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Racial/ethnic differences in influenza vaccination exist among elderly adults despite nearly
universal Medicare health insurance coverage. Overall influenza vaccination prevalence in
the Veterans Affairs (VA) Healthcare System is higher than in the general population;
however, it is not known whether racial/ethnic differences exist among older adults
receiving VA healthcare. Racial/ethnic differences in influenza vaccination in VA were
assessed, and barriers to and facilitators of influenza vaccination were examined among
veteran outpatients aged 50 years and older.

A random sample of 121,738 veterans receiving care at VA outpatient clinics during the
2003-2004 influenza season completed the mailed Survey of Health Experiences of
Patients (77% response rate). Multivariate logistic regression was used to examine
associations among race/ethnicity and influenza vaccination prevalence, barriers, and
facilitators. Analyses were conducted during 2005 and 2006.

Based on unadjusted prevalences, non-Hispanic blacks, Hispanics, and American Indian/
Alaskan Natives were significantly less likely to be vaccinated for influenza compared to
non-Hispanic whites (71%, 79%, and 74%, respectively, vs 82%). After adjustment for age,
gender, marital status, education level, employment, having a primary care provider,
confidence and/trust in provider, and health status, only non-Hispanic blacks remained
significantly less likely to be vaccinated compared to non-Hispanic whites (75% vs 81%).
Influenza vaccination barriers and facilitators varied by race/ethnic group.

Compared to non-Hispanic whites, non-Hispanic blacks were less likely to receive influenza
vaccination in the VA healthcare system during the 2003-2004 influenza season. Although
these differences were small, results suggest the need for further study and culturally

informed interventions.
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Introduction

accination is a cost-effective strategy to prevent

the morbidity and mortality associated with

influenza infection.'~® The Healthy People 2010
target for influenza vaccination is 90% for adults aged
65 years and older, and 60% for high-risk adults aged
18 to 64.% In addition, one of the two overarching goals
of Healthy People 2010 is to eliminate health disparities
among different segments of the population. Since
2000, the Centers for Disease Control and Prevention
(CDC) has recommended universal vaccination for
adults aged 50 years and older.® While adult influenza
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vaccination levels have increased in the past decade,
recent studies continue to document racial/ethnic
differences in vaccination coverage. These differences
have been reported in community-based population
samples®~ as well as in both fee-for-service and man-
aged care Medicare beneficiaries.'*!!

While differences in the receipt of preventive
services have often been attributed to differences in
access to care, this may not be entirely true for
influenza vaccination.”®10-12-14 Several studies have
attempted to describe and understand racial/ethnic
differences in influenza vaccination in various set-
tings and populations. Almost all of these have found
that differences in vaccination coverage remain after
adjustment for various sociodemographic variables
(e.g., age, gender, income, education, census divi-
sion), access to care, health status, risks for influenza,
and healthcare utilization.®'131> Hebert et al.'®
found that access to care was not related to racial/
ethnic differences in vaccination, while differences
in attitudes and beliefs about vaccination and rates of
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primary care encounters did explain some of the
differences.

The Veterans Affairs (VA) Healthcare System is a
unique setting in which to study racial/ethnic differ-
ences in influenza vaccination, given equal access to
care for eligible veterans.!” The VA is the nation’s
largest integrated healthcare system with 7.6 million
enrollees and 5.2 million active users served by approx-
imately 158 medical centers and 860 outpatient clinics.
Unique features of the VA that are relevant to influenza
vaccination delivery include the systemwide use of
electronic medical records, electronic clinical remind-
ers, an influenza vaccination performance measure
with defined targets and financial incentives, facility-
level feedback, a yearly influenza vaccination imple-
mentation toolkit disseminated to each facility influ-
enza campaign coordinator, and national coordination
of vaccine distribution.

