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INTRODUCTION
Childhood immunization services are one of the most fundamental preventive health services provided in medical clinics across the country and are responsible for preventing over 13 million cases of infection with vaccine-preventable diseases and 33,000 deaths annually in the U.S. The cost savings of routine childhood immunizations are likewise phenomenal. For each cohort of children vaccinated it is estimated that $9.9 billion are saved in direct service costs and $43.3 billion in total societal costs.1, 2 Multiple factors determine whether parents utilize immunization services and the degree to which children are vaccinated according to recommended schedules. Among these factors are parents’ understanding of the benefits and risks of vaccines and their perception of the risks of not being vaccinated.3, 4 On the clinical side, access to immunization services and the attitudes of immunizations providers with regard to benefits and risks of vaccines also influence the likelihood of children being fully immunized.5-8
The Portland Area Indian Health Service (PAOIHS), in collaboration with the Northwest Portland Area Indian Health Board (NPAIHB), operates a comprehensive childhood immunization program. This program provides training opportunities for local immunizations coordinators in using the Resource and Patient Management System (RPMS) Immunizations Package, oversees quarterly web-based reporting, supports automated immunization data exchange through technical assistance to States and local sites and provides medical direction for clinical providers and immunizations coordinators with regard to outbreaks of vaccine-preventable diseases and vaccine recalls.
Aggregated, Area-wide data on vaccine coverage is obtained through the IHS National Immunization Reporting System (NIRS), a web-based reporting system that collects information from reports provided at each site from within the RPMS immunization package. Immunization coordinators at each local facility are responsible for maintaining up to date immunization data electronically in RPMS, running the reports each quarter and then inputting the information into NIRS. Recently, several sites have changed to commercially available electronic medical record systems in place of RPMS. While these sites should still track immunization data in the same way to ensure adequate immunization coverage at the community level, only one of the sites that have switched to non-RPMS systems are currently reporting data.
Immunization coverage in the Portland Area among two-year olds decreased from 2007 to 2011 (Figure 1). Two-year old immunization rates in 2007 ranged from 68% in the first quarter to 72% in the second and third quarters and remained on average 70% through the end of 2009. In 2010-2011, the rate dropped about 10% on average to 60%. Since 2008, site-specific data was available to track performance of Federal, direct service sites compared to the aggregate Portland Area. From 2010 to 2011, the average rate at Federal sites improved considerably. The disparity in two-year old immunization rates between Federal and all Portland Area has grown from an average of 5% in 2008 to 32% in 2011. The causes of this disparity are not well understood; identifying the underlying reasons for this difference in performance was one of the primary goals of this project.
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Figure 1. Two- year old immunization rates by quarter for Portland and All IHS Areas, 2007–2011. 
The figure above shows quarterly immunization coverage rates from 2007 to 2011 for Portland Area and IHS Nationally (All Areas). For 2007, the two year-old immunization bundle included  4 DTAP, 3 IPV, 1 MMR, 3 HIB, 3 HepB and 1 Varicella. In 2008, the two year-old immunization bundle included  4 DTAP, 3 IPV, 1 MMR, 3 HIB, 3 HepB , 1 Varicella and 3 Pneumococcal. From 2009 to 2011, the two-year old immunization bundle included 4 DTAP, 3 IPV, 1 MMR, 3 HIB, 3 HepB, 1 Varicella and 4 Pneumococcal. In Portland Area, immunizations rates declined deeply in 2010, with some increase seen in 2011. For Portland Area Federal Sites, immunization coverage has been at least equal to or greater than the National figures since 2009. 




The Childhood Immunizations Knowledge, Beliefs and Attitudes Project had three specific aims:
1. To understand attitudes and practices regarding early childhood immunizations among professional staff at Federal, direct service clinics and Tribally operated clinics in the NW; a secondary aim related to staff surveys and interviews seeks to understand more about recommended immunizations for health care personnel;
2. To understand reasons for early childhood vaccine acceptance and hesitancy in three NW American Indian tribal communities;
3. To identify opportunities to improve the rate of early childhood immunization rates throughout the Portland Area and develop a strategic plan to make improvement.

