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AN INFLUENZA PANDEMIC

poses a major threat to the health of
US and world populations.1 The
national pandemic influenza strat-
egy and implementation plans are
designed to stop or slow pandemic
virus transmission and mitigate the
impact on the US population and
critical infrastructure.2–4 Essential
elements of the pandemic strategy
and plans as outlined in this issue by
Santibañez et al.4 need full com-
munity participation to achieve
success. These elements include
early detection of cases, rapid anti-
viral treatment and isolation of
patients, antiviral prophylaxis and
voluntary quarantine of patient
contacts, and social distancing.

Racial/ethnic minority popula-
tions may have less capacity to
implement these essential pandemic
influenza interventions and to tol-
erate a pandemic because of broad
disparities in underlying health sta-
tus and social factors, such as socio-
economic disadvantages; cultural,
educational, and linguistic barriers;
and lack of access to and use of
health care.5–7 An influenza pan-
demic could have a disproportion-
ate effect on the health of more than
102 million members of racial/eth-
nic minorities in the United States.8

Furthermore, if the needs of these
populations are not successfully
addressed through engagement of
their communities in planning, re-
sponse, and deployment of ade-
quate resources, the national strat-
egy could fail for all, and the entire
US population could fail to realize
the benefit of timely pandemic pre-
vention and control measures.

We reviewed epidemiological
evidence related to the potential
differential effect of an influenza
pandemic on racial/ethnic minor-
ity populations, the potential eco-
nomic impact of a pandemic on
these populations, and implica-
tions and opportunities for influ-
enza vaccination. We also report
here on a meeting of stakeholders,
convened by the Centers for Dis-
ease Control and Prevention
(CDC) on May 1 and 2, 2008.
Participants discussed barriers to
recommended pandemic influ-
enza interventions in racial/ethnic
minority communities and sug-
gested ways to fully implement
them. Our focus is on African
American; Asian, Native Hawai-
ian, and other Pacific Islander; and
Latino populations. Protection of
American Indian and Alaska Na-
tive populations from pandemic
influenza is described in a separate
article in this issue.9

POTENTIAL HEALTH
DISPARITY DURING
PANDEMIC INFLUENZA

During and after natural disas-
ters, racial/ethnic minority popu-
lations have higher rates of injuries,
poor health conditions, adverse
health outcomes, and lack of access
to health care.10–12 Therefore,
pandemic influenza might dispro-
portionately affect the health of
racial/ethnic minority popula-
tions.5 To examine this proposi-
tion, we reviewed several types of
available epidemiological evi-
dence: health impact of previous

influenza pandemics, annual age-
adjusted pneumonia- and influ-
enza-coded deaths, and risk factors
for influenza complications, in-
cluding disparities in annual influ-
enza vaccination coverage. Pneu-
monia and influenza death rates
provide direct evidence of health
outcomes; indirect evidence comes
from underlying health and health
care disparities, which explain dis-
parities in health outcomes. To-
gether, these lines of evidence
suggest that a pandemic would
have a great impact on racial/eth-
nic minority populations.

Previous Influenza Pandemics

Racial/ethnic morbidity and
mortality estimates for most of the
20th century are only available
for African American and White
populations.13 Reporting of mor-
tality by other racial/ethnic cate-
gories did not begin until the late
1970s, after the last influenza
pandemic.

Of the 3 influenza pandemics
in the 20th century, the highest
age-adjusted, all-cause mortality in
the United States occurred in
1918, the peak year of the 1918–
1919 influenza pandemic.13 A
mortality spike occurred among
both White and non-White (Afri-
can American) populations (Figure
1), although it was steeper among
non-White populations, whose all-
cause mortality rate was approxi-
mately 35% higher than that of
Whites immediately before and
during the pandemic.13

Although the 1918 non-White–
White gap in all-cause mortality
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cannot be linked exclusively to
pandemic influenza because mor-
tality gaps were reported in non-
pandemic years, sustained gaps in
influenza and pneumonia and in
influenza mortalities were evident
in subsequent years. For instance,
between 1929 and 1931, influenza
mortality per 100000 persons was
reported to be 71.3 among non-
Whites and 30.3 among Whites.14