Several recent studies have reported higher rates of
preventive service delivery including influenza vaccina-
tion in the VA compared with a nationally representa-
tive community sample and a Medicare fee-for-service
cohort.'®!9 While overall influenza vaccination preva-
lence in the VA is higher than in the general popula-
tion, it is not known whether racial/ethnic differences
exist. The purpose of this study is to characterize
racial/ethnic differences in receipt of influenza vacci-
nation in a sample of VA users aged 50 and older, and
to identify factors that may be barriers to, or facilitators
of, vaccination. The hypothesis of this study is that
racial/ethnic differences in influenza immunization
exist and that these racial/ethnic differences would be
smaller than those reported in the private sector.

Methods
Data Source and Study Population

This was a secondary data analysis examining responses to the
written VA national outpatient Survey of Healthcare Experi-
ences of Patients (SHEP) managed by the Veterans Health
Administration (VHA) Office of Quality and Performance
(OQP). Specific SHEP survey methods are detailed else-
where.?? Briefly, the SHEP is a cross-sectional, monthly survey
that uses a stratified random sample without replacement
design and recruitment strategies consistent with Dillman’s
“tailored design method.”?! The study population eligible for
selection included outpatients seen in VA primary and spe-
cialty care clinics during the 60 days before the monthly
administration of the SHEP. The survey uses a complex
sampling design employing stratification based on the loca-
tion of care and accounting for an unequal probability of
selection based on clinic size. A total of 159,104 patients aged
=50 years were randomly selected to receive the survey
during the influenza season months from November 2003 to
March 2004. Of these, 77% returned completed surveys
(n=121,738). Those with missing race information (n=4121)
or with duplicate surveys (n=3) were removed, resulting in a
final sample of 117,614 (74%) for this analysis. Given the
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relatively small number of respondents with missing race
compared to the overall sample size (3%), it is unlikely that
this would have a significant impact on results. Data were
analyzed in accordance with the governing Institutional Re-
view Board approval and OQP data use agreement.

Measures

The primary outcomes of interest were obtained from re-
sponses to four SHEP questions that were added to the survey
during the 2003-2004 influenza season. Prevalence of influ-
enza vaccination was determined by an affirmative response
to the question, “Did you get a flu shot in October 2003 or
later?” (“yes,” “no,” or “don’t know”). Barriers and facilitators
of influenza vaccination were assessed by the questions, “If
you did not get a flu shot in October 2003 or later, why?” and
“Did any of the following reminders help you decide to get
your flu shot?” The response options provided were based on
the existing literature. Type of facility where influenza vacci-
nation was given was determined by response to the item,
“Where did you get your flu shot?” In addition to demo-
graphic information, other SHEP questions used in this
analysis included the following: “Do you have one person who
you think of as your regular doctor?” (primary care provider),
“Did you have confidence and trust in the provider you saw?,”
and “In general, would you say your health is excellent, very
good, good, fair, or poor?” (health status).

Variable Definitions

Racial/ethnic groups were based on self-report in five cate-
gories. When more than one category was endorsed, race/
ethnicity was assigned according to the following hierarchy:
Hispanic, American Indian /Alaskan Native (AI/AN), non-
Hispanic black, Asian/Pacific Islander (Asian/PI), and non-
Hispanic white. Age was dichotomized into =65 and 50 to 64,
creating two age groups targeted by the CDC for priority
influenza vaccination. Groupings for other variables used in
multivariate logistic regression analyses were determined
based on examination of variable distributions and their
correlation with influenza vaccination prevalence. Variables
whose distributions did not suggest natural dichotomous
cutpoints were grouped into three or more levels, and
included: marital status (married vs never married or di-
vorced or widowed or separated), education (high school or
equivalency diploma or did not complete high school vs some
college or college graduate or beyond), income (<$15,000 vs
=$15,000), and health status (excellent or very good or good
vs fair or poor). Variables with more than two levels included
employment (unable to work vs employed for wages or
self-employed or student vs unemployed vs retired or home-
maker), having a primary care provider (PCP) (no PCP vs VA
PCP vs non-VA PCP), and confidence/trust in provider (no
confidence/trust vs some confidence/trust vs complete
confidence/trust).

