
RESEARCH PAPER

“You need to be an advocate for yourself”: Factors associated with decision-making
regarding influenza and pneumococcal vaccine use among US older adults from
within a large metropolitan health system

Linda M. Kaljeea, Paul Kilgoreb, Tyler Prentissa, Lois Lameratoc, Daniela Morenod, Samia Arshadd, and Marcus Zervosd

aGlobal Health Initiative, Henry Ford Health System, Detroit, MI, USA; bEugene Applebaum School of Pharmacy and Health Sciences, Wayne State
University, Detroit, MI, USA; cHenry Ford Health System, Public Health Sciences and Research, Detroit, MI, USA; dDivision of Infectious Disease, Henry
Ford Health System, Detroit, MI, USA

ARTICLE HISTORY
Received 8 June 2016
Revised 14 August 2016
Accepted 21 August 2016

ABSTRACT
In the United States, influenza and pneumonia account significantly to emergency room use and
hospitalization of adults >65 y. The Centers for Disease Control and Prevention recommends use of the
annual influenza vaccine and 2 pneumococcal vaccines for older adults to decrease risks of morbidity and
mortality. However, actual vaccine up-take is estimated at 61.3% for pneumococcal vaccines and 65% for
influenza vaccine in the 2013–2014 season. Vaccine up-take is affected by multiple socio-cultural and
economic factors including general healthcare access and utilization, social networks and norms,
communication with health providers and health information sources, as well as perceptions related to
vaccines and targeted diseases. In this study, 8 focus group discussions (total N D 48) were conducted
with adults 65C years living in urban and suburban communities in the Detroit Metropolitan Area. The
research objective was to increase understanding of barriers and facilitators to vaccine up-take in this age
cohort within the context of general healthcare availability and accessibility, social networks, information
sources, and personal perceptions of diseases and vaccines. The data suggest the need to integrate
broader health care service experiences, concepts of knowledge of one’s own well-being and
vulnerabilities, and self-advocacy as factors associated with older adults’ vaccine-use decisions. These data
also support recognition of multiple levels of vaccine acceptance which can be disease specific.
Implications include potential for increasing vaccine up-take through general improvement in health care
delivery and services, as well as specific vaccine-focused patient and provider education programs.
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Introduction

In the United States, influenza and Streptococcus pneumonia
(pneumococcus) contribute significantly to outpatient clinic
visits, emergency department use, and inpatient hospitaliza-
tions particularly for older adults (� 65 years). Economic anal-
ysis indicates that a total of $15.3 billion are spent for adults
� 65 y on vaccine preventable diseases. Nearly 80% of these
costs ($12.1 billion) are associated with influenza and pneumo-
coccus.1 Older adults often have multiple co-morbidities which
increase risks for complications and death from vaccine-pre-
ventable diseases.2 In a study of influenza seasons 2010–2013,
older adults experienced a disproportionate burden of hospital-
izations (54–70%) and deaths (73–85%) compared to younger
age groups. There are an estimated 400,000 hospitalizations
annually for pneumococcal pneumonia with an overall case-
fatality rate of 5–7% - however, this rate is estimated to be
much higher for older adults.3

The Advisory Committee of Immunization Practices
(ACIP) recommends the seasonal influenza vaccine for are all
persons �6 months who do not have contraindications.4-5

Current recommendations for maximum protection against
common serotypes of S. pneumonia among older adults

include the use of both PPSV 23 [Pneumovax23©, Merck &
Co., Inc.] and PCV13 [Prevnar 13©, Wyeth Pharmaceuticals,
Inc.] at specified intervals.6 In 2014, an estimated 61.3% of
older adults had received recommended pneumococcal vac-
cines.7 In 2013–2014, influenza vaccine uptake among older
adults was 65%.8 Despite recommendations and the clear
impact of these 2 vaccine-preventable diseases on morbidity
and mortality among older adults, significant progress will
need to be made to reach ‘Health People 2020’ targets of 90%
up-take for both influenza and pneumococcal vaccines for this
population cohort.9