Similarly, in 1950 age-adjusted
pneumonia and influenza mortality
per 100000 persons was reported
as 76.7 among African Americans
and 44.8 among Whites (Figure
2).15 Higher 1918 influenza mor-
tality and case-fatality rates among
non-White populations in cities and
urban populations17,18 also
revealed a 1918 non-White–White
gap in influenza mortality. Today,
a non-White–White gap may also
occur because non-White popu-
lations are far more concentrated
in cities: 27% lived in urban
areas in 1910 and 90% do so
now; 49% of Whites lived in
urban areas in 1910 and 75% do
so now.17 Crowding and high
population density in cities are
well-known risk factors for trans-
mission of respiratory infectious
diseases.19

Annual Pneumonia and

Influenza Deaths

Pneumonia and influenza are
major underlying causes of
death in the United States; in
2004 they were together classi-
fied as the eighth leading
cause.15 Estimates of annual in-
fluenza-related mortality are de-
rived from regression models
comprising pneumonia and in-
fluenza deaths, deaths from un-
derlying respiratory and circula-
tory conditions, and types of
circulating influenza viruses; in-
fluenza-related mortality consti-
tutes a subset of these larger
categories.20,21 Although the ep-
idemiology of seasonal influenza
may differ from that of a pan-
demic, and racial/ethnic–specific
influenza-related mortality data
are not currently available, the
epidemiology of annual pneu-
monia and influenza deaths may
nonetheless assist in identifying
some high-risk populations dur-
ing a pandemic.

To understand potential differ-
ences in influenza-related mortal-
ity, we examined, by race and
ethnicity, annual, national age-
adjusted mortalities in which

influenza or pneumonia was
coded as the underlying cause of
death. Although pneumonia and
influenza mortality from 1950 to
2005 declined among racial/
ethnic minority populations for
which data were available, and the
higher mortality among African
Americans than among Whites
substantially narrowed, mortality
among African Americans was still
slightly higher (Figure 2).15,16

Pneumonia and influenza mortal-
ity per 100000 persons was 77
among African Americans in
1950, decreased to 34 in 1980,
and leveled off to approximately
23 from 2000 to 2005.15,16 By
contrast, pneumonia and influenza
mortality per 100000 persons
was 45 among Whites in 1950,
decreased to 31 in 1980, and
leveled off to approximately 22
from 2000 to 2005. Pneumonia
and influenza mortality among
Asian/Pacific Islanders was first
recorded as 24 per 100000
persons in1980 and decreased to
16 in 2005. For Latinos, pneu-
monia and influenza mortality
was not recorded until later: in
1990, rates were 30 per 100000
persons, decreasing to 17 in
2005.

Among most age groups, Afri-
can Americans had the highest

age-specific pneumonia and influ-
enza mortality. Although the
overall pattern of age-specific
pneumonia and influenza mortal-
ity was similar for African Ameri-
can, White, and other racial/eth-
nic populations (highest mortality
occurred among persons aged
‡65 years), from 1999 to 2005,
African American populations had
the largest age-specific pneumonia
and influenza mortality across all
age groups up to 85 years.16 For
example, among children younger
than 5 years, the mortality among
African Americans was 4.2 per
100000; among Whites, 2.1; and
among children classified as other,
2.3. Among adults aged 20 to 44
years, mortality was 2.6 per
100000 among African Ameri-
cans, 1.2 among Whites, and 0.7
among adults classified as other.
Similarly, among persons aged 65
to 84 years, mortality per100000
persons was 91.8 among African
Americans, 83.2 among Whites,
and 60.8 among older persons
classified as other. Further analysis
is needed to determine whether
this pattern of age-specific pneu-
monia and influenza mortality by
race/ethnicity exists for both in-
fluenza-related pneumonia and
influenza mortality and all influ-
enza-related mortality.

Note. Age-adjusted to the 1940 standard population (per 100 000 population).
aNon-White from 1900–1963, and Black or African American from 1964–1999.

Source. Adapted from Levine RS et al., Figure 2-1A.13

FIGURE 1—Age-adjusted all-cause mortality: United States,

1900–1999.

Note. Mortality is per 100 000 population.