METHODS
Staff Attitudes and Practices Survey
An email-based survey was sent to all sites in OR and ID for distribution to staff who have any responsibility in providing early childhood immunization services. A similar survey was distributed in WA by the American Indian Health Commission of Washington. The results of that survey can be found at: http://www.aihc-wa.com/wp-content/uploads/2011/09/Health-Care-Workers-Immunization-Project-Final-Report.pdf. The survey was sent to professional staff, non-clinical staff such as reception and patient registration and clinical staff under medical or nursing supervision- medical assistants, nursing assistants, and those working in other areas of the clinic not specifically focused on immunizations services but who could play a role in referring patients (e.g. behavioral health, dental). The survey asked about their own beliefs and practices regarding early childhood immunizations and also the provision of immunizations for health care workers. The survey link was sent to Tribal Health Directors, IHS Clinic CEOs, Medical/Clinic Directors who were in turn asked to distribute the survey widely among their staff. A response rate cannot be calculated as there is no way to know who received the link and chose not to answer. Data Collection: All data was collected using password-protected personal computers. Email/internet-based surveys were conducted using SurveyMonkey and the data were downloaded to the Project Director’s computer.  The full survey can be found in Appendix A-1. No personal identifying information was collected with the surveys. 
Key Informant Interviews
We performed key informant interviews of clinical staff at Federal and Tribal clinics in ID, OR and WA. Key informant interviews were performed with professional staff (Nurses, Advanced Practice Nurses, Physicians and Physicians Assistants, Pharmacists). The interviews were conducted by phone or in person and at least two interviews were sought at each site. The initial goal was to include at least three of the six Federal sites, one in each state, and to attempt to complete interviews at all six Federal sites. Opportunities to interview were offered to all Tribal sites with a goal of reaching at least 25% of the 28 clinics providing early childhood immunization services. The Key Informant interview guide is found in Appendix A-2; the Key Informant interview data collection guide (Appendix A-3) and a consent form for Key Informant interviews (Appendix A-4). No personal identifying information was collected with the key informant interviews. 
Community-based Focus Groups
We conducted focus groups in 3 NW American Indian tribal communities. Focus groups were composed of parents and other care-givers of infants and children under the age of six. We sought to include a diverse cross-section of those caring for children in these communities- single parents, married, foster parents, grandparents and extended family members caring for young relatives. Focus groups were designed for 8-12 participants. The primary inclusion criterion was currently or recently (within the past two years) having been the primary care-giver for a child under six years old at the time that care was being provided. We worked with immunization program coordinators and community health representatives to recruit participants at the three sites that agreed to host focus groups. Recruitment methods included announcements on local radio or in tribal newspapers, invitational fliers posted in public places and word of mouth. The focus groups were 1½ to 2 hours in duration and were facilitated by the Project Director and a staff member from the NPAIHB NW Tribal Epidemiology Center (NWTEC). Data Collection: Focus groups were recorded if there were no objections to obtain complete transcripts. Participants were asked not to use names, in cases where this occurred, the person’s name was not recorded in the transcript. Data Analysis: Information from focus groups and key informant interviews was analyzed using Atlas TI, version 7 software (Scientific Software Development GmbH, Cologne, Germany) to identify major themes and to categorize themes for understanding and future action. 
The facilitator script including the questions asked is included in Appendix B-1. The consent form for participants is included in Appendix B-2 and a sample recruitment flyer is Appendix B-3. 
Funding and Tribal Approval
This project was funded by PAOIHS with funds made available to the NPAIHB in May, 2012. The budget and timeline are in Appendix C. The Delegates of the NPAIHB approved this project at the June, 2012 Quarterly Board Meeting. Approval from the Tribes hosting focus groups was obtained prior to holding the discussions. Participants who responded to the surveys and key informant interviews were asked to obtain approval from their supervisor before participating. 


RESULTS
Focus Groups

We conducted one focus group in each of three different tribal communities. The attendees were primarily younger parents. In each group there were also some older parents/grandparents and at least one healthcare provider (nurse, nursing assistant or medical assistant) who was also a tribal member.

The discussions revealed a number of major themes that help explain why some parents may defer vaccines or refuse them altogether. These barriers can be grouped into: 1) vaccine concerns; 2) clinic barriers- perceived low quality of care, questionable practices or mistrust of the care provided at tribal clinics; 3) mistrust of the medical establishment in general, pharmaceutical companies or government; and 4) the influence of friends, families and prominent community members who were “against” vaccines as being an important influence in their decisions not to vaccinate.