In recent years, global attention has been directed toward
understanding the complex and integrated factors which con-
tribute to decisions related to use of vaccines. Evidence suggests
that barriers and facilitators for vaccine up-take vary by multi-
ple, integrated and complex socio-cultural and economic con-
texts as well as differences based on specific vaccine
preventable diseases and associated vaccines.10-11 As such, the
current study utilized a vaccine up-take framework which was
developed to increase understanding of decision-making in
regards to use of vaccines within a broader vision of socio-cul-
tural factors, health system infrastructure, social networks, as
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well as individuals’ disease and vaccine-related experiences,
perceptions and beliefs (Fig. 1).12-13

In this paper, we explore barriers and facilitators for US
older adults in relation to influenza and pneumococcal vaccine
up-take focused on: 1) healthcare access and utilization; 2)
information resources and trust in those resources; 3) social
networks and norms for vaccine use; 4) experiences and per-
ceptions regarding influenza and pneumonia; and, 5) experien-
ces and perceptions regarding vaccines in general and seasonal
influenza and pneumococcal vaccines.

Results

Demographics

Forty-eight out-patients participated in 8 focus group discus-
sions including 4 each in urban and suburban clinics. In the
urban clinics, 92.9% of participants were female and 100% were
African American. In the suburban clinics, 70.6% of partici-
pants were female and 52.9% were African American, 41.1%
White, 3% Latino, and 3% no response. Mean participant age
was 67.1 y.

Healthcare access and utilization

Respondents discussed multiple barriers and facilitators to
accessing care. Primary issues were costs and transportation.
One factor affecting participants’ use of health facilities was the
need to travel to multiple sites particularly in relation to insur-
ance coverage.

“Not being able to get a prescription at the most convenient place.
Like if your doctor’s here and the pharmacy is here, but your insur-
ance won’t cover it (at that pharmacy), you’ve got to go somewhere
else….” (Suburban)

In some conversations, participants associated costs with
quality of care. Participants also discussed making choices
about their healthcare and providers based on perceptions of
care.

“You go to some clinics and don’t have insurance. You in and out
like a number….” (Urban)
“You might be dead trying to be cheaper.” (Suburban)
“…that’s like going to the store. You ain’t going to go to the store and
pick up no seven day old bread when you can get a fresh loaf over
here for the same thing…And the doctor, you want the best doctor
for yourself…And since I done got sick with cancer, I don’t short
myself on nothing…if I got the money, I’m going to buy it….”
(Urban)

Respondents discussed self-treatment for many symptoms
associated with influenza and pneumonia. Such treatments
included cough drops, use of a humidifier, OTC pain and cold
medications. Respondents stated that they ‘know their own
body’ and “you have to be your own advocate.”

“…with all my gadgets and medicine I got in the cabinet, I’m going to
try all that first, and then if it don’t do no good, I’m gone (to the doc-
tor)…” (Urban)
“…if I feel alright without taking (the medication) I do not take
them. Because I mean every time I go to the doctor they just find
something new…” (Suburban)
“Sometimes I don’t agree with what the doctor might want me to do.
And so that is when I have difficulty following through. Because in

my mind (doctors) are really good with emergency situations, but as
far as staying healthy, they don’t have a clue. That’s the way I feel
about doctors….” (Suburban)

Use of emergency rooms was also discussed. Some respond-
ents were reluctant to use the emergency room because of cost
and waiting time. In terms of the latter, one respondent said
that she used EMT services in order to get in the “back door.”

“[if you use an ambulance] they have to take you right in…”
(Urban)
“…go to the store and…take care of yourself before you actually go
to the emergency. Because emergency, they charge a lot of money. If
they don’t keep you, you got to pay…” (Urban)
“…if you go to the doctor, it is only $25 or $35 (co-pay). But if you go
to the ER, with a cough and they send you home. That’s $100….”
(Suburban)

Communication and information sources

A key issue throughout the discussions was communication
between patient and providers. Trust in health provider was an
integral component of communication and response to infor-
mation provided.