Source. National Center for Health Statistics.15

FIGURE 2—Annual, age-adjusted overall pneumonia and influenza

mortality by race/ethnicity: United States, 1950–2005.
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Risk Factors for Influenza

Complications

Underlying conditions. Coronary
disease and hypertension, cancer
(if treatment or disease is immu-
nosuppressive), asthma, diabetes,
HIV/AIDS, and kidney disease are
among the indications for annual
influenza vaccination, because
these conditions increase the risk

of severe influenza illness and
death (Table 1).15,28

Many of these conditions are
more prevalent among racial/ethnic
minority populations (Table 1). For
example, prevalence among African
Americans is1.3 to 23 times as high
as among Whites for certain un-
derlying conditions associated with
a severe influenza infection; Latinos

have a prevalence of diabetes 1.5
times and of HIV/AIDS 3 times
that of Whites.23,24 Although av-
erage prevalence estimates are not
higher for some other racial/eth-
nic minority categories, certain
subpopulations may have an ele-
vated prevalence.23,29,30

Suboptimal influenza vaccination
coverage. Annual influenza

vaccination rates are suboptimal
throughout the United States, but
some minority populations have
particularly low vaccination cov-
erage (Table 1).22 Although gains
in vaccination coverage were made
in the early 1980s for persons 65
years and older (the age group at
highest risk for seasonal influenza
mortality and with the highest
vaccination coverage), coverage
rates leveled off by the late 1990s
(Table1; Figure 3).22 From1989 to
2004, Latino and African Ameri-
can older persons consistently ex-
perienced 10% and 20% lower
vaccination coverage, respectively,
than did their White contempora-
ries. During the same period, vac-
cination coverage estimates for
Asian/Pacific Islander older per-
sons derived from relatively
smaller samples were not signifi-
cantly different from estimates for
elderly Whites (Figure 3).

If the racial/ethnic gap in an-
nual influenza vaccination cover-
age among the elderly were closed
by an influenza vaccination infra-
structure that ensured access and
use for all, 1880 annual influenza-
related deaths among African
American and Latino elderly per-
sons might be prevented.31,32

Furthermore, if all populations
met the Healthy People 201033

objective of 90% influenza vacci-
nation coverage, a total of 11840
annual influenza deaths might be
prevented.31,32

Reasons for the substantial ra-
cial/ethnic disparity in influenza
vaccination are not fully under-
stood, but they likely involve many
factors.34–36 One recent study ob-
served similar rates of medical
encounters during influenza vacci-
nation weeks that were not vac-
cine-initiated for African American,
Latino, and White patients, but
markedly fewer vaccination-initi-
ated only visits for African Ameri-
cans.36 Another study found

TABLE 1—Prevalence of Selected Diseases, English Proficiency, Literacy, Economic Characteristics,

and Access to Health Care by Race/Ethnicity: United States

Whites,

% or % (No.)

African Americans,

% or % (No.)

Latinos,

% or % (No.)

Asian/Pacific Islanders,

% or % (No.)

Asthma 10.9 12.0 8.2 8.6–18.0

Coronary heart diseasea 6.5 6.2 4.9 4.2–12.5b

Hypertensiona 22.1 31.2 20.4 18.6–19.9b

Cancer (all sites)a,c

Men 527.8 628.2 398.0 360.5

Women 407.7 396.7 298.0 291.7

Diabetesa 7.1 12.1 10.5 8.4h

HIV/AIDSd 6.4 60.3 20.8 4.4

Kidney diseasea 1.5 2.0 1.5 1.2h

Limited literacye 7 24 44 14

Limited English proficiencyf

Asian/Pacific Islander 51 (3.6 million)

Indo-European 34 (3.4 million)

Spanish 49 (13.8 million)

Living in povertyg

Age < 18 y 26 61 61 28h

Age 18–64 y 20 43 46 25h

Age ‡ 65 y 33 58 55 33h

No health insurance 11 21 34 16h

No usual source of care

Adults aged 18–64 y 18 19 34 19

Children < 18 y 5 6 11 8h

Influenza vaccination coverage

Age 18–49 y 17 15 11 20

Age 50–64 y 35 28 25 28

Age ‡ 65 y 67 47 45 61

Source. National Center for Health Statistics,15,22 Pleis and Lethbridge-Cxejku,23 Centers for Disease Control and Prevention,24 National Center
for Education Statistics,25 Shin and Bruno,26 and DeNavas-Walt et al.27