Vaccine Concerns

Many participants voiced concerns about the safety of vaccines in general:

“The cure is going to kill you.”
“[The list of] side effects is longer than [the consequences of] getting the disease.”

Newer vaccines were especially mistrusted as it was felt that there was not enough data or enough time to know all the potential negative outcomes from newer vaccines. These vaccines included HPV, Tdap, varicella and the flu shot, which changes every year. Other concerns about the influenza vaccine, specifically, were:

“The [flu] shot just gives the flu on purpose.”
“If you’re just gonna get sick, why get the shot?”

There was also still concern about mercury and thimerosol content in vaccines as well as other ingredients that could be harmful. 

Clinic Barriers

One of the strongest concerns expressed was regarding the perception that care at the clinic was substandard. Participants related experiences of missed diagnoses, wrong diagnoses, inadequate or potentially harmful treatment received and inconsistent follow-up with providers. Another concern was breach of confidentiality:

“…you can’t trust anybody there. You don’t feel comfortable going to your own clinic.”

These concerns about quality of care were not specific to immunizations, but these experiences served to undermine overall trust in the clinical services available so that some parents were reluctant to bring their children to the clinic for immunizations or to accept recommendations for immunizations when offered.

“I think if the clinic had better services everybody would be more [apt] to get their kids immunized. I think I would.”



Mistrust of Medical Establishment, Pharmaceutical Companies and Government

A small number of parents expressed concerns about general mistrust in institutions including the medical establishment, pharmaceutical companies and the government. More than once it was mentioned that physicians, hospitals and pharmaceutical companies push vaccines for the money they earn from them. 

One participant questioned not only the origin of the diseases for which vaccines are offered but also the origins of the vaccines themselves and the recommendations to receive them:

“So for a government official or a social worker, any type of service from the government could mandate or strongly recommend these immunizations for these diseases that you probably never had- that raises a lot of concern for myself and for my family because we’ve never had any of these, why should we get these vaccines?”

Another participant expressed her fears that the government was forcing vaccines for no apparent reason:

“Sometimes I think it’s a scare tactic, the government is trying to scare us into doing all this stuff when they don’t even know if it works.”

Community Influences

Some participants shared that their elder’s views were an important influence. Many elders were described as mistrusting the advice of doctors or the government and used that as a basis for declining clinical services including immunizations. Another mentioned that elders who have survived epidemics, such as the Spanish Flu, believe that their survival indicates they no longer need to be treated for anything else. Others described elders who accepted immunizations and urged parents to immunize their children. Some elders drew from the experience of having witnessed vaccine preventable diseases. But even then, the interpretations and views were different:
“But my grandparents [saw] the mass graves where the small pox people are buried, they won’t have anything to do with it.”

“So I have one [elder] where she wants to get everything because she definitely doesn’t want to get sick.”

Facilitators

Focus group participants also described a number of practices and influences that facilitate or could facilitate childhood immunization. For example, within the clinic, Medical Assistants are often the first staff to ask patients about immunizations and the first to provide information or recommendations. Others shared that their doctor is the one they trust most for information.  A provider who is open and willing to answer questions can have a great influence:

“I’d have to say my doctor’s pretty good…She puts it pretty straight and easy to understand. Whenever I have a question she’s more than willing to answer it.”

This level of communication is what many participants felt would be most beneficial and, for many, it is currently lacking. Openness and flexibility are other qualities that were mentioned as important to building community trust:

“ I think we really do have good healthcare providers who are open to all patients…our staff is working to kind of just be present in the community to help build the trust, not as “pushers’, just to be present, just to build rapport and build a trust that has to come before we can plant the knowledge in them.”

Many participants felt that more information on the benefits of vaccines would be helpful. They emphasized, however, that this information needs to be presented in a way that busy parents can readily understand. The timing of the information was also mentioned. If several pages of complicated vaccine information is given to a mother just minutes before someone comes in to vaccinate her child, there is not enough time for her to make an informed decision. Some mom’s just trust, while others get scared and refuse some or all of those immunizations. One suggestion was to provide a Frequently Asked Questions type of document that might help a mom not only to find the answer to her question but to feel more comfortable asking a question that might not be included. 

