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Racia and Ethnic Disparities in Immunizations:;
Recommendations for Clinicians

Elainelarson, RN, PhD

There continue to be sgnificant racial and ethnic disparitiesin rates of childhood and adult immuniza-
tionsinthe United Sates. The causes are multifactorial, including inequitiesin education, income, and
socioeconomic gatus, structural and systemic barriers in the health care delivery sysem; and beliefs,
preferences, and practice patternsof therecipientsand providersof care. Elimination of these disparities
isatargetedpriority in Healthy People 2010. Theindividual clinician can contributeto the narrowing of
thisgap bybeing informed of andusing available national andregional resources, implementingnational
gandards for culturally and linguistically appropriate health care services, and using every clinical en-
counter to assure that vaccination is offered and provided. Secific adtion steps are suggested.

(Fam Med 2003;35(9):655-60.)

Based on the latest US Census (2000), it is estimated
that by 2005 almost onethird (31.9%) of the US popu-
lation will beamember of one of thefour major racid
or ethnic minority groups. AfricanAmerican, Hispanic,
Native American, or Asan/Pacific |dander.* In many
communities, the majority of the population are mem-
bersof groups traditionally classfied as “minority.”

Recognizingthat inequitiesin healthcare and health
outcomes among these groups continueto exist in the
United States, Healthy People 201(? set asone of its
goalsthe elimination of health disparities and defined
immunizaion ratesasone of theleading health indica-
torsof whether thegoal hasbheenmet? Health caredis-
parities are “differences in the quality of health care
that are not dueto accessrelated factors or clinical
needs, preferences, and appropriateness of interven-
tion.” Since immunizations are universaly recom-
mended, variations in rates of immunizations among
racial/ethnic minorities serve asa clinically important
indicator of the extent to which health care disparities
exigt in our society.

Health care disparities have been associated with
variousdemographic characterigtics, includinggender,
race and ethnicity, income and education, sexual ori-
entation, geographic location, and disabilities,*® but
digparities cannot be explaned by these factors alone.
Rather, they are thought to be the result of complex
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interactions anong biological factors, social or phyd-
cal environment, hedth behaviors and practices, and
policies and interventions. In 2002, the Ingitute of
Medicinereleasedareport, “ Unequal Treatment: Con-
fronting Racial and Ethnic DisparitiesinHealth Care,”*
which summarized much of theliterature demonstrat-
ing that minoritiesreceive substandard carefor anum-
ber of health conditions and have poore hedlth out-
comes. Examples of poor health outcomesindudethe
infant death rate for African Americans and Native
Americans, which is about doublethat of whites. Fur-
ther, Higpanicsin the United States have higher rates
of tuberculosis, hypertension, andaretwiceaslikely to
die from diabetes as non-Hispanic Caucasians’®

In the Department of Health and Human Services
Race and Hedth Initiative established in 1998, immu-
nization rates are only one of the sx mgor focus a-
eas’ Racial and ethnic gapsin preventive strategiessuch
asimmunization are of particular concernin primary
care. The purpose of thispaper isto describeradal and
ethnic disparitiesin the United Statesrelated to immu-
nizations, to discusspossiblereasonsfor these dispari-
ties, and to recommend actions that could be taken by
clinicians to reduce these digparities.

Extent of Racid/Ethnic Geps
in Immunization Raes
Ratesin Children

I mmunization ratesfrom the National | mmunization
Survey'®* for all children ages 19-35 months were
stable or declined dightly in 2000, comparedwith 1999,
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andfor all immunizations, non-Hispanic whiteshadthe
highest rates, followed by Hispanics, and then African
Americans. Income accounted for a proportion of the
lower rates since children in households with incomes
below the poverty line had lower immunization rates
thanchildren livingin familieswithincomesabovethe
poverty line, regardess of race or ethnicity, but ara-
cial/ethnic gap till existed among those both below
andabovethe poverty line. For example, 2000 ratesof
receiving the combined immunization series for chil-
dren above the poverty linewere 72%, 74%, and 80%
for African Americans, Hispanics, and whites, respec-
tively. This gap was present for al seven immuniza-
tions studied.”