aAge adjusted.
bRange represents Asian populations with lowest disease prevalence (4.2% for coronary disease) and Native Hawaiians or other Pacific Islander
populations with highest prevalence (12.5% for coronary disease).23

cNew cases (incidence) per 100 000 population, 2004.
dAdolescents and adults combined, rate per 100 000 population.
eLiteracy defined as below basic prose literacy or not having more than the most simple and concrete literacy skills, 2003.
fLimited English proficiency defined as reporting speaking English less than ‘‘very well’’ among families in which a language other than English
was spoken at home.
gDefined as a household income below 200% of the 2005 federal poverty level.
hData for Asians only.
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similar vaccine acceptance rates
for African Americans and
Whites who were systematically
offered vaccine in the provider
setting.37 These studies suggest
that acceptance in the clinical
setting may be similar but that
these groups may differ in vacci-
nation behaviors, possibly be-
cause of lack of access to vacci-
nation-only visits.

Influenza complications. More
underlying health conditions are
associated with higher complica-
tion rates from influenza. A recent
population-based study of influ-
enza hospitalizations found higher
hospitalization rates among Afri-
can American and Latino than
among White children, although
the differences were not statisti-
cally significant.38 In addition,
secondary bacterial pneumonia,
a major contributor to complica-
tions of influenza28 and pandemic
influenza–related deaths,39,40 also
occurs more often among racial/
ethnic minority populations.
Pneumococcal pneumonia is
known to occur more often among
racial/ethnic minorities and
sometimes occurs in these popu-
lations without underlying health

conditions.41–45 Explanations may
include less access to and use of
prevention and control interven-
tions, indicated by lower pneu-
mococcal vaccination coverage46

and differential access to health
care,15 which may also affect anti-
biotic use. Influenza-associated
pneumonia is also caused by
staphylococcal infections, includ-
ing methicillin-resistant Staphylo-
coccus aureus pneumonia.47,48

Staphylococcal infections, includ-
ing methicillin-resistant strains,49

are more common among some
racial/ethnic minority popula-
tions,50 presumably because of
higher rates of homelessness, in-
carceration, and residence in pub-
lic housing.51,52

PANDEMIC VACCINATION
COVERAGE

Influenza vaccination during
a pandemic may differ from sea-
sonal vaccination, in which most
influenza vaccination takes place in
a health care provider setting.
Rather, it may initially require the
use of public health–driven, large-
scale vaccination clinics when de-
mand for the vaccine is highest.

However, an improved routine in-
fluenza vaccination infrastructure
that ensures access to and uptake
of vaccine for all could be built on
to create a vaccination response
system for pandemic influenza. In
addition, vaccination may eventu-
ally shift to private-sector or rou-
tine health care administration.
The timing of this shift may be
a function of vaccine availability.
Vaccination in large-scale vaccina-
tion clinics is different than usual
clinical settings because it may re-
quire greater effort by individuals
to seek it out. Thus, differences in
vaccine-seeking behavior could
exacerbate existing disparities, and
any differences in vaccine accep-
tance would also worsen dispar-
ities. Outreach to populations
known to have low influenza vac-
cination coverage during the in-
terpandemic period will be crucial
so that they understand the ratio-
nale for priority groups,53 know
when they can be vaccinated, and
know where to seek vaccination.
Efforts to reach those who may not
seek vaccination will likely be nec-
essary.

The successful annual influenza
campaigns and community en-
gagement achieved by the Racial
and Ethnic Adult Disparities Im-
munization Initiative (READII)
and the Venue-Intensive Vaccines
for Adults (VIVA) projects provide
important lessons for efficient and
effective planning for large-scale,
mass vaccination during a pan-
demic, especially in their grass-
roots communication strategies.
Routine communication
approaches may be insufficient to
ensure that racial/ethnic minority
populations have equal access to
information that will prompt ef-
fective action. For instance, to
improve influenza and pneumo-
coccal vaccination among African
American and Latino older per-
sons, READII sites in Chicago,

Illinois; Milwaukee, Wisconsin;
Hinds County (Jackson), Missis-
sippi; Rochester, New York; and
San Antonio, Texas, focused on
developing local buy-in, engaging
stakeholders and community
partners, and using evidence-
based, proven interventions with
providers and communities.54

Each of the 5 READII sites de-
veloped community plans, con-
vened focus groups of consumers
and providers to develop effective
messages for African American
and Latino older persons, led
community rollouts (health fairs,
media events, and featured
speakers), and evaluated activities.
READII resulted in new partner-
ships among local public health
agencies and communities that
continued after the projects ended
and possibly could be used to plan
for pandemic interventions, in-
cluding large-scale vaccination.