“I could go to a 24 hour (urgent care clinic), but I want some care
that I’m used to getting from a particular doctor.” (Suburban)

Respondents were well aware of time limits of health pro-
viders, and in relation to self-advocacy argued that patients
need to be prepared to ask questions and clarify information
and instructions.

“…when I get my prescription and I don’t understand it, I stand
right there and let the pharmacist tell me….” (Urban)
“I’ve never been to medical school, so I don’t understand that (infor-
mation).” (Urban)
“…you have to ask them…yeah, because they ain’t going to tell you
nothing if you don’t say nothing…they’ll give you the short ver-
sion…I know with my doctor you get the short of everything and
then the more you ask the more he tells…they ain’t got time to
explain all them details to every individual….” (Urban)
“…one of the things when I go to a doctor, I try and write down all of
my questions ahead of time…cause I want to know those
answers….” (Urban)

A few respondents also discussed getting mixed messages
from different sources.

“The pharmacist is telling you one thing the doctor is telling you
something else. [You need] to put both of them together….” (Urban)

Respondents want to be heard and related instances in
which they complained about poor service. One respondent
noted that she appreciated an opportunity given by the health
system for patient feedback.

“And the [health system] is also very good about your visits to the
doctor or emergency or tests…they’re going to send of survey of what
did you think about your visit and you can give feedback. And it’s
very helpful because if it wasn’t good…somebody’s going to call you
and say ‘what happened’?” [Urban]

Respondents use a broad range of health information sour-
ces. These include written materials (e.g., pamphlets), posters,
internet, and television shows. One respondent suggested that
health insurance companies should provide clients with written
material about vaccines.
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In general, respondents’ decision-making regarding healthcare
and use of vaccines is significantly influenced by health providers’
in-put or recommendations. Alternatively, a few respondents felt
that health providers are not always forthcoming.

“The doctor wouldn’t even offer it to you if he or she thought it was
going to bring harm to you….” (Urban)
“…if I’ve never heard of it, I don’t care what it is, a pop or a medi-
cine… a TV ad is not going to make me use it. On the other hand, if
I go to see my doctor and he says, ‘listen you really need to take this
shot, this is the information on this shot’, then I’ll read it…but if you
just hand me a paper, that is like somebody handing me a flyer as
I’m walking up the street…” (Urban)
“He’s (the doctor) not going to tell you that there’s formaldehyde in
the flu shot….” (Suburban)

Social networks

A number of respondents discussed how their decisions regard-
ing adult vaccines were affected by experiences and family
members and friends. A few respondents also talked about
influencing others to use vaccines including parents who are
not vaccinating their children.

“People are scared due to other people getting sick from the shot….”
(Urban)
“…I told my mother to get it…even though she’s in her 80s, she said
she never had it before…she won’t get a lot of shots…but I talked to
her and told her and she went and got it this year….” (Suburban)
“Have you go grandkids who the parents say, oh I don’t want my kids
to get autism…please talk to them. Cite an example if you have
to….” (Suburban)

Despite social influences on respondents’ decisions about
vaccines, some respondents stated that personal experiences
were of greater importance.

“I wouldn’t take it (influenza vaccine) before because everybody said
it would make you sick and I just didn’t wanna take it…I decided
just to take it the first time…and then I felt fine, so I took it the next
time” (Urban)

Disease experience, knowledge, and perceptions

All of the respondents were well aware of symptoms and causes
of influenza and pneumonia. Overall, both conditions were
considered serious although in general respondents felt that
pneumonia is more serious than the flu.