One example of disparitiesin immunizaionsisper-
tusss immunization. During 2000, there were 17 re-
ported deaths from petusssin the United States. All
occurred among infants born in the United States, and
41% of the deceasedinfantswere Hispanic. From 1990—
1999, adisproportionately large number of infants dy-
ing of pertussis were Hispanic (35%).2* Even more
broadly, among 709 randomly selected 2-year old chil-
dren in 18 private practices in Maryland, race and
ethnicity werethe only two demographic variablescon-
sgtently associated with the status of all four immuni-
zations sudied; African American and Higpanic chil-
drenwere ggnificantly lesslikely (about one third to
half theoddsfor each immunization) to beimmunized
when compared with whites

Ratesin Adults

Table 1 summarizes udies of immunization rates
amongAfricanAmericans, Hispanics, andwhites. Gaps
among other racial and ethnic groups(eg, NativeAmeri-
cans and Asan Ameicans) aso exist, but data regard-
ing these groups are fewer. Gornick and colleagues,
using census and Medicare data for 26.3 million ben-
eficiaries, found lower influenzaimmunization rates
amongAfrican Americansthanwhites, evenafter con-
trolling for income. Similarly, in the 31,000-subject
Community Tracking Survey (1996-1997), African
American patients had sgnificantly lower rates of in-
fluenza immunization than did whites (relative risk
[RR]=.73, 95% confidenceintervd [Cl]=.58-87), as
did Spani sh-gpeaking Higpanics (RR=.30, 95% Cl=.15-
.52) . The difference perssted even after adjustment
for a number of potentially confounding fadtors.

Other studies, including the 1996 Medicare Current
Beneficiary Survey,'”*®*the 1999 Behaviord Risk Fac-
tor Surveillance System,* and others® reported essen-
tially thesameresults. African Americansand Hispan-
ics, however, were ggnificantly less likely to report
receiving influenza and pneumococcd immunizations
than whites, and these differences were not explained
by variationsin avariety of socioeconomic and demo-
graphicfactors: age, gender, education, length of time
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snce lagt physical examination, self-reported health
gatus, or presence of diabetes?

Gapsinimmunizations alsoexist for hepatitis B vac-
cine. Half of the 1.25 million peopleinthe United States
with chronichepatitisB infectionare Asan/Pacificls-
landers, even though they represent only 4.5% of the
population. Hepatitis B vaccination would prevent a
majority of these cases. While hepatitis B vaccindion
ratesare nearly 90%in 2-year oldAsar/Pacific Idander
children, the rate dropsto about 20% by high schod
age.21

A d nglestudy examined thedelivery of 11immuni-
zationservicesto 4,313 outpatientsof 138 family phy-
scians and reported no significant racial differences
once patients had been seen in a primary care prac-
tice.” Neverthdess, thenational data are quiteconss-
tent about the fact that a significant gap existsin im-
munization rates among US children and adults who
are African American or Hispanic rather than white.

Reasons for Disparitiesin Immunization Raes
Racial/ethnic disparitiesare deeply engrained in our
society and have been present for decades. It isclear
that there is no single cause and no single solution.?
Potential explanations can be categorized as structurd
problemsthat relate to the systemsof care andprocess
problemsassociated withthe characterigticsof the pro-
vider and the patient and interactions between them.

Structural Barriers

Several gructural barriersto adequate immunization
have been identified. The major barriersinclude lan-
guage; lack of healthinsurance; socioeconomic status,
education, and income; and access issues such as
childcare, work demands, transportation, or geographic
distance from providers. An example of thelinguistic
barrieristhat Spanish-speaking Higpanicsin the United
Stateshave lowe immunizationratesthan do English-
gpeaking Hispanics.'0##

Another barrier is lack of health insurance. While
providing insurance coverage for dl is not, in itsalf,
aufficient to assurethat racial and ethnic disparitiesin
immunization ratesareimproved, itis certainly neces
sary to makeimmunizations affordable Nevertheless,
some portion of the disparitiesin immunization rates
can be explained by theinsurance digparities—the un-
insured represent 19.7%, 33.6%, and 11.3% of the Af-
rican American, Hispanic, and white populations, re-
spectively.15~2*‘*28