The VIVA project engaged
economically disadvantaged New
York City communities of East
Harlem and the Bronx through
a community-based participatory
approach to increase interest in
influenza vaccination during sea-
sonal influenza periods; to provide
free vaccine in clinics, street ven-
ues, and private homes; and to
develop, implement, and assess
rapid vaccination that could be
used during an influenza pan-
demic among hard-to-reach ra-
cial/ethnic minority populations
aged 19 years or older (including
homebound older persons).55

To more accurately estimate
the size of targeted populations for
these interventions, enumeration
was carried out at venues and by
door-to-door sampling. A total of
2214 influenza vaccine doses
were administered: 566 doses
were given in a pilot study by 1
team (4 outreach workers and 1
clinician) in 4 neighborhoods over
8 weeks, and 1648 doses were

Source. Centers for Disease Control and Prevention.22

FIGURE 3—Annual influenza vaccination coverage among persons

aged 65 years and older by race/ethnicity: United States, 1989–

2006.
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given in a rapid vaccination study
by 4 teams (each with 2 nurses
and 4 outreach workers) in 4
other neighborhoods over 10
days. Both targeted and nontar-
geted persons were vaccinated:
nearly half of persons opening the
door received a vaccine, and
nearly half of these were members
of hard-to-reach populations. Vac-
cination provided on the street, in
community-based organizations,
and through door-to-door efforts
was accepted by the population;
the same methods might increase
vaccination coverage among hard-
to-reach populations during an
influenza pandemic. In general,
a major challenge for large-scale
vaccination may be in identifying
sufficient staff if volunteers are
unavailable; this is also true if
culturally competent staff from
racial/ethnic minority communi-
ties are unavailable.

ECONOMIC
CONSIDERATIONS

Negative economic effects may
occur disproportionately among
racial/ethnic minority populations
during and after a pandemic.
Many members of these popula-
tions live below or near the federal
poverty level and have few finan-
cial resources, including economic
assets to use during a protracted
pandemic. Thus they are at risk
because they cannot stockpile
food and clean water or pay for
utilities, transportation, and shel-
ter if they cannot work while
complying with home isolation or
quarantine recommendations.6

Many members of minority pop-
ulations, particularly African
Americans, Latinos, and some
Asians, are employed in the ser-
vice industry,56 which is likely
to be most affected by an eco-
nomic downturn caused by a pan-
demic.

African American families are
more likely to be headed by single
parents, who are the sole source of
income for the household and
often hold low-paying jobs.57 This
household structure places the
entire family at greater economic
jeopardy and limits their ability to
carry out pandemic interven-
tions.6 During Hurricane Katrina,
such families sought shelter at
home or in available shelters be-
cause they were unable to evacu-
ate before the storm and could not
afford to evacuate to a hotel and
pay for a room.58 Furthermore,
the higher risk of influenza-related
mortality may leave more racial/
ethnic minority children orphaned
and dependent on social services
for support during a pandemic. A
well-described consequence of the
HIV epidemic in many African
countries is a high rate of children
orphaned because their parents
died of the disease.59

Understanding and addressing
the unique historical contexts,
cultures, and social networks, as
well as the often low socioeco-
nomic status, of many racial/eth-
nic minority populations is es-
sential to preparing and
responding to an influenza pan-
demic in these communities.
Therefore, public health profes-
sionals, emergency managers, and
other stakeholders need to include
representatives from racial/ethnic
minority communities to inform
their planning and response and,
where appropriate, to adapt strat-
egies to the context of diverse
minority communities.10 Racial/
ethnic minority communities have
many members who live below or
near the federal poverty thresh-
old; they may also have more
crowded households, have limited
English proficiency or limited lit-
eracy, be uninsured, have no usual
source of care, and lack access
to new health care information