“(the flu) is like a brick wall fell on you….” (Urban)
“…you die quicker with pneumonia than you do with the flu….”
(Urban)

Most participants had some personal experience with influ-
enza. Fewer had experience with pneumonia, however one
respondent talked about a friend who died from “double pneu-
monia.” Respondents felt that elderly and children were more
vulnerable to both diseases. Other factors which they felt
increased susceptibility were a compromised immune system,
chronic respiratory conditions, use of tobacco, and environ-
mental pollutants.

“I think since I’ve gotten older, I can’t shake the flu as quick as I used
to….” (Urban)
“And I would say using myself as an example, I get many many more
flus than my husband because I have asthma….and he doesn’t even
get the shot” (Suburban)

A few respondents stated that they seldom if ever get sick.

“I don’t even catch colds. I haven’t had a cold in about four or five
years, and when I do catch a cold, it is like a day or two…I contrib-
ute [this] to the fact that I eat healthy” (Urban)

Vaccine experience, knowledge, and perceptions

Respondents had a wide range of experiences with use of vac-
cines, as well as perceptions regarding the efficacy and risks
and benefits associated with vaccine use. For some respondents,
less than 100% efficacy is perceived as acceptable ‘odds’, while
for others the feeling is that the risks outweigh the benefits.

“So, then you have all the risks that come with the vaccines and you
don’t have 100% benefit” (Suburban)
“Well, pneumonia (vaccine) because of your age you’re at risk. I
think it makes sense and I believe it. The odds are in your favor”
(Urban)

Respondents were concerned about short- and long-term
side effects and getting sick from the vaccine. Many concerns
were based on personal experiences of feeling sick or contract-
ing influenza after use of the vaccine. Some respondents felt
that information was not readily available about risks from vac-
cine use.

“Well, I take it not to get sick, but I know last year after I got the shot
it hurt for about a week, and I was like good God, that was a bad
shot” (Urban)
“So we got a list of everything that’s in the vaccines and how they’re
tied to certain things like autism which, you know, medical society is
refuting that. But there’s a lot of issues with the vaccines that their
not telling the public” (Suburban)
“…a long time ago, the polio shot had something to do with monkey
blood. Then they said AIDS came from monkey blood. So now a lot
of people say, “Do we have the gene in us already”? So, I wanna
make sure that these shots doesn’t cause something else down the
road…” (Urban)

Respondents were also concerned about how vaccines are
developed and tested. There were issues raised in relation to
‘new vaccines’ and whether vaccines had been adequately tested
with different groups of people.

“Since this is a new vaccine, how would you be able to determine if
you’re allergic to a new vaccine?” (Suburban)
“You know they gotta see what it’s going to do to you, what kind of
effect…particularly for [different] age groups…I want to know who
they were testing it on the first ten years” (Urban)
“…how many of those people (in trials) died and what happened?”
(Urban)

The focus group participants expressed various levels of
acceptance of vaccines. One woman and her husband had par-
ticipated in a trial. For others, their positive experiences
increased their willingness to be vaccinated. Some respondents
stated that they would use some vaccines but not others, and a
few were adamant that they do not intend to use any vaccine.

“My husband and I were part of …the study about zoster, the shin-
gles…I have a lot of people in my family who had the shingles and I
know how painful it is. So, I was very interested in preventing
that…” (Surburban)
“…when (my doctor) says pneumonia shot, I just say ‘okay’”
(Suburban)
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“I started taking flu shots about 17 years ago. I never had the flu. Five
or six years I failed to take a flu shot. I came down with the flu for
two weeks. I’ve been taking one ever since….” (Urban)
“…they ask me to get (shingles vaccine), I told them no. They asked
me to take influenza, I said no. They asked me to take pneumonia, I
said yes…because I had pneumonia…” (Suburban)
“I really didn’t want the flu vaccine, however the pneumonia vaccine,
I wanted that one” (Urban)
“I figure if the flu causes the pneumonia, if you take a flu shot why
would you need to take the pneumonia shot?” (Urban)
“I’ve never had the flu in my life. I’ve never took the flu shot. I don’t
take no shots…” (Urban)