Access to care is aso involved. African American
andHispanic childrenare subgtantially lesslikely than
white childrento haveausud source of medical care®
andmake fewer vigtsto physicians® Fifty poor moth-
ers who participated in foaus groupsto identify why
children do not get immunized cited access problems
such as lack of flexible scheduling, long waitsin clin-
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Tablel

Studies Of US Immunization Rates for African Americans, Hispanics, and Non-Hispanic Whites

| mmunization RATES
Citation, Year Database Type/Population African American Hispanic White
MMWR, 2001%¢ National | mmunizaion Combined series*/children
Survey, 1994-2000 19-35 months 71% 3% 79%
Hepditis B/children 19-35 months 89% 88% 91%
Varicella/ children 19-35 months 21% 22% 28%
Gornick, 1996%° Medicare Current Influenza/Medicare benefidaries
Benefidary Survey 65+years 31.3% — 51.5%
Fiscella, 200216 Community Tracking I nfluenza/adults >55 years 27.3% English 37.6%
urvey speaking: 32.3%
Spanish
speaking: 11.0%
Schneider, 2001 Medicare Current Influenza/Medicare benefidaries, 46.1% 56% 67.7%
and Benefidary Survey 1998
Murray, 200018
MMWR, 200117 Behaviord Risk Factor I nfluenza/>30,000 adults 65 years
Surveillance System, or older 48.1% 36.4% 58.6%
1999 Pneumococcal/adults 65 years
or older 34.6% 69.0% 56.8%
Marin, 200219 1996 Medicd I nfluenza/adults 65 years
Expenditure Panel or older 47.3% 61.7% 68.0%
Survey

MMW R—Morbidity and Mortality Weekly Report

ics, lack of trangportation, and inability to misswork.®
Membersof radal and ethnic minority groups aremore
likely tolive inlower access areas;, some of thegapin
immunization satusislikely to result from lack of ac-
cessto care. Digparitiesin immunization rates are not
fully explained by the aforementioned structural fac-
tors, however, because digparities persist even when
these factors are comparable or accounted for across
racial and ethnic groups”23-%

Process Barriers

Process barriers relate to individual and personal
characterigticsof the patientsand providersof care and
to their interactions with each other.

Patient Factors. At least three patient factors affect
ethnic and racial disparitiesin immunization rates. pa-
tient preferences, distrust of “the system,” and lack of
knowledge.* For example, certain racial or ethnic
groups may bemorelikely to call onreligiousor lay
healersor to seek informal helpthrough social networks

rather than seeking care from physicians. Further, mem-
bers of racial/ethnic minority groups often express a
preference for providers from their own background,
andsuch providersmay not be available.* Only 9% of
physicians and 12.3% of nurses are membersof ara-
cial or ethnic minority group.*

Digtrust of the medical sysem may be difficult to
differentiate from patient pref erences, but personsfrom
racial/ethnic minorities express less satisfaction with
physician providers® In one large survey, African
American paients were four times more likely than
whitesto report that discriminaion iscommonin phy-
sicians offices® Similarly, amost twice as many Af-
rican Americans and Hispanics than whites have re-
ported that racism isamajor problemin health care®

While some studies have shown that lack of knowl-
edge about appropriate timing of immunizaions and
misperceptions about the safety of immunization are
important barriers®* athersreport no effect of knowl-
edge, health beliefs, or attitudes among parents on im-
munization status of their children.**
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Provider factors. The Ingitute of Medicine Report*
suggests three possible provider characterigtics that
might result in dispaitiesin health care: (1) bias, (2)
greater clinical uncertainty among providersabout how
to interadt with minorities, and (3) the provider’s be-
liefs or stereotypes regarding the behavior or health of
minorities. The presence of stereotyping and bias in
health care hasbeenwell documented, even when con-
trolling for socioeconomic factors, and much of this
biasis actually unconscious, ie providers do nat think
that they are biased.**“ This bias, whether real or per-
ceived, islikely a reason why members of minority
groups” prefer providers from their own racial/ethnic
background.®474

Recommendations for the Clinician

Educational and Attitudinal Recommendations: Use
available resources and implement national stan-
dardsfor culturally and linguigtically appropriate
health care services.