(Table 1).15,25–27,60 Mass health
messages for the general popula-
tion may need to be adapted to the
language, culture, health literacy,
and vaccine-seeking behavior of
different populations and for their
media channels and social net-
works.10,60

STAKEHOLDERS MEETING

The CDC convened a meeting
of stakeholders on May 1 and 2,
2008, to (1) assess barriers likely
to be encountered by racial/ethnic
minority populations in imple-
menting pandemic influenza
interventions and (2) provide sug-
gestions on how racial/ethnic mi-
nority populations and their fami-
lies, communities, and service
providers can fully undertake
pandemic mitigation interven-
tions. Invitations were sent to
stakeholders named on lists pro-
vided by the CDC Office of Mi-
nority Health and Health Dispar-
ities and the Racial and Ethnic
Minority Subgroup of the CDC
Pandemic Influenza Working
Group on Vulnerable Populations.
Travel expenses were reimbursed
for stakeholders who needed as-
sistance. Attendees were leaders
and individuals with experience in
protecting the health of racial/
ethnic minority populations and
advancing the goal of eliminating
racial/ethnic disparities in health.
They were local and state direc-
tors of public health agencies and
other public health officials; health
care providers from academia,
clinical practices, and national
professional associations; emer-
gency response professionals at
state and local governmental lev-
els; academic researchers; mem-
bers of racial/ethnic minority
populations; and directors
and leaders of community- and
faith-based organizations, na-
tional public health associations,

professional and voluntary asso-
ciations, and grassroots and ad-
vocacy organizations.

For racial/ethnic minority pop-
ulations, stakeholders identified
barriers to adopting pandemic in-
fluenza interventions: fewer fi-
nancial resources; limited access
to health care; diversity of beliefs;
distrust of medical, research, or
governmental institutions; limited
community partnerships; lack of
tailored and culturally and lin-
guistically competent education
and communications; and limited
inclusion of racial/ethnic minority
populations in planning for pan-
demic influenza (Table 2).

The attendees also suggested
how to enable racial/ethnic mi-
nority populations, their service
providers, and other stakeholders
to more effectively undertake
pandemic mitigation interven-
tions: encourage full participation
of racial/ethnic minority popula-
tions, their service providers, and
trusted community leaders in all
aspects of preparedness and re-
sponse planning in a coordinated
way, especially when planning for
surveillance of ill persons and
their contacts, isolation and quar-
antine, assessment of community
needs and assets, and social dis-
tancing. The stakeholders also
identified ways to strengthen
public health and community
health systems for ensuring pro-
vision of safety net services, mini-
mizing economic burdens through
social policies that address income
and job loss, and maximizing ac-
cess to food, water, and shelter
(Table 2).

Responsibilities for implement-
ing these suggestions are outlined
in the national strategy and
implementation plan described by
Santibañez et al. in this issue.4

Responsibility for preparedness
and response rests primarily with
local, state, tribal, territorial, and
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TABLE 2—Barriers to and Suggestions for Fully Undertaking Pandemic Influenza Interventions Among

Racial/Ethnic Minority Populations: Stakeholders Meeting, May 1–2, 2008

Pandemic Mitigation Interventionsa Barriers Identified by Stakeholders Stakeholder Suggestions to Protect Racial/Ethnic Minority Populationsb

Use of antiviral medication and

prepandemic and pandemic

vaccines (pharmaceutical

interventions)

Lack of inclusive preparedness and

response plans and engagement of

stakeholders

Include racial/ethnic minority populations, their service providers, and

trusted community leaders in all aspects of preparedness planning

and response plans for a pandemic.

Community characteristics (e.g., limited access

to health care, economically distressed,

chronic stress, diversity of beliefs, mistrust

and distrust of government and health

officials, limited knowledge, and language

and cultural barriers)

Develop a strong public health system and community health system,

including outreach activities to racial/ethnic minority populations.

Limited initial supply and lack of a

transparent system for allocation

and distribution

Create a transparent system for ethical and equitable allocation and

distribution of an adequate supply of pharmaceutical interventions

for ensuring access (particularly among uninsured) and improving

acceptance of interventions.

