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the study of Darouiche et al,5 one of the most recent and 
powerful studies published in 2010 in the New England Jour
nal of Medicine. It should be pointed out that in the studies 
included in these 2 meta-analyses, most patients had their 
skin disinfected with an alcoholic formulation of chlorhexi
dine or an aqueous formulation of povidone iodine. 

I agree with the authors that some studies have several 
limitations, including the use of different concentrations of 
chlorhexidine, the comparison of alcoholic and nonalcoholic 
formulations, the use of different definitions for SSIs, and 
the lack of search for SSIs blindly to the antiseptic used. 
However, the superiority of chlorhexidine on povidone iodine 
was constant at a concentration ranging from 0.5% to 4%. 
Moreover, a subanalysis performed by Lee et al6 in response 
to a letter to the editor published in Infection Control and 
Hospital Epidemiology confirmed the superiority of chlorhex
idine on povidone iodine when aqueous or alcoholic for
mulations of both compounds were directly compared. 

The superiority of alcoholic formulations on aqueous for
mulations of antiseptics still remains an unresolved issue. 
Alcohol is a potent skin antiseptic on its own, and its in vitro 
antimicrobial activity is enhanced when combined with po
vidone iodine or chlorhexidine.7 The addition of alcohol to 
povidone iodine in the preparation of skin and nails before 
foot and ankle surgery increases the difference in total bac
terial load before and after skin preparation.8 Similar findings 
were reported with chlorhexidine. Skin disinfection with 2% 
chlorhexidine in 70% isopropyl alcohol prior to peripheral 
venous catheter insertion leads to a significant reduction in 
the number of catheter tips that have microorganisms present 
on their surface, compared with skin disinfection with 70% 
isopropyl alcohol alone.9 

In conclusion, aqueous povidone iodine should never be 
used to disinfect the intact skin before surgery. Chlorhexi-
dine-based formulations are more effective, at least at a chlor
hexidine concentration of 0.5% or higher. The combination 
with alcohol should be recommended because of a synergistic 
effect on bacterial reduction. Although the available data 
comparing alcoholic formulations of chlorhexidine and 
povidone iodine are in favor of the use of chlorhexidine 
products, further well-conducted studies are warranted to 
definitively determine which antiseptic formulation is most 
effective in decreasing the incidence of SSIs, as pointed out 
by Kamel et al.1 
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Seasonal Influenza Vaccine Compliance 
and Use of Declination Forms 

To the Editor—The article by Rebmann et al1 in the March 
issue of the journal established that mandatory vaccination 
was the strongest predictor of compliance for both hospital-
based and non-hospital-based workers. Although the authors 
acknowledge the use of declination and/or mandatory vac
cination policies by healthcare organizations to increase vac
cination compliance, previously published literature supports 
the notion that mandatory vaccination policies are different 
in effectiveness, implementation, and perceived acceptability 
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from vaccination policies that include use of a declination 
statement.2'3 

Distinguishing between the 2 policies would have strength
ened the article and made it more useful for organizations 
considering employee vaccination policies. We were struck 
by the fact that the use of declination forms was not separately 
included among the factors evaluated for their relative influ
ence on influenza vaccine compliance within and between 
the 2 healthcare worker (HCW) groups. We would be inter
ested to know whether the term "mandatory vaccination pol
icies," as used by authors, included the declination process 
and, if so, precisely how it was accounted for in the design 
and execution of their study. 

The use of declination forms has been reported in the 
literature to improve HCW influenza vaccine uptake.4"6 These 
sources suggest that, to be effective, a declination policy needs 
to be combined with other vaccination strategies and include 
consequences for HCWs who decline vaccination and do not 
sign a declination form. 

We believe that there would have been an added benefit 
to the study if the authors had (a) clearly defined the terms 
"declination" and "mandatory vaccination" at the outset and 
then treated them as separate, distinct factors when presenting 
the study methods, results, and conclusions and (b) inves
tigated the effectiveness of a declination policy compared with 
a more extreme policy, such as making influenza vaccination 
a condition of continued employment for all HCWs except 
those with exemptions (eg, medical and religious). 
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Reply to Soyemi et al 

To the Editor—We appreciate the interest of Soyemi et al1 in 
our article and study. Our instrument did differentiate be
tween a mandatory vaccination policy and the use of decli
nation statements. In addition to being asked about having 
a mandatory vaccination policy or use of declination forms, 
subjects were asked (a) if nonvaccinated staff had to wear a 
mask during patient care activities, (b) if nonvaccinated staff 
were fired for noncompliance, (c) if nonvaccinated staff had 
their paycheck held until they complied with the policy, and 
(d) if nonvaccinated staff had to attend a mandatory coun
seling/educational influenza transmission session. In this way, 
we were able to assess the extent to which the mandatory 
vaccination policy was enforced and/or documented; these 
results were included in our article. 

In our regression, we assessed vaccination using the fol
lowing categories: mandated, highly encouraged, informed, 
and nothing. Declination forms could have been a separate 
category (mandatory policy that excuses only medically con-
traindicated individuals or those with religious opposition 
versus mandatory policy consisting of written declination 
forms that also allow for opting out for personal reasons). 
However, statistically we could not separate these groups be
cause of a corresponding cell count of 0 that caused a very 
high standard error in the regression model. We collapsed 
those categories, which solved the statistical problem. This 
approach also reinforced our pilot study findings that subjects 
had difficulty differentiating between mandatory vaccination 
and the use of declination forms. Pilot study participants 
indicated that they interpreted declination statements as a 
form of mandatory vaccination, albeit one in which health
care personnel could still opt out of vaccination as long as 
they signed a statement indicating their religious or philo
sophical reason for not wanting the vaccine. Perhaps this is 
reflective of the current mandatory vaccination policies that 
exist in the Saint Louis region, where both the pilot testing 
and the full study were conducted. Differentiating between a 
declination policy and mandatory vaccination may be ben-
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