Whilesomefactorsthat lead to disparitiesin immu-
nizationsare outsde thecontrol of theindividual prac-
titioner, there are excellent resources avdlable to as-
s the clinician in redudng the gap. One gep isto
become familiar with and use the extensve resources
available for patient and staff education in providing
culturally and linguigtically competent care. Smulta-

Family Medicine

neoudy, stepscanbetakento assurethat every clinicd
encounter with the patient includes encouraging and
providing immunizations.

Updated evidence-based guiddinesfor qudity stan-
dardsfor immunization have recently been published
by the | nf ectious Diseases Society of America* While
these should serve as a guide for al clinicians, they
make no special mention of the disparities in immuni-
zationgatus. For theindividual clinician,thefirst step
to narrowing thedisparitiesgapin immunizaionsisto
recognize the naure and extent of the problem. Two
recent publications from the National Foundation for
I nfectious Diseases (NFI D) summarize challenges, bar-
riers, opportunities, and innovations for reducing dis-
parities in pediatric immunization rates™*> as well
asadol escent and adult immunizations>™®*Y among eth-
nic and minority populations. Both of these publica-
tionsare available onthe NFI D Web site (www.nfid.org/
publications). There are a number of national initia-
tives and resources to respond to known disparitiesin
hedth care, but individua clinicians are poorly in-
formed about them. Some of these dites, for example,
provide specific educational materias for Spanish
speaking patients (www.cdc.gov/nip/publications/
niiw/2002/2002.htm#Spanish and www.partnersfor
immunization.org/spanish.html).

Table2

DHHS National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health Care

Ensure that patientsreceve from all staff members effective, understandeble, and respecful carethat is provided in a manner compatible with their
cultural health beliefs and practices and preferred language

I mplement strategiesto recruit, retain, and promote at all levelsof the organizationadiverse staff andleadershipthat are representative of the demographic
characterigtics of the servicearea.

Ensurethat staff a all levels and across dl disciplines receive ongoingeducation andtraining in culturally and linguistically appropriate serviceddivery.
Provide language assistance services, including hilingual staff and interpreter services, at no cost to each patient with limited English proficiency a all
points of contact, in a timely manner during dl hours of operéion.

Provide to paientsin their preferredlanguage bothverbd offers andwritten notices informing them of their right to receive language assistance services.
Assure the competence of language assistance provided to limited English-proficient patients by interpreters and bilingual staff. Family and friends
should not be used to provide interpretation services.

Make available easily understood patient-rdated materials and signagein commonly encountered languages.

Devedop, implement, and promote awritten strategic planthat outlines dear goals, policies, operational plans, and management accountability/ oversight
mechanisms to provide culturally and linguistically appropriae services.

Conductinitial and ongoing organizaional self-assessmentsof CLA S-relaed activitiesandintegrate cultural andlinguisti c competence-relaed measures
into internal audits, performance improvement programs, patient satisf action assessments, and outcomes-based evaluations.
Ensurethatdataontheindivi dual patient’srace, ethnicity, and spokenandwrittenlanguage are collectedin healthrecords, integratedinto the organization’s
management information systems, and periodically updated.

Maintain a current demographic, culturd, and epidemiological profile of the community as well as a needs assessment to accurately plan for and
implement services that respond to the cultural and linguistic characteristics of the servicearea.

Devdop participatory, collaborative partnerships with communities and utilizeavariety of formal and informal mechanismsto fecilitate community and
patient/consumer involvement in designing and implementing CLA S-related ectivities.

Ensure that conflict and grievanceresolution processes areculturally and linguigtically sensitive and capable of identifying, preventing, and resolving
cross-aultural conflicts or complaints by patients.