Statistical Analyses

In order to calculate population estimates, sample weights
(reflecting probability of selection from a clinic within a
facility) and nonresponse weights (reflecting propensity-to-
respond based on age, gender, and clinic site) were applied
for all analyses. All analyses accounted for intraclass correla-
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Table 1. Characteristics of patient respondents aged =50 during the 2003-2004 influenza season

% by racial/ethnic categories

Asian,
Native American
Non- Non- Hawaiian, Indian or
Overall sample Hispanic Hispanic  Pacific Alaskan
frequency (%)  white black Islander Native Hispanic

Characteristic (n=117,614) (n=100,297) (n=7499) (n=971) (n=2819) (n=5398)
Age (years)

50-64 75,860 (64.5) 32.7 54.1 49.8 59.2 47.0

=65 41,754 (35.5) 67.3 45.9 50.2 40.8 53.0
Gender

Male 113,561 (96.6) 96.7 95.4 96.3 93.7 97.3

Female 4,053 (3.4) 3.3 4.6 3.7 6.3 2.8
Marital status

Married 79,279 (68.1) 69.7 50.3 70.7 60.4 66.1

Never married 5,286 (4.5) 4.2 9.0 7.2 4.6 5.1

Divorced 18,016 (15.5) 14.6 23.5 13.3 23.7 16.9

Widowed 11,522 (9.9) 10.1 9.1 6.2 7.7 8.1

Separated 2,387 (2.0) 1.5 8.1 2.6 3.6 3.8
Education

Did not complete high school 24,255 (20.8) 20.6 22.4 12.6 17.5 25.8

High school graduate or GED 40,340 (34.7) 35.3 31.2 29.3 29.0 31.7

Some college 31,649 (27.2) 26.3 33.0 35.6 36.7 28.9

College graduate or beyond 20,137 (17.3)  17.7 13.5 22,5 16.7 13.6
Total household income

=$15,000 36,896 (33.3) 31.4 47.5 28.4 40.3 46.7

$15,001-$30,000 46,886 (42.3) 435 33.2 38.5 38.4 36.6

>$30,000 26,952 (24.3) 25.1 19.3 33.1 21.2 16.7
Employment

Employed or student 22,392 (19.2)  19.0 19.7 23.4 20.0 20.5

Retired or homemaker 65,694 (56.2) 58.6 39.9 53.3 33.9 47.0

Unable to work 25,421 (21.7) 19.9 34.7 19.9 41.7 28.3

Unemployed 3,374 (2.9) 2.6 5.7 3.3 4.4 4.2
Primary care provider (PCP)

PCP is a VA provider 59,800 (53.8) 51.1 73.7 58.8 65.6 69.6

PCP is a non-VA provider 38,003 (34.2) 36.9 14.4 30.8 18.5 19.2

No PCP 13,352 (12.0) 12.0 11.9 10.4 15.9 11.2
Confidence/trust in provider

Complete confidence/trust in provider 88,638 (77.7)  78.4 73.0 75.6 70.6 75.9

Some confidence/trust in provider 22,564 (19.8) 19.3 23.9 22.0 24.7 21.1

No confidence/trust in provider 2,851 (2.5) 2.4 3.1 2.4 4.7 3.1
Overall health status

Poor 12,461 (10.8) 10.4 11.6 11.5 17.3 13.1

Fair 36,497 (31.7) 30.5 40.7 31.8 35.0 39.1

Good 43,022 (37.3) 38.1 33.9 32.9 32.8 31.2

Very good 19,684 (17.1) 17.8 11.7 20.3 12.0 13.2

Excellent 3,553 (3.1) 3.1 2.2 3.6 2.9 3.4

GED, general equivalency diploma; VA, Veterans Affairs.

