tion from laboratory-confirmed disease in
healthy adults but that “such protection is greatly
reduced or absent in some seasons.” In a subse-
quent policy paper, Osterholm and coauthors11

concluded that recent expanded recommenda-
tions for influenza vaccination are based on
expert and organizational opinion rather than on
data. They also state that systematic overestima-
tion of vaccine effectiveness has hampered the
identification of better solutions, and they call
for improved vaccine development based on
novel antigens.11

In January 2013, the US Centers for Disease
Control and Prevention analyzed the effective-
ness of the 2012–2013 influenza vaccine; they
concluded that this year’s vaccine is only 55%
effective against laboratory-confirmed influenza
A and 70% effective against influenza B.12 They
recommended that vaccinated individuals with
influenza-like illness should be considered for
antiviral treatment.12

Although expert opinion is a necessary ele-
ment in making important policy decisions such
as mandatory vaccination, these decisions should
be driven primarily by the best available evi-
dence. The aforementioned studies have high-
lighted major shortcomings with the current
influenza vaccine that decision-makers should
not ignore. Indeed, during the current season, a
vaccinated health care worker may still be
required to take antivirals during an outbreak,
making receipt of the vaccine moot.

There is also uncertainty about influenza-
associated morbidity and mortality. The often-
quoted figures are worst-case scenarios derived
from epidemiologic studies and mathematical
models that estimate overall excess seasonal
mortality because it is impossible to measure
specific influenza outcomes on a population
level. Whereas certainly some of these deaths are
a result of the seasonality of influenza infection,
many other respiratory viruses that can cause
substantial illness (e.g., respiratory syncytial
virus) circulate at the same time. These method-
ologies can only generate crude and broad esti-
mates of influenza-related mortality.

Like others in our field, we get vaccinated
against influenza each year, despite the vaccine’s
shortcomings, and we strongly encourage other
health care workers to do the same. We are
actively involved in our organization’s annual

influenza vaccination campaign. However, we
are uncomfortable taking the next step of com-
pelling vaccination given the considerable limita-
tions of the current vaccine.

Mandatory vaccination, if implemented, may
be legally challenged. This may lead to sec-
ondary challenges to other well-established
mandatory vaccination efforts that have excellent
data supporting their use. If a better vaccine and
more robust literature about influenza-specific
patient outcomes were available, the debate
would be moot in favour of mandatory vaccina-
tion of health care workers. Unfortunately,
important questions remain unanswered, and the
endless debate about the utility of the current
vaccine needs to stop. We need a better vaccine.
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