Discussion

Globally, vaccines are becoming an integral component of pre-
ventive healthcare for adults. In the United States, older adults
are targeted for influenza and pneumococcal vaccines, as well
as Zoster and Tdap. Significant research has been conducted to
determine factors associated with vaccine up-take and vaccine
hesitancy. Many of these studies have focused on socio-demo-
graphic factors, e.g., gender, ethnicity, education level, and
behavioral factors, e.g., tobacco use, alcohol use, as potential
predictors of vaccine use.14-16 Other research has focused on
social and cultural variables including perceptions and beliefs
about targeted diseases, perceived prevention efficacy, and atti-
tudes regarding vaccines.17-18 In addition, economic factors
including insurance status are associated with consumers’ vac-
cination decisions.7

In this study, decisions about vaccination use among older
adults were assessed within the contexts of barriers to health-
care, perceptions and experiences communicating with health
providers, general attitudes regarding health services and use of
medications, social networks and norms, and personal experi-
ences and perceptions of influenza and pneumonia and associ-
ated vaccines. Through these discussions, respondents reveal
multiple challenges in relation to costs of care, lack of transpor-
tation, and quality of health services. A key facilitator to care is
development of trust in the health system and the providers.

Respondents report health care providers as key sources of
information about vaccines. However, respondents also
expressed concern about the limited time available to talk with
their providers. Health providers, particularly those in large
health systems, have a short period of time for face-to-face
interaction with patients. This can mean that providers need to
prioritize patient needs and use available time as the efficiently
as possible. More recently, health providers are increasingly
using email to communicate to patients outside of the time
constraints of an office visit. Use of these alternative communi-
cation methods can be used to promote preventive medicine
including use of adult vaccines. More research is needed to doc-
ument effectiveness of such communication strategies between
health providers and various patient populations.19

Throughout the discussions, participants describe the need
to be an advocate for oneself, to have an opportunity to ask
questions, and to have a mechanism through which they can
report complaints about health services. This advocacy is based
in part on a belief that an individual knows ‘one’s own body’
better than anyone else, and therefore should have the final
decision about use of medications and vaccines. Such a per-
spective is culture-specific, as research in other settings indicate

strong beliefs in external factors in disease cause and treatment
efficacy.20 This self-knowledge was also reflected in discussions
of susceptibility to influenza and pneumonia. Respondents
described themselves as having ‘weak immune systems’ or
alternatively as ‘healthy’ and ‘never or seldom getting sick’.
While this perspective increases self-expression and communi-
cation with health providers, in some instances self-advocacy
may foster greater reliance on self-treatment or cessation in use
of prescribed medications. Such outcomes can delay treatment
and/or increase risk of complications.

Social networks provided respondents with information
about others’ experiences with vaccines and vaccine side effects,
as well as support for vaccine use. Friends’ and family mem-
bers’ perspectives and experiences clearly affect decisions about
vaccine use. Less valuable and trusted information sources
include television shows and pharmaceutical advertisements.

While concerns about side effects are well-documented rea-
sons for vaccine hesitancy, respondents also discussed their
understanding and trust in the development and testing of vac-
cines. To date, there has been limited discussion about increas-
ing the scientific literacy of the public in order to facilitate
knowledge exchange about vaccines and vaccine trials.21

As indicated in the vaccine framework, respondents report
multiple levels of ‘acceptance’. While some respondents
describe consistent use of vaccines over time and/or adherent
to their health providers’ advice, others are selective in terms of
which vaccines they need. And while some respondents are
open to possible use of ‘new’ vaccines, others are reluctant. A
few respondents’ statements suggest an anti-vaccine perspective
which likely translates to refusal to use vaccines regardless of
recommendations and information provided.