One participant felt that the easy to read vaccine schedule for parents was helpful and should be given to everyone to put on their refrigerator. Many others agreed that they just want information that is written in a simpler way to understand. It was clear that not one format is sufficient. Some people learn better with material they can read, others learn better when the information is explained verbally. Other formats, such as video or using social media were mentioned but drawbacks to each of these, for example, lack of cultural appropriateness, could limit the utility of these approaches.

Tribal support for delivering information was seen as important. For example, if the tribe were to put information about vaccines in the tribal newsletter or newspaper, people might be more readily accepting of the information, less skeptical.

On the question of when to provide information, it was suggested that during pregnancy would be ideal. Other ways of providing immunization information suggested were through WIC and Head Start. Providers who care for pregnant women could contribute to the helping women get information and ask questions long before the time when a child is receiving their vaccinations. There was also a strong preference for seeing a pediatrician as the doctor who was most expert at providing care for babies/children.

One healthcare worker who participated shared that patients asked if staff had received a vaccine that was being offered:

“…just saying ‘Yes, we are 100% vaccinated for Tdap’, I think that instilled a little bit of trust.”



Provider surveys

Practice setting and roles
A total of 25 surveys were completed. About half (12/25) worked at an IHS-operated facility, 11 at a tribally-operated facility and two were from in non-clinical programs (Figure 2). The most common clinical roles of respondents were Nurse (40%), Physician (16%), and Nurse Practitioner (12%) (Figure 3). Nurses also were the most commonly identified as playing the primary role in the clinic to maintain childhood immunizations up to date. 72% of respondents indicated that it was a responsibility of all nurses, 40% said it was the responsibility of a dedicated immunizations nurse. 28% of respondents also indicated that physicians, advanced nurse practitioners and medical assistants were primarily responsible (Figure 4). 


Figure 2. Employment Affiliation 





Figure 3. Primary clinical role of respondents
 
Figure 4. Clinic Immunization Responsibility 




Figure 5.  Seasonal Influenza vaccination

Figure 5 shows the majority of respondents (88%) recommend the seasonal influenza vaccine for all their patients. For the remaining respondents, 8% indicated that they offer it but not aggressively while 4% indicated that they offer it to those who need it most but not to all patients.

Regarding resources for information about influenza- the characteristics of circulating viruses, treatment recommendations and incidence of influenza, most respondents (84%) get information from the Centers for Disease Control and Prevention (CDC) (Figure 6). When responding to parents’ requests for alternative immunization schedules, the majority of respondents (80%) indicated they either encourage patients/parents to follow the recommended immunization schedule or they inform the patient/parent about the risks of not following the recommended immunization schedule. About half also provide some accommodation to patient/parent’s request by either providing information about alternative schedules or following the patient/parent’s wishes (Figure 7). 


Figure 6. Sources of Professional Information About Influenza
















Figure 7. Responses to Parents Requesting Alternative Immunization Schedules



Figure 8. Healthcare Providers Self-Report of Annual Influenza Vaccine Receipt



Figure 9.  Healthcare Providers’ Self-Report of Receipt of Other Recommended Vaccines 

 



Figure 10. Healthcare Providers’ Rank Order of Factors Influencing Influenza Vaccine Receipt



Figures 8-10 reflect healthcare provider’s self-reported receipt of influenza and other recommended vaccines and the most important reasons they choose to receive these vaccines. The majority of healthcare providers surveyed (80%) report that they always get their flu shot (Figure 8). Almost all (96%) also report that they have received Tdap, MMR and Hep B vaccines as well (Figure 9). Among those respondents who received a flu shot in the season just prior to the survey, the most important reason for receiving a flu shot was the belief that it would help prevent them from giving the flu to their patients. Receiving the flu shot because it was required was seen as the least important reason (Figure 10).



Key Informant Interviews

We interviewed 33 staff members from IHS, Tribal and Urban clinics throughout the Portland Area. These included medical assistants, nurses, doctors and midlevel providers. Participants provided insightful information on a broad expanse of factors that influence childhood immunization status in the Area. Major themes included facilitators of immunizations such as efforts to educate parents and community members and developing policies and procedures within the clinic regarding immunization practices. We also identified barriers within the community and within the clinic that prevented children from being immunized on time, if at all. 


