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TO:  		Public Health Council 
FROM:  	Margaret O’Connor, MMHC, RN, COHN, HRM  
		20 Soule Road  Plymouth, MA 02360
DATE:  	December 22, 2014
RE:  	Proposed Changes to 105 CMR 130, 105 CMR 140 and 105 CMR 150 

My name is Margaret O’Connor and I am the Associate Director of Health and Safety for the Massachusetts Nurses Association/National Nurses United. I am also the Vice President of the Massachusetts Association of Occupational Health Nurses.
As a certified occupational health nurse, I have always relied on immunizations to be a large component of prevention in the spread of infections in hospitals. Most immunizations are given once and offer longstanding protection, however the current influenza prevention strategy involves yearly immunizations against ever-changing influenza strains that are hopefully matched to the circulating strains of virus. A number of recent studies have added to the mounting evidence that our current influenza vaccines are not protective enough to warrant a mandate.
The Center for Disease Control (CDC) recently confirmed that this year’s vaccine is a poor match to the circulating stains of influenza. In 2012, the Center for Infectious Disease Research and Policy at the University of Minnesota published an analysis of the influenza vaccine enterprise and recommendations for the future entitled: “The Compelling Need for Game-Changing Influenza Vaccines” which found the current crop of flu vaccines “inadequate to provide robust clinical protection across multiple strains or long-term Protection”. (http://www.cidrap.umn.edu/sites/default/files/public/downloads/ccivi_report.pdf)
This year, the CDC states the influenza vaccine will fall short of good protection and possibly protect 48% or fewer of the population immunized. In 2011, 59% of those immunized were protected, and the rate remained the same for the 2012-2013 season at approximately 50-60% with a 9% success rate in the elderly, an extremely vulnerable population. What this means to the healthcare workers is that almost half of those immunized will be at risk of getting sick and may not realize they have influenza, they may think they have contracted an influenza-like illness for which there is no immunization. Workers that are unable or unwilling to take the influenza vaccine will lose their jobs when they were no more a risk of spreading this disease than a health care worker who has received the vaccine. This vaccine is designed to diminish or prevent disease in high risk individuals. It is not able to prevent infection.
Without a model for developing a new vaccine, this country and this state continue to pour large amounts of money into the pockets of vaccine manufacturers who have no incentive to improve on the vaccine and have no quality control measures to which they are accountable.
Mandating this ineffective influenza vaccine is unethical. A compelling argument is grounded in a principle of medical ethics: respect for individual rights and autonomy. It is generally accepted that competent adults have the right to make their own healthcare decisions, including the right to accept or decline medical interventions. Mandatory immunization is reserved for situations in which people are considered incapable of making decisions (e.g. minors, comatose patients, or those individuals declared incompetent) or in which there is an imminent and serious danger to others, such as a Small Pox outbreak. Neither of these conditions for compelling treatment is met in the case of mandating influenza vaccination. Healthcare workers have decision making competency, and with no infection, pose no threat to the safety of others.
The principles of “necessity” and “reasonableness” are difficult to satisfy in the case of mandated influenza vaccine. Mandating this vaccine has repercussions of damaging the relationship a nurse has with a patient and the trust the community has with the nurse. We recently watched a nurse returning from Africa be placed in mandated isolation and as a result, we are seeing a dramatic drop in volunteerism by nurses who would ordinarily go to Africa, but are not willing to be subjected to what appeared to be persecution for doing the right thing. We saw the same thing in Dallas when two nurses became ill. There was an initial attempt at vilifying these nurses for sacrificing everything for their patients. The Commonwealth has nurses that show up every day to do the right thing, they are the heart of the healthcare system. We are asking you not to vilify these great nurses by mandating the influenza vaccine.
 Even if you obtain 100% vaccination rates among healthcare workers, it is unclear how this would impact patient outcomes or community influenza rates. Healthcare settings are not the primary context for influenza transmission and without significant vaccination rates among the general population it is unlikely that mandatory vaccination of HCW’s would significantly alter influenza rates in the general population. The goal of influenza vaccination has never been to induce herd immunity and thus community protection, but rather to protect individual at-risk persons. 
 Infection control is part of a system that relies on much more than just immunizations; it relies on good work practices and engineering controls. Influenza vaccination is a portion of prevention, but equally important to prevention is hand washing and hospital policies allowing sick healthcare workers to take the time at home necessary to recover and not be forced to come to work or be disciplined. I believe we will see a time when nosocomial infections are engineered out of hospitals; some are already using lamina flow in surgical suites and biological cabinets. We can engineer patient care areas so the air flow creates an environment where shedding viruses are directed down into filters rather than up into the breathing zone of healthcare workers and patients.  Currently, room pressures, filtration, air flow, temperature, and humidity all contribute to nosocomial infections in hospitals, but no one wants to blame the design of hospitals or the poor design of systems within hospitals.
There is no medical evidence to support a policy that any healthy nurse should wear a mask to prevent the spread of influenza. The medical evidence indicates that surgical masks are designed to prevent dispersion and are not designed to prevent inhalation of airborne particles containing virus, therefore masks are more effective on the people who are coughing or sneezing. Masking an asymptomatic nurse is neither preventative in the spread of infection nor appropriate.
There are also serious and legitimate questions about the safety of this vaccine.   As of November 2013, the Federal Adverse Events Reporting System had received 93,000 reports of reactions, hospitalizations, injuries and deaths following flu vaccinations. These include 1,080 deaths, 8,888 hospitalizations and 1,811 related disabilities.
Resources need to be utilized in research and development of a vaccine with long term efficacy, effectiveness and safety. We know that for now, this vaccine is all we have, but to mandate this vaccine is fundamentally unjust with no medical evidence that it will improve patient outcomes. 
Thank you.
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