Regularly makeavailable to the public information about progress and successful innovationsin impl ementing the CLAS Standards.

DHHS—Department of Health and Human Services
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Studies consstently demonstrae the importance of
cultural competence and gppropriatenessin any effec-
tive clinician-patient interaction. The US Department
of Healthand Human Services(DHHS) hasdefined 14
standards®! (available at www.omhrc.gov/clas/
indexfinal.htm) for delivering culturally and linguisti-
cally appropriate health services (Table 2), aswell as
an extensve “Practical Guide” and downloadable ma-
terials for implementing the standards (www.omhrc.
gov/clagdguideintro.htm). One of the priorities in the
DHHS action plan to eliminate racial and ethnic dis-
paritiesisto improveinteractions and interventionsin
minority communities®>? and the need for culturally
competent public health interventions has also been
identified in improving vaccination coveragefor for-
eign-born children>

Organizational Recommendations: Use every clinical
encounter to provideimmunizations.

Even when health status and other factors are ad-
justed, African Americans have been shown to make
significantly fewer physician office viststhanwhites, *
perhaps inpart because of the demonstrated preference
to have a provider of the same racial/ethnic and cul-
tural background—there smply arenot enough clini-
ciansfrom racial and ehnic minority groups. Further,
the patient’s lack of awareness or smply not being of -
fered the vacdne has been associated with lower im-
munization ratesin several sudies.>*" In onestudy, in
fact, missed opportunities for immunization of inne-
city childrenoccurredin morethan onethird of outpa-
tient visits, including morethan 20% of preventive care
vigts® Adminigtering all vaccinesfor whichan infant
is eligible at each health vidt and adopting recom-
mended changes in immunization schedules were
shownin asurvey of 112 office-based pediatric prac-
ticesto be dgnificant predictors of higher immuniza-
tion rates.® It has been demongrated that the god of
narrowing theimmunization gap can be accomplished
in public clinics as readily as in the private health care
sector® Standing orders with clear protocols for ap-
propriate child and adult immunizations should be
implementedinevery office, clinic,and acute or chronic
care setting, regardless of whether the patient vigit is
for preventiveservices or illiness.

Mieczkowski and Wilsor?® made five recommenda
tions rdated to the practice setting to improve adult
pneumococcal vaccination: waiting room education
usingmaterialswrittenat an appropriate literacy level,
standing orders, off eringimmunizationsin emergency
departmentsand during hospitalizations, audit and feed-
back, and a multifaceted system to incorporate patient
and provider education, reminders, and standing orders.
Conversely, NFID® lists four reasons why physicians
do not achieve high vaccination coverage: referring
patientsout of the practicefor immunizations, missng
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opportunitiesto provideimmunizations, failingto pro-
vide smultaneous administration of vaccines, and ne-
glecting to use reminder/recall systems. The NIFD re-
port also suggeststhat providing immunizationsin non-
traditional settings(ie, outsdetheclinic or physician's
office) may be helpful to reach underserved popula-
tions® Such ections asimplementing standing orders
not only in outpatient settings but also in emergency
departments, long-term care facilities, and hospitals;
providing alternative sites and times for provison of
preventive services, and including in practice audits
criteria related to cultural and linguistic competence
are organizational changes that are likely to improve
immunization rates, particularly among disparate
groups. If these organizational recommendationswere
followed, they would almost certanly help reduce the
racial/ethnic disparitiesin immunization status.

Summary

There continue to beracial and ethnic disparitiesin
rates of childhood and adult immunizationsin the
United States. The causesare multifactorial,including
inequities in education, income, and socioeconomic
status, structural and systemic barriersinthe healthcare
delivery system; and beliefs, preferences, and practice
patterns of the recipients and providers of care. Elimi-
nation of these disparities is a targeted priority in
Healthy People 2010. Theindividual clini ciancancon-
tribute to the narrowing of this gap by beng informed
of and usngavailable national andregional resources,
implementing national sandardsfor culturdly andlin-
guigtically appropriate health care services* and us-
ing every dinical encounter to assure that vaccination
isoffered and provided.
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