tion among patients that was introduced by shared organiza-
tional features of the clinics in which they were seen. Crude
prevalence for influenza vaccination among groups of His-
panics, non-Hispanic blacks, non-Hispanic whites, AI/AN,
and Asian/PIs were calculated. Multivariate logistic regres-
sion was used to calculate and compare adjusted vaccination
prevalence among racial/ethnic groups. Other independent
variables used in the model were age, gender, marital status,
education, employment status, income, primary care provider
status, confidence/trust in provider, and overall health status.
Type of facility where vaccination was received and reminders
endorsed as influencing the decision to “get your flu shot”
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(facilitators) were compared by racial/ethnic groups for
veterans who reported getting a “flu shot.” Reasons endorsed
for “not getting a flu shot” (barriers) were compared by
racial/ethnic groups for veterans who reported “not getting a
flu shot.” Facilitators and barriers to influenza vaccination
were compared between non-Hispanic whites and other ra-
cial/ethnic groups using chi square analysis. For these multi-
ple comparisons, a more conservative alpha level of 0.01 was
used to determine statistical significance. All analyses were
conducted in 2005 and 2006 using SAS, version 9.1 (SAS
Institute, Cary NC, 2004; SAS-callable SUDAAN version 9.0,
RTI International, Research Triangle Park NC, 2005).
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Table 2. Prevalence” of influenza vaccination by
race/ethnicity in users of the Veterans Affairs Healthcare

system aged =50 years

Unadjusted Adjusted
prevalence (%) prevalence (%)"
Race/ethnicity (95% CI) (95% CI)
White, non- 82.1 (81.7-82.6) 81.2 (80.7-81.7)
Hispanic
Black, non-Hispanic ~ 70.9* (69.2-72.6) 75.0%* (73.3-76.7)
Hispanic 79.0* (76.8-81.0) 79.9 (77.7-82.0)

American Indian or
Alaskan Native

Asian/Pacific
Islander

74.1*% (71.1-76.9) 78.5 (75.8-81.2)

84.4 (80.0-87.9) 84.8 (80.9-88.7)

“Estimates of vaccination prevalence in the population of VA users
accounting for the unequal probability of selection and stratification
scheme.

bAdjusted for age, gender, race/ethnicity, marital status, education
level, employment, having a primary care provider, level of confi-
dence/trust in provider, and overall health status.

*Prevalence significantly different from non-Hispanic white preva-
lence at the p<<0.05 level (bolded).

CI, confidence interval.

Source: Data from the Survey of Healthcare Experiences of Patients,
2003-2004 influenza season.

Results

Survey respondent characteristics are provided in Table
1. A majority of this sample of adults aged =50 years
was also more than aged 65 (65%), and fewer than 20%
were employed. Most respondents reported having
primary care providers and good relationships with
their providers: Eighty-eight percent identified a single
doctor responsible for their care, and 77% reported
having complete trust in their provider.

Unadjusted and Adjusted Prevalence of
Influenza Vaccination

The influenza vaccination population prevalence esti-
mate for older adults in the VA based on this sample
was 80.6% (95% CI = 80.2—81.4). For patients aged 50
to 64, the estimate was 73.0% (95% CI=72.1-73.9%).
For those aged =65, the estimate was 86.2% (95%
CI=85.6-86.8%). Table 2 shows the unadjusted and
adjusted prevalences by racial/ethnic group. Crude
estimates showed that non-Hispanic blacks (70.9%),
AI/NA (74.1%), and Hispanics (79.0%) were signifi-
cantly less likely to report having been vaccinated
compared to non-Hispanic whites (82.1%). In the
multivariate model used to calculate adjusted preva-
lences (adjusted for age, gender, marital status, employ-
ment status, income, education, having a primary care
provider, confidence/trust in provider, and overall
health status), age accounted for most of the racial/
ethnic differences, although non-Hispanic blacks were
still significantly less likely to report influenza vaccina-
tion compared to non-Hispanic whites. To further
assess the influence of age, the analysis was stratified by
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separately examining the 50- to 64-year-old age group
(for which universal vaccination is a more recent rec-
ommendation) and the group aged =65. These results
were consistent with findings of the unstratified
analysis.

Significant predictors of influenza vaccination other
than race/ethnicity and age included being married,
having a total household income >$15,000; being
retired, a homemaker, or unable to work; having a VA
or non-VA PCP; having complete trust in one’s pro-
vider; and rating one’s overall health status as fair or
poor (Table 3).