Factors that Facilitate Vaccine Awareness or Acceptance

Education and Health Promotion

Some providers seemed aware of the difficulty that parents have to access information that is trustworthy and understandable and for parents to have time to read the information or think about it to make an informed decision. The most common patient education methods described were face-to-face encounters between nurses, MAs and providers. Much of this education focused on trying to reassure hesitant parents of the benefits and safety of vaccines, addressing “myths” that parents may have heard or believe and helping steer them to reliable information sources. Another provider described the need to educate parents about the diseases that vaccines are designed to prevent:

“They do think [vaccine preventable diseases are] gone and I think we need to do a lot of education with parents on the fact that if we don’t keep the immunizations rates up then these diseases will return.”

Typically, these education services are not provided by a certified health educator. At least one clinic identified the need to have a health educator on staff. Another respondent described how the nurse or medical assistant acts as an advocate:

“[I give them] leaflets and the handouts and if they have any questions I try to answer them and try to bring them to the provider and say, ‘Hey, well this patient has a question…can you help them make an informed decision?’” 

Community education is also important. Several respondents described outreach to community members outside of the clinic to spread awareness of the importance of childhood vaccinations, dispel myths and promote immunization according to the recommended schedules.

Policies and Procedures

Some clinics have adopted specific policies or developed procedures to try to ensure that children get vaccinated on time. For example, many respondents described how immunizations are reviewed from the EHR immunizations tab or the reminders tab and in the State Immunization Information System (IIS) at each visit. Part of this review includes looking at the vaccine forecast generated by the EHR or the IIS. Another part is reconciling discrepancies between the clinic’s records and IIS. The third information source that is checked is other providers’ offices- when patients have been seen by other providers, especially in other states, immunization records are requested and the information added into the EHR and IIS once received. 

Several clinics have developed new policies that do not require a provider visit or well-child check in order to receive immunizations. Instead, immunizations are reviewed at every visit and offered at every visit. Along with this change, clinics have also developed standing orders that allow a nurse to provide any recommended immunizations for which the child is due, without needing a specific order from a provider.

Another provider described how they reach out to siblings and other family members who might be present, so they not only update the immunizations of the child being seen, but check on and offer any immunizations due for the whole family.

One provider described how alternative schedules are developed to limit the number immunizations given at one time, especially the number of live virus immunizations given simultaneously. That provider described how this was important to keeping parents who were vaccine-hesitant, but not adamantly opposed to vaccinations, engaged and willing to accept immunizations for their children. The provider also stated that these patients had 2-year old completion rates equal to or greater than the completion rates for other patients in the clinic. 

	“I’ve actually been able to immunize kids where parents came in convinced they weren’t going to do certain immunizations. But you work with them, you have to be open and you have to work with them and you have to treat them like the good parents they actually are.”

Several other providers stated they will try to accommodate parents’ wishes for alternative schedules by allowing them to get recommended IZ’s 1 or 2 weeks apart, to minimize the number pokes and keep the parent willing to get their child immunized.

Community Barriers


Many providers reported that a major reason for parents to refuse some or all vaccines was fear of the number of injections their child would receive. This leads to requests for alternative schedules by some parents. Most providers who commented about this agreed that it was rare and that most parents eventually do accept the recommended number of vaccines.
 
“Parents are mainly concerned with the number of ‘pokes’ their kid has to get”.

Other vaccine concerns included mistrust of government or pharmaceutical companies, misinformation leading to concerns about autism or about the ingredients, including mercury and thimerosol that are used in vaccines:

“Many believe that it’s like a government conspiracy and you know the government is controlling everything we do.”

“I think probably the biggest barrier is misinformation. A lot of parents who are scared of immunizations [have told me] that they just feel it can’t be good that their child gets that many shots at one time”.

“It’s the autism, when they hear about the autism that’s when they freak.”