Potential for real or perceived inequitable

allocation because of limited priority

groups for initial targeting of antiviral

medications and prepandemic and

pandemic vaccines

Provide culturally competent and low-literacy prepandemic educational

and communication materials across diverse racial/ethnic minority

populations with effective messages (e.g., visual ads with simple

instructions) and multiple channels. Channels should include

trusted sources of information (e.g., community members and

organizations) ethnic media, comic books, radio, and television).

Nonacceptance of antiviral medication

and vaccines

Limited culturally and linguistically

competent communication

Some erosion of public health

infrastructure and safety net

Strengthen public health infrastructure through an adequate investment

to support and sustain a coordinated response from the public

health and community health systems using CBOs, FBOs, NGOs,

service providers, and other stakeholders.

Isolation of sick persons,

quarantine of contacts, good

hygiene practices,

and use of PPDs

Limited individual and community

financial resources to stockpile food

and water and to prepare a family

survival kit

Educate early about isolation, quarantine, hygiene, and use of PPDs,

building on education and communication focusing on behavioral

change and not merely on increasing knowledge (e.g., hand washing

as a means of protecting self and family from deadly virus).

Lack of strong community partnerships Establish social policies (at multiple levels) to address survival needs of

vulnerable racial/ethnic minority populations.

Self-interest of individual or family for

survival: need either to go to work to

keep job or to stay home with children

Develop partnerships with nontraditional public health partners who are

stakeholders (e.g., businesses and American Red Cross).

Undocumented immigrants with stigma,

fear of deportation, and consequent

fear of self-identification as pandemic

influenza cases or contacts

Ensure adequate supply, distribution and use of PPDs through a clean

stamps program for PPDs.

Lack of information about PPDs and potential

for inequitable supply and distribution

Continued
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federal public health and emer-
gency response agencies and with
policymakers and decision makers
at every level of government who
are responsible for funding these
activities.60 The private sector,
individuals, families, and commu-
nities also have roles to play in
keeping themselves, their families,
and others in the community pro-
tected.

Inclusion of racial/ethnic mi-
nority communities in planning
will help such communities realis-
tically prepare for a pandemic.
Participants suggested that careful
and consistent inclusion of racial/
ethnic minority populations, their
providers, and their leaders in
preparedness planning and re-
sponse could allay distrust and
ensure successful implementation

of mitigation interventions in mi-
nority communities. Inclusion of
these targeted populations in
planning and response was con-
sidered important also because
some members of these commu-
nities perceive that governments
have available resources to meet
their needs but are concerned
about whether they will be allo-
cated fairly.

CONCLUSIONS

Despite substantial gains since
the 1918 pandemic in reducing
mortality, improving health con-
ditions that worsen the effects of
influenza, increasing biological
and epidemiological knowledge of
the influenza virus, instituting in-
ternational microbial and influ-
enza surveillance systems, and

TABLE 2—Continued

School closure, workplace policies,

and avoidance of public

gatherings

Lack of adequate community

preparedness, response planning,

and community engagement

Create or strengthen preparedness and response plans now for schools,

workplaces, FBOs, and CBOs.

Challenges associated with school closure,

including free lunches, educational

needs, and supervision of students

(e.g., parents with multiple jobs)

Establish key community partnerships with schools, businesses, CBOs,

FBOs, programs such as Meals on Wheels, healthy volunteers, and

students (from local universities and middle and high schools,

outside of study time) to assist with food distribution and

educational campaigns.

Inadequate workplace policies, especially

for small businesses (e.g., rules or

policies to address worker return,

limited worker benefits, job security,

low wages, child care, and

undocumented workers)

Use education and communication materials following previously

mentioned stakeholder recommendations and building on existing

systems to alert children, their families, teachers, employers,

employees, CBOs, and FBOs.

Unclear restrictions on public gatherings

(e.g., need for education and

planning with event planners such as

FBOs, CBOs, and NGOs before the

canceled event) and need to maintain

community and family networking at

social gatherings, mental health

issues, and managing deaths and

funerals (relying heavily on FBOs, but

restructuring large gatherings alters

FBOs’ potential to respond)

Ineffective education and communication

Mass communication of pandemic

status, affected communities,

risks and recommended

actions

Lack of phone, no phone lines for persons

with limited English proficiency, and

lack of translation and interpretation

services

Have open communication between community and leaders of city,

county, and public health agencies that includes consistent

engagement of all sectors, identification and translation of best

practices into public health interventions with ample resources.

