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Bottom Line: The goal of

eliminating disparities in

adult immunizations is a

focused, achievable target

that could potentially

eliminate at least 5% of

disparities-related years of

potential life lost (YPLL)

from vaccine-preventable

pneumonia deaths.

1. Adult Immunization Disparities Are
a Significant Public Health Problem
a. Eliminating disparities is a major

priority of Healthy People 2010.
b. Disparities occur across racial-eth-

nic groups, socioeconomic classes,
and geographic areas (both region-
al and rural-urban). Both African-
American and low-income unin-
sured groups suffer marked dispar-
ities in immunization rates (espe-
cially pneumococcal vaccine).

c. These disparities result in tens of
thousands of vaccine-preventable
pneumonia hospitalizations and
deaths each year.

2. Immunization Disparities Arise
from Barriers at Multiple Levels
a. Patient-Level—Issues of mistrust,

motivation, competing priorities,
fears, lack of knowledge, etc lead
some patients to choose not to be
immunized.

b. Provider-Level—Health profession-
als have many competing priorities
for providing acute care, chronic
disease care, and preventive servic-

es all within severe time con-
straints. Practices are also often
disorganized or non-systematic in
their approach to patient care (ie,
one patient at a time in the exam
room, no electronic health record,
no systematic strategy for reaching
at-risk populations).

c. Systems-Level—Many non-elderly,
at-risk patients are uninsured,
while others lack a primary care
home or access to a safety-net
provider. Waiting in line at a
community vaccination site or
waiting for a scheduled provider
office visit can be a barrier. Vac-
cine shortages frequently disrupt
effective programs in the com-
munity.

3. We Can Learn from Effective ‘‘Best-
Practice’’ Programs
a. CDC READII program—Strate-

gies include grassroots communi-
ty organizing, lay health worker/
community health aide (promoto-
ra) models, partners with com-
munity pharmacies and other
non-traditional delivery sites, etc.

b. University of Chicago’s Robert
Taylor Homes project (Daum et
al)—Strategies include aggressive
outreach, culturally-relevant out-
reach staff, person-to-person con-
tact, trust-building, continuity,
follow-up, partnerships with com-
munity health centers, public
health programs, and social ser-
vice agencies.

c. BUT: These programs face con-
tinuing challenges such as insta-
bility of funding streams, and un-
certainties in vaccine supply.

4. Cultural Differences Can Be Both a
Challenge and a Resource
a. Reality of trust issues tied to his-

torical experiences; Tuskegee is
one of many examples.
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b. Lack of diversity, ie, the lack of
linguistically, racially, and cultur-
ally competent health profession-
als in high-disparity communities
often exacerbates a ‘‘medical cul-
ture’’ that under-values commu-
nity strengths. Non-minority
health professionals will often
need ‘‘bridge-persons’’ such as
promotoras or outreach workers
who can be their community am-
bassadors (and their teachers!).

c. Community strengths. African-
American faith communities are a
good example of a community
strength, but is not a panacea and
must be viewed as a base to reach
out to other segments of the com-
munity through non-traditional
sites (hair salons, barber shops,
sports venues, etc). Emphasis
should be on a commitment to
the good of the community or
group in some Asian communi-
ties, for example, in contrast to
American individualism.

5. Primary Care Practices Can Be Re-
Engineered to Eliminate Missed
Opportunities
a. Missed opportunities for vaccina-

tion are frequent in ‘‘usual-care’’
settings due to competing priori-
ties and lack of a systems ap-
proach.

b. ‘‘Within-practice’’ systems change
(micro-process change) is more
effective than programs targeting
physician behavior change. Reset
the default setting to do the right
thing automatically, rather than
doing nothing unless the doctor
orders it.

c. Teamwork is essential. Within the
practice, this might mean adopt-
ing standing orders for nurses to
give vaccinations to anyone in rel-
evant risk groups, scheduling vac-
cine-only visits, giving preventive
services checklists to patient at
check-in, etc.

d. Low-tech solutions can work, but
electronic health records can add
another dimension, if used to cre-
ate population-based strategies for
systematic care (not just an elec-
tronic filing cabinet for a tradi-
tional medical record).

6. Community Partners Are an Un-
tapped Resource
a. A growing body of evidence sug-

gests that partnering with com-
munity pharmacists can dramati-
cally improve preventive services
and chronic disease management.
An example in this context would
be ‘‘standing orders’’ for local
pharmacies to give flu shots and
pneumonia vaccine.

b. Other partners can extend our
reach into communities, especial-
ly for populations such as men
who are less likely to seek care.
Example: partnering with local
businesses to provide vaccine days
when men could get a flu shot on
Saturday mornings at their local
home improvement store when
they stop by for lumber or tools.

7. Disparities Are Not Inevitable—We
Can Fix This!
Through a multi-pronged strategy,

the United States nearly eliminated
childhood immunization disparities
during the 1990s. Working to eliminate
racial/ethnic and socioeconomic dispar-
ities in immunization rates had the add-
ed benefit of improving health for all of
our nation’s children. We can do the
same for adult immunizations, if we so
choose.