Another common barrier was related to parents making and keeping regular appointments such as well child visits. Providers described using any opportunity to encourage parents to get their children vaccinated, especially those who just come for episodic care. Others regularly send out reminders for appointments or letters advising that children are due for immunizations. Financial barriers and transportation difficulties were cited as common reasons why parents don’t bring their children in regularly. Transportation was the most often cited barrier- parents either don’t have gas money to get to the clinic, especially if they live some distance away, or they may lack reliable transportation. Even in the communities that had available public transportation, respondents still noted that patients had difficulty getting to clinic. An underlying theme, one that perhaps explains the mechanism by which these barriers tie together is that many families are living chaotic or disorganized lives- parents don’t receive appointment letters or immunizations due letters sent by the clinic because of frequent changes in address. Even if they receive these letters, they still lack money or reliable transportation. Finally, struggling with other issues such as housing, employment, addiction or having children in foster care means that keeping an appointment falls lower and lower on the priority list. This is particularly true for Well Child Visits:

“Probably just being unstable and therefore healthcare is not on their priority list because they’re looking for places to live and just putting off well child exams till a late date and therefore never really getting to them.”

“Kids don’t have a stable home life due to possibly drugs and alcohol problems, which causes children to move from parents to grandparents to foster care programs, which causes a communication breakdown. Thus these kids aren’t being seen in the clinic.”

“…probably just disorganized living. A lot of [children] are just living in very chaotic situations and kids are just passed around and I think there is a lack of communication and some disorganized homes and dysfunctional home situations.”

One theme that was not elicited by provider interviews was the role of religious beliefs- only one provider described religious belief as a reason that children in their practice were not immunized.

Clinic Barriers

Providers also described barriers within the clinic setting that impacted childhood immunizations. One of the most common mentioned was the need for staff training. Training for all staff in the clinic to make sure that information in the medical record is updated and accurate, to reinforce the importance of the benefit of immunizations, the current vaccine schedule and best practices such as reviewing immunizations for every patient at every visit, not just for Well child visits. Other training that is needed is refresher training on immunization techniques.

Other major clinic barriers identified were staffing and time constraints. In some cases, these two constraints are related. For example, staff turnover results in delays because it takes time for a new nurse or MA to get familiar with the way immunizations are ordered and documented. When the number of providers is limited there are fewer appointments available and less ability to “squeeze” walk-ins. Or there is simply not enough time for the few staff to screen patients, get them in the room and finish with earlier patients who may need immunizations. Others noted that inadequate nursing staff can result in not having enough nurses to send out reminder letters to parents or parents may bring their kids for immunizations but leave without them if the wait is taking too long. Another clinic barrier is “missed opportunities” in which a child is seen in clinic but for various reasons, they do not receive immunizations that are due. According to one provider, this happens for walk-in appointments where there isn’t enough time to do a thorough review of the immunization history, or to provide the vaccine at that visit. Several providers noted the need to hire more staff so they could devote adequate time to children’s immunizations.

“The other thing we really need is more staff. There’s always someone missing so we don’t have someone that can really dedicate a lot of focused time just on [immunizations] because we’re all wearing about four hats.”
“Sometimes it gets really busy and we just can’t get to the shots when we need to.”


One clinic had a dedicated “immunization” clinic. Once that was discontinued, the provider felt that made vaccines less available and increased the waiting time for some parents who left without getting their child vaccinated. 

Finally, lack of evening or weekend clinic hours was seen as a barrier, especially for working parents.

Health Care Providers Vaccine Acceptance

In another section of the interview, we asked providers about their own views on immunizations for healthcare providers. These questions helped provide an understanding of the ways in which attitudes about recommended vaccines for healthcare providers contribute to the acceptance and coverage of recommended immunizations among healthcare providers.

Six respondents stated their clinics do not require any mandatory immunizations for clinic staff. The remaining 26 respondents indicated that their clinics do require some immunizations, often just for the direct patient care staff. The most common immunizations required were hepatitis B (18), MMR (14), and Tdap (11). But when asked if a mandatory immunization program for HCP in their facility could be developed, 9 respondents said “no”. Three of these cited beliefs that Federal regulations might prohibit such a policy or make it difficult to enforce.

Among those who work in clinics without a mandatory immunization policy already, one felt that it could not be successfully developed in their clinic because of cultural reasons while another felt that it could be developed because of the importance of protecting staff and patients.

The most common barriers to implementing mandatory HCP immunization policies were related to personal beliefs. Multiple providers stated that employee beliefs, especially about the influenza vaccine, would make it difficult, if not impossible, to develop a mandatory policy. Common personal beliefs were that the influenza vaccine would make people sick or actually would give them the flu. Others felt that employees believed it just wouldn’t work to protect them from the flu.

