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Sustaining High Influenza Vaccination 
Compliance with a Mandatory Masking 
Program 

To the Editor—Influenza's ability to behave unpredictably and 
create serious illness still conflicts with the fact that a safe, 
effective vaccine is underutilized in healthcare settings. This 
underutilization led to the development of vaccination pro­
grams that involve negative consequences for lack of vacci­
nation, usually by either termination of employment or a 
mandatory masking requirement.1'2 

In July 2011, we reported a successful vaccination cam­
paign that achieved greater than 90% compliance across clin­
ical and nonclinical entities in our diverse health system.3 The 
crux of our program was to crystallize a transparent, easily 
enforceable, and peer-pressured mandatory masking policy 
for those who chose to remain unvaccinated. 

In 2012, the health system acquired 3 new acute care com­
munity hospitals with a total of 424 additional licensed beds. 
These hospitals ranged from 10 to 90 miles away from the 
main campus, and vaccination compliance rates approxi­
mated 60% at baseline. Each campus had a majority of private 
nonemployed physicians and a variety of electronic capabil­
ities. The largest acquisition had a nursing union. One hos­

pital was purchased just 3 months prior to the start of our 
flu campaign. Over this period of expansion, the health sys­
tem grew from 12,363 employees to 19,985, and all campuses 
were immediately expected to adopt our vaccination program 
across clinical and nonclinical entities. 

Our mandate was originally accomplished by full trans­
parency regarding who was vaccinated, clarity on the masking 
policy, and engagement of leadership. An electronic pass­
word-protected database was available to all managers, show­
ing the date any staff member received their vaccine. Em­
ployee badges displayed an annual campaign theme-based 
sticker upon vaccination. A clear protocol defined who paid 
for the mask, how often the mask needed to be changed, and 
even how it was to be worn. Additionally, the influenza vac­
cination program decentralized vaccine supplies by providing 
complete flu kits to appointed team captains for every de­
partment. The kit included prefilled vaccine syringes, consent 
forms, and stickers. 

For the newer hospital acquisitions, however, some of this 
could not be done. Manual processes of recordkeeping, ed­
ucation, and compliance statistics had to be relied upon. 
Weekly stat facts were disseminated along with a more visible 
poster campaign. Flu masking rounds were incorporated into 
rounds that leadership made on a variety of patient safety 
issues, with participants alternating between the assistant 
chief medical officer, chief medical officer, and chief nursing 
officer along with infection prevention and regulatory per­
formance improvement personnel. 

As initially reported, the first 2 years of our mandatory 
masking program increased vaccination compliance from the 
baseline of 47% to 90% (system-wide, 2009-2010) and 92% 
(system-wide, 2010-2011). These numbers included all as­
pects of the health system, including all acute care hospitals, 
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FIGURE l. Influenza vaccination compliance rates, 2009-2013. CPSL, Community Practice Service Line; GBH, Geisinger Bloomsburg 
Hospital; G-CMC, Geisinger Community Medical Center; GHS, Geisinger Health System; GMC, Geisinger Medical Center; GNE, Geisinger 
Northeast; G-SACH, Geisinger Shamokin Area Community Hospital. 
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community practice sites, ambulatory surgery centers, ad­
ministrative buildings, and Geisinger's insurance company. 

In subsequent years, these compliance rates continued to 
increase to 95% and ultimately 97% (Figure 1). The newer 
campuses (Geisinger-Bloomsburg Hospital, Geisinger-Com-
munity Medical Center, and Geisinger-Shamokin Area Com­
munity Hospital) achieved 95%-97% vaccination compliance 
the first year of acquisition (Figure 1). There were no legal 
challenges and no formal opposition to the program at any 
of the newer campuses. The final 2012-2013 compliance sta­
tistics for the health system, which grew to 19,985 employees, 
was 97%. There were no terminations or disciplinary actions 
of any employees. 

As is now widely known, attempts to improve vaccination 
compliance with educational programs did not achieve rates 
higher than about 40%.4'5 Informed declination improved 
compliance rates to approximately 60%-70%.6 It is only with 
the advent of programs for which noncompliance resulted in 
a negative consequence (either job termination or compelled 
masking) that institutions began to achieve vaccination rates 
in excess of 90%.13 These compliance rates were comparable 
and statistically significant regardless of which consequence 
was employed.7 

Compelled vaccination programs have been promoted by 
several professional societies, including the Society for 
Healthcare Epidemiology (SHEA), but are not without some 
legal challenges.8 And while SHEA's position paper clearly 
endorses mandatory vaccination programs, regarding man­
datory masking policies SHEA "believes there is potential 
utility for this strategy" but cites potential logistical issues 
with enforcement.9 

What remained unclear, however, was whether both man­
datory masking and mandatory vaccination programs could 
produce results that were equally sustainable and easily adapt­
able to all settings. Rakita et al2 showed consistently high 
vaccination compliance with a mandatory vaccine program 
over a 5-year period. Our data now shows sustainability over 
at least 4 years along with rapid adaptability in a variety of 
newly acquired community hospitals that were not accultur-
ated to our health system and were at a significant distance 
away. This program was equally successful and adaptable to 
all nonclinical settings as well. 
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