Influenza Vaccination Facilitators and Barriers

A variety of patient-directed strategies for increasing
influenza vaccination, including posters, handouts,
newsletters, and written reminders disseminated with
medicine refills or clinic appointment cards, were

used by VA medical centers during the 2003-2004

Table 3. Adjusted® ORs and 95% Cls for predictors of
influenza vaccination other than race/ethnicity in users of
the Veterans Health Administration aged =50 years

Adjusted OR

Characteristic (95% CI)
Age =65 2.31 (2.14-2.49)
Age <65 Referent
Male 1.01 (0.84-1.22)
Female Referent

Black, non-Hispanic

Hispanic or Latino descent

American Indian

Asian or Pacific Islander

White, non-Hispanic

Married

Not married

Some college or higher

High school education or less

Total household income <$15,000

Total household income =$15,000

Retired/homemaker

Unable to work

Unemployed

Employed or student

PCP is a VA doctor

PCP is not a VA doctor

No PCP

Complete confidence/trust in
provider

Some confidence/trust in provider

No confidence/trust in provider

Overall health status is excellent,
very good, or good

Overall health status is fair or poor

0.67 (0.61-0.74)
0.91 (0.79-1.06)
0.84 (0.70-1.00)
1.31 (0.95-1.80)
Referent
1.18 (1.10-1.26)
Referent
1.06 (1.00-1.13)
Referent
0.77 (0.72-0.83)
Referent
1.41 (1.29-1.54)
1.24 (1.14-1.36)
0.93 (0.80-1.08)
Referent
1.42 (1.30-1.55)
1.80 (1.62-2.00)
Referent
1.30 (1.09-1.55)

1.14 (0.95-1.37)
Referent

0.77 (0.72-0.82)

Referent

“Adjusted for age, gender, race/ethnicity, marital status, education
level, employment, having a PCP, level of confidence/trust in pro-
vider, and overall health status.

CI, confidence interval; OR, odds ratios; PCP, primary care provider;
VA, Veterans Administration.

Source: Data from the Survey of Healthcare Experiences of Patients,
2003-2004 influenza season.
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Figure 1. Facilitators of influenza vaccination among Veterans Health Administration users aged =50 by race and ethnicity. Data
from the Survey of Healthcare Experiences of Patients, 2003-2004 influenza season.
*Significantly ($<0.01) higher or lower as compared to non-Hispanic whites.

influenza season. Among those who received vacci-
nation, reminder by a member of the patient’s VA
healthcare team was the most frequently endorsed
factor for deciding to “get a flu shot” (42.4%),
followed by facility poster displays (20.8%), and
family or friend’s reminder to “get a flu shot”
(12.7%). Figures 1 and 2 illustrate the proportion of
each racial/ethnic group endorsing reminders and
barriers that influenced their decision to be vacci-

70

nated. The majority of unvaccinated respondents
reported not wanting a “flu shot” (59.2%).
Compared to non-Hispanic whites, non-Hispanic
blacks and Hispanics were more likely to report that a
reminder by a healthcare provider influenced the
decision to “get a flu shot” (39.8% vs 58.7%, and 54.5%,
respectively; $<<0.01). Unvaccinated non-Hispanic
blacks and Hispanics were more likely to report that
they did not know they needed a “flu shot,” compared
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Figure 2. Barriers to influenza vaccination among Veterans Health Administration users age =50 by race and ethnicity. Data
from the Survey of Healthcare Experiences of Patients, 2003-2004 influenza season.
*Significantly (<<0.01) higher or lower as compared to non-Hispanic whites.
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to non-Hispanic whites (9.5% and 16.8%, respectively,
vs 5.8%; p<0.01).

Facility Locale for Vaccine Administration

Most respondents reported receiving their influenza
vaccinations at VA healthcare facilities (68.1%, 95%
CI=67.6%-68.6%), although differences by racial/
ethnic groups were evident. Non-Hispanic whites
were less likely to get their vaccinations at VA facili-
ties than were non-Hispanic blacks (64.7% vs 86.6%,
$<<0.05).