Education targeted to clinic employees was the activity most cited by respondents to help promote uptake of immunizations among HCPs. As one respondent put it:

“I think just education…more information about how you cannot get the flu from getting the flu shot…if you can’t appeal to that then appealing to healthcare workers by saying, ‘you know we are at a clinic with immune-compromised patients, with new babies, with patients with diabetes and cancer, and just like we try to make this environment safe for our patients, by not being immunized puts ourselves puts them at risk.”



Conclusions

This project used a combination of provider surveys and interviews plus community member focus groups to explore the perceptions of providers and the beliefs and attitudes of both providers and community members regarding childhood immunizations among American Indian and Alaska Native tribal members served by the Portland Area Indian Health Service. The primary findings were:

1. Vaccine hesitancy is well-established in Northwest Native communities
2. Reasons for vaccine hesitancy are similar to those described in non-Native communities, including concerns about autism, mercury content and belief that too many vaccines given at the same time are harmful.  The exception is that AI/AN communities have beliefs grounded in their history with the US government for being skeptical or mistrustful. The historical treatment of AI/AN may make mistrust a more difficult barrier to address than others.
3. Socio-economic barriers also play a large role in disrupting immunization of NW AI/AN children- lack of reliable transportation, social disruption- frequent moving, children living with extended family members and competing priorities were identified by providers as important barriers.
4. Within the clinic, limited staff and hours of operation and the inability to contact patients/families because of inaccurate or incomplete contact information were identified as constraints.
5. Patients frequently described patient education that was too difficult to understand or provided without allowing adequate time for parents to read, understand and ask questions before children received immunizations.
6. Healthcare providers’ attitudes about immunizations were identified as an important factor for how parents and other healthcare providers accepted immunizations.
7. Education about immunizations was identified as an important need among both parents and healthcare providers.


Recommendations


Develop Strategic Improvement Plan 
Based on the information gathered in this project, certain opportunities stand out as high priorities to improve the coverage of childhood vaccines for Portland Area AI/AN children. To address the following priorities for improvement in both early childhood immunizations and the immunization of health care personnel, the Portland Area IHS and Northwest Portland Area Indian Health Board will need to work with other partner organizations, e.g., the American Indian Health Commission of Washington (AIHC), the Washington Department of Health (WA DOH), Oregon Health Authority, Idaho Health Department, NPAIHB Tribal Health Directors and Delegates and Portland Area Immunizations Coordinators, Nurse Executives and Clinical Directors to discuss and interpret these findings to develop an Area-wide strategic plan for early childhood immunization improvement. Existing opportunities for discussion and strategic planning, such as, NPAIHB Quarterly Board Meetings and Tribal Health Director meetings, PAOIHS Clinic Director and CEO meetings, AIHC Immunizations Workgroup meetings, etc. can be used to develop and execute an Area-wide strategic plan. 

These priorities can be grouped into the following categories:
1. Patient Education
2. Provider/Staff Education
3. Policy Development
4. Data Collection/Coordination
5. Community Engagement

1) Patient Education: Patient education material should be developed to meet the needs of NW AI/AN parents. Materials should be written at an appropriate reading level to be easily understood by busy parents who may have limited formal educational attainment. Educational materials should include endorsements by local Tribes or tribal organizations, with minimal reliance on US government sources to increase acceptability. The timing of providing education about immunizations should be well before the day the immunizations are to be given to allow time for the information to be absorbed and questions to be formed. Information should be repeated at each visit to increase the likelihood that it will be retained. Optimum means of delivering information need to be researched based on the latest patient education methods. For example, motivational interviewing may be an appropriate method for engaging NW AI/AN parents regarding childhood immunizations.

2) Provider/Staff Education: All providers and staff should receive formal training in techniques to discuss immunizations with parents constructively to find ways to increase parents’ acceptance of recommended childhood immunizations. These techniques should be evidence-based, supported by appropriate written materials and provided consistently for all staff.