Community discomfort and distrust about

reporting cases, differentiated and

segregated areas, false sense of

security, and changing demographics

Recognize everyone’s expertise and unique roles in the community,

including the development of a registry that lists the agencies,

services, and vulnerable populations and their barriers and assets.

Note. CBO = community-based organization; FBO = faith-based organization; NGO = nongovernmental organization; PPD = personal protective device.
aPandemic mitigation interventions are listed in order of discussion by stakeholders.
bSuggestions from stakeholders are listed in order of response and may apply to more than 1 pandemic mitigation intervention. Suggestions are for racial/ethnic minority populations, their families,
service providers, and other stakeholders.
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developing antiviral medications
that may reduce the severity of
influenza if taken early and anti-
biotics that can treat secondary
infections, during a pandemic ra-
cial/ethnic minority populations
may still disproportionately suffer
from severe influenza illness and
death. Several factors will likely
contribute: higher risk for expo-
sure to pandemic influenza and for
complications, disparities in sus-
ceptibility, less access to health
care services and treatment, and
a greater social risk with less abil-
ity to undertake pandemic inter-
ventions.

Available data suggest that an
increased risk of adverse health
outcomes is likely among minority
populations during a pandemic:
they experienced disproportion-
ately poor health outcomes and
greater barriers to care during
both pandemic and annual pneu-
monia and influenza illnesses,
including higher mortality, more
complications, limited access to
health care, lower annual influ-
enza vaccination rates, and greater
socioeconomic, cultural, educa-
tional, and linguistic obstacles to
adoption of pandemic interven-
tions. These health and social
challenges place racial/ethnic
populations at very high risk for
poor health in a pandemic.

During the initial wave of
a pandemic, the level of and ad-
herence to pandemic mitigation
interventions will largely deter-
mine the extent of influenza
transmission, morbidity, and mor-
tality until a pandemic vaccine is
widely available for the general
population. When such a vaccine
appears and proves to be highly
efficacious, it will play an impor-
tant role in containing the pan-
demic virus for all communities,
including racial/ethnic minority
communities. Effective strategies
for reaching racial/ethnic

populations will be vital and may
include the interventions used in
successful large-scale annual vacci-
nation programs and in the READII
and VIVA projects.34,36,37,54,55

To minimize differential impact
in an influenza pandemic, stake-
holders suggested that racial/eth-
nic minority populations and
communities must be included
fully as partners in implementing
all aspects of pandemic prepared-
ness and response, especially in
planning, identifying needs and
local resources, designing local
policies and procedures, and
responding within their commu-
nities in a coordinated way. Par-
ticipation of racial/ethnic minority
populations should include input
that addresses the socioeconomic,
cultural, educational, and linguistic
barriers faced by these popula-
tions, including intraracial differ-
ences. For partnerships to be
successful, public health and
emergency management agencies
should engage racial/ethnic mi-
nority communities at the na-
tional, state, and local levels and
allocate funding to support the
planning process. Social safety net
policies and procedures are
needed to meet survival needs,
including access to clean water,
sufficient food, shelter, and utili-
ties. Equitable allocation of scarce
resources, including antiviral
medications and vaccines, will
also be paramount. Success in
meeting the survival needs of
some racial/ethnic minority pop-
ulations may determine the extent
to which community mitigation
interventions are successful in
stopping and slowing transmission
of the pandemic virus in the
United States.

Suggestions made by a diverse
group of stakeholders for mini-
mizing unnecessary transmission
of pandemic influenza in the
United States are essential for

protecting racial/ethnic minority
populations from adverse health
consequences. A major step is
community participatory plan-
ning, as described by Metzler et al.
in an upcoming issue.61 This type
of community mobilization is an
essential public health service and
should be ongoing to ensure that
stakeholders can respond effec-
tively during emergencies.62 In-
creasing awareness of community
partners is under way in response
to the new influenza A(H1N1)
outbreak in the United States. Al-
though not all possible stakehold-
ers were engaged in the CDC
meeting, suggestions from those
who participated represent a full
response to pandemic influenza
and indicate that public health
practitioners and community
health systems should plan early.
Many aspects of such planning can
be applied to other public health
emergencies. j
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