Discussion

Using a large probability sample from a periodic survey
of veterans using VA facilities, this study found that
self-reported influenza vaccination during the 2003—
2004 influenza season was high among veterans aged 50
years and older. The 86.2% prevalence estimate among
VA users aged 65 and older is considerably higher than
the 65.5% prevalence in the general population, based
on the 2003 National Health Interview Survey (NHIS).!
The difference is even more striking for VA users aged
50 to 64, for whom the prevalence was 73.0%, com-
pared with 36.8% in the 2003 NHIS. Although sam-
pling methods differed between this study’s mailed
survey of VA users and the NHIS telephone surveys of
community-dwelling respondents,®'? other studies ex-
amining Medicare fee-for-service beneficiaries have re-
ported 73% as the highest level of self-reported influ-
enza vaccination.'” This prevalence is substantially
lower than the VA’s 86% estimated prevalence for the
same age group. Comparison of self-reported influenza
vaccination in VA with other integrated healthcare
delivery systems such as managed care suggests that VA
influenza vaccination among adults over age 64 (86%)
is greater than that reported for managed care patients
(71%),'" or individuals with Medicare plus private
supplemental insurance (71%).° However, these
managed-care studies represent vaccination prevalence
data from 1996 and 2001, respectively, and may not be
comparable to 2003-2004 data. The impact of the VA’s
use of automated evidence-based practices to optimize
influenza vaccination may have had a significant influ-
ence as they have been identified as effective compo-
nents of organizational support.'?-?*-2* Further, active
duty military members routinely receive many immuni-
zations, including the annual mandatory influenza vac-
cination, so perhaps these veterans were less resistant to
the idea of vaccination.

Non-Hispanic blacks were the only racial/ethnic
minority group in this study less likely to receive
influenza vaccination compared to non-Hispanic
whites. Differences among racial/ethnic groups were
partially accounted for by age. Racial/ethnic differ-
ences in the VA healthcare system have been studied
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across a range of clinical areas with mixed findings. The
likelihood of receiving some services (cardiovascular
procedures, carotid imaging, nonsteroidal medica-
tions) have been noted to be decreased in minority VA
patients compared with whites.?>~2* In contrast, mortal-
ity rates,?” use of ambulatory care and unmet health-
care needs among veterans using the VA’s healthcare
system were shown to have no racial/ethnic differenc-
es.” Non-VA healthcare facilities with no cost barrier
to access (Medicare, health maintenance organizations
[HMOs]) have reported similar racial/ethnic differ-
ences for influenza vaccination, even after adjustments
for age, gender, education, income, access to care,
healthcare utilization, supplemental insurance, per-
ceived health status, and census division.®!%13-15 Fully
adjusted influenza immunization prevalences for el-
derly Medicare fee-for-services respondents in 2000,
2001, and 2002 were significantly different each year,
respectively, for non-Hispanic blacks (60%, 57%, 61%)
compared with non-Hispanic whites (74%, 70%,
72%).'° In contrast, Schneider et al.'! found no signif-
icant difference between blacks and whites for receipt
of the vaccination, nor for reasons for not receiving a
vaccination.

Unvaccinated non-Hispanic blacks in this study most
frequently endorsed “did not want it” as the primary
reason for not getting a “flu shot,” and both blacks and
Hispanics more frequently reported that they “did not
know I needed a flu shot,” compared to unvaccinated
non-Hispanic whites. It is possible that these patient
groups were not as well informed about the benefits,
effectiveness, and safety of the vaccine. Because patient
knowledge, preferences, beliefs, and attitudes regard-
ing immunization were not assessed, the observed
racial/ethnic differences cannot necessarily be inter-
preted as caused by racial/ethnic disparity or bias, per
the framework suggested by Rathore and Krumholz®!
for interpreting racial/ethnic variations in health care.
Differences in patient factors such as resistant attitudes
and beliefs have explained some but not all of the
racial/ethnic differences in vaccination.'® Sengupta et
al.*? found that the predominant barrier to getting a
vaccination reported by elderly African Americans was
community word-of-mouth to “not get a flu shot.”
Other barriers reported included not knowing about
the severity of influenza and belief that the shot itself
could cause illness. In this study, non-Hispanic blacks
endorsed “family member, friend, or neighbor” recom-
mendations less often than did non-Hispanic whites as
a reason for getting an influenza vaccination. This
finding may reflect the influence of “word-of-mouth”
within the non-Hispanic black community discouraging
vaccinations.