3) Policy Development: Since this project was undertaken in 2012, the Indian Health Service has moved forward with developing a mandatory annual influenza vaccination policy for all healthcare providers. This policy was fully adopted for the 2016-17 influenza season. Tribally-operated clinics and Urban Indian Organization clinics will have the choice to adopt this policy and may wish to do so. In addition to annual influenza vaccination, there is a need to develop consistent policies for other recommended HCP vaccinations including: MMR, Tdap, hepatitis A and B and varicella. Infection control policies for PPD testing for latent tuberculosis infection should also be updated to be consistent with current CDC guidelines. Other policies such as implementing standing order protocols for immunizations, assessing all patients for needed immunizations, providing needed immunizations at all clinic visits and eliminating any barriers to receiving immunizations, e.g., providing immunizations only in well-child clinic visits should be developed and shared.

4) Data Collection/Coordination: Progress in establishing reliable, two-way exchange of immunization data between clinics and State-operated Immunization Information Systems must continue. Data exchange should occur regardless of the EHR in use in a given clinic, eliminating the need for double data entry and allowing for accurate information to be obtained in real-time. Immunizations reporting whether for accountability (GPRA), reimbursement (Meaningful Use/MACRA) or surveillance (IHS Quarterly Immunizations Reports) should be readily obtained from any EHR. This may need special attention for tribal sites that no longer use RPMS.

5) Community Engagement: Community engagement to help educate parents and caregivers about the benefits of immunization is an important strategy to help overcome vaccine hesitancy in AI/AN communities. Identifying local community immunization champions, holding community educational forums and providing outreach to other community organizations and care providers could help engage community members in support of childhood immunizations.
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2-Year Old Immunization Coverage, 2007-2011
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Percent Appropriately Immunized


Where do you work?

IHS Facility/Program	Tribal Facility/Program	Other	12	11	2	
Number of Respondents



What is your primary role in the clinic where you work?



Nurse (RN, LPN)	Physician	Nurse Practitioner	Nurse Case Manager	Medical Assistant	Certified Nurse Assistant	Other	0.4	0.16	0.12	0.08	0.08	0.04	0.12	

Who in your clinic is primarily responsible for maintaining up-to-date childhood immunizations?

All Nurses	18	Immunization Nurse	

10	Medical Assistants	7	Physicians	7	Advanced Nurse Practitioners	7	Physician Assistants	4	Pharmacists	2	None	1	Other (Nursing or Medical Administrator)	0.01	


What do you tell your patients about the flu shot?


I recommend it for all my patients	I offer it but I don't push it	I offer it to those who need it most	0.88	0.08	0.04	

Where do you turn for information about influenza characteristics, treatment or incidence?

CDC	21	State Health Department	8	IHS (National)	6	Local Health Jurisdiction	4	Portland Area IHS	2	Number of Respondentnts (n=25)



When a parent requests an alternative immunization schedule for their child, which choice below best describes your response?

I encourage patients/parents to follow the recommended immunization schedule	14	I provide them with one or more alternative schedules that I believe are effective/safe	9	I inform the patient/parent about the risks of not following the recommended immunization schedule	6	I always follow the patient/parent’s wishes	3	Other	4	0	Number of Respondents (n=25)



Please indicate the response that best decribes your experience getting the flu shot:


I always get the annual flu shot	I sometimes get a flu shot	I never get a flu shot	0.8	0.12	0.08	

Which of these vaccines recommended for healthcare personnel have you had?

Tdap (n=24)	0.95799999999999996	MMR (n=22)	0.95499999999999996	Hepatitis B (n=24)	0.95799999999999996	Hepatitis A (n=22)	0.81799999999999995	

Thinking about the most recent flu season, which of the following are reasons that you got a flu shot (Rank in order of importance)

Most Important	It is required for my job	It is highly recommended for my role in the clinic	I believe it helps protect me from getting the flu	It helps prevent me from giving the flu to patients	1	8	16	18	Somewhat Important	It is required for my job	It is highly recommended for my role in the clinic	I believe it helps protect me from getting the flu	It helps prevent me from giving the flu to patients	4	9	4	3	Less Important	It is required for my job	It is highly recommended for my role in the clinic	I believe it helps protect me from getting the flu	It helps prevent me from giving the flu to patients	9	4	0	1	Least Important	It is required for my job	It is highly recommended for my role in the clinic	I believe it helps protect me from getting the flu	It helps prevent me from giving the flu to patients	7	1	2	0	
% of Respondents Rating for Each Category
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