Data from the current study supplements quantitative
research which indicate socio-economic, demographic, and
attitudinal variables associated with vaccine up-take among
older adults. These data provide information regarding more
contextual and interpersonal factors, e.g., general experiences
with the health system, provider-patient communication, as
well as perceptions of self-care and management, and advocacy.
Qualitative data by its nature allows for emergent issues and an
iterative approach to document meanings and subjectivities of
respondents. Qualitative research has been conducted globally
to elucidate various population groups’ perceptions of disease,
prevention, and vaccines - - leading to identification of a range
of factors associated with vaccine up-take including household
and familiar lifestyles and context, body perceptions, balancing
risks-benefits, perceptions of disease causality, immunity, and
susceptibility, and trust in information resources.22-27 The
current study adds to this body of literature.

Data from this study were used to develop educational mate-
rials about influenza and pneumococcal disease and vaccines
specifically designed for older adults. These data are also being
used to develop educational workshops for health care pro-
viders, establishment of health care provider ‘vaccine cham-
pions’ in primary care out-patient clinics, and system-level
changes including physician reminders and reporting adult
patient vaccine up-take to the Michigan Care Improvement
Registry similar to regulations for childhood vaccines.

The study was conducted in 3 clinics in a large integrated
health system in Detroit. As with other qualitative research, the
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data provide important in-depth information regarding respond-
ents’ experiences and perceptions; however, generalizability of
the data is limited. Further confirmatory qualitative research
with older adults in local communities or attending other clinics/
health systems is needed to increase external validity of data. In
addition, quantitative research with the same population base
would enhance information about differences and similarities in
knowledge, experiences and perceptions within and across socio-
economic groups.

For older adults in a US metropolitan setting, decision-mak-
ing in relation to vaccines is centered within individuals’ health
and healthcare experiences, and knowledge, and perceptions of
themselves as self-advocates. Recognizing these linkages can
facilitate development of educational programs and system

changes that will improve the broader health care experiences for
older adults and acknowledge and utilize perspectives of knowing
oneself as a means of enabling an informed decision in relation to
vaccines and other preventive and treatment modalities.

Materials and methods

Research sites and population

The Henry Ford Health System (HFHS) is a large integrated
health system in the Detroit Metropolitan Area. In 2014, over
290,000 patients visited 30 primary care clinics with 28% of
those patients 65 y and older. Data were collected at 3 of these
primary care clinics including one in downtown Detroit serving

Figure 1. Vaccine up-take framework.
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primarily African American and lower- and lower-middle-
income communities and 2 in suburban locations serving a
more ethnically diverse mix of lower-middle and middle-
income communities. Eligibility criteria for participation in the
focus groups included being 65 y and older and a patient at one
of the 3 targeted primary care clinics.

Participant recruitment

Participants were recruited by research staff during routine
office visits. Potential participants were provided with informa-
tion about the study and given information about time, and
place of the focus groups. Reminder phone call were made the
day before each group.

Instrument development

Focus group guides were developed and utilized to ensure that
all topics were covered during each focus group discussion. The
guides were based on the vaccine up-take framework. Minor
changes were made to the instrument during data collection to
allow exploration of emerging issues.

Data collection

Focus group discussions were digitally audio recorded and
transcribed by a professional transcription service. A short
demographic form was completed by each participant.

Data management and analysis

Transcribed data were entered into a qualitative data manage-
ment program for coding and data searches. A coding dictionary
was developed based on the vaccine-uptake framework. Text was
reviewed and coded. The software enabled multiple codes to be
assigned to single portions of text. Data were searched, and orga-
nized under the 5 key research constructs: 1) healthcare access
and utilization; 2) information resources and trust in those
resources; 3) social networks and norms for vaccine use; 4) expe-
riences and perceptions regarding influenza and pneumonia;
and, 5) experiences and perceptions regarding vaccines in general
and seasonal influenza and pneumococcal vaccines. Patterns
were identified within and across these constructs and exemplary
text was extracted to support observed patterns. Demographic
data were entered into Excel and descriptive statistics were calcu-
lated for gender, age, and ethnicity.
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