Although access to influenza vaccination may be
comparable among racial/ethnic groups receiving
care at the VA, it is possible that racial/ethnic bias
exists if, for example, providers do not offer, suggest,
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or explain the importance of vaccination as fre-
quently or as thoroughly to minorities as they do to
whites. Interpersonal care aspects such as communi-
cation, partnership, respect, common understand-
ing, affiliation, trust, and racial/ethnic concordance
have been shown to influence patient—provider rela-
tionship quality, with potential impact on use of
healthcare services.?®

Significantly greater reliance was found on remind-
ers from healthcare team members and “flu shot”
posters among non-Hispanic black, Hispanic, and
AI/AN compared to non-Hispanic white veterans who
received influenza vaccinations. In addition, non-
Hispanic blacks were more likely to use VA facilities for
influenza vaccination than were non-Hispanic whites.
These findings reinforce the importance of patient/
provider interactions and culturally tailored posted
information, as emphasized in the CDC’s Racial and
Ethnic Adult Disparities in Immunization Initiative
(READII)** to increase influenza and pneumococcal
vaccinations for African Americans and Hispanics aged
65 years and older.

Because a greater percentage of non-Hispanic whites
endorsed “did not need any reminders” than endorsed
“healthcare team reminded me,” it is possible that
more non-Hispanic whites initiated vaccine-related en-
counters, thus reporting that they did not need a
reminder. Hebert et al.'® found that white patients
were more than six times as likely as African-American
patients to make a trip to their provider for the primary
purpose of obtaining a vaccination.'®

Limitations of this study include the use of self-
reported influenza vaccination status. However, previ-
ous studies have confirmed the reliability of self-
reported vaccination.?*~%” Because not all vaccines were
received in VA healthcare facilities, confirmation of
vaccination history through medical record review
could not be done. A second limitation is that it could
not be determined whether survey response varied by
racial/ethnic group, based on VA administrative data
available during initial sample selection for the Survey
of Healthcare Experiences of Patients sample selection.
Kressin et al.?® and others have shown relatively low
rates of agreement for race/ethnicity between VA ad-
ministrative data and self-reported data. Third, other
important factors that affect vaccination, such as atti-
tudes, preferences, and beliefs were not assessed in the
study survey. Further, it was not known which partici-
pants had supplemental health insurance, although the
study controlled for self-reported non-VA provider use
in its adjusted analyses. Similarly, neither number of
provider visits'® nor patient-centered provider commu-
nication® was assessed, although both may be related
to vaccination prevalence. The large sample size in this
study yielded results with statistical significance that
may not necessarily have clinical significance. On the
other hand, the study’s larger national sample size may

November 2006

explain why persistent differences for influenza immu-
nization between non-Hispanic blacks and whites were
found, whereas some other investigations did not have
these findings.*” Finally, these results represent vacci-
nation prevalence estimates for users of the VA health-
care system within the last year, and cannot be gener-
alized to all U.S. veterans.

Conclusion

Compared to non-Hispanic whites, non-Hispanic blacks
were less likely to receive influenza vaccination in the
VA healthcare system during the 2003-2004 influenza
season. Although these differences were small (only 6
percentage points), results suggest a need for further
study to continue reduction of racial/ethnic differ-
ences for this important and effective preventive ser-
vice. The combination of high overall influenza vacci-
nation prevalence among VA patients aged 50 or older
(81%) and lack of significant racial/ethnic differences
for influenza vaccination among Hispanics, non-
Hispanics, American Indians/Native Alaskans, and
Asian/Pacific Islanders suggests that efforts made
within the VA integrated healthcare delivery system to
increase influenza immunization are effective.
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