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Crynodeb cyflym 

Cwestiynau: 
 

• Pa grwpiau (yn arbennig ymhlith y grwpiau blaenoriaeth tebygol) allai 
ei chael hi’n anodd, neu y gallent fod yn amharod, i fynychu lleoliadau 
brechu torfol? 
 

• Sut y gellir cynyddu brechu ymhlith grwpiau anodd-eu-cyrraedd? 
 
Crynodeb byr: 
 
Ychydig iawn o ymchwil a ganfuom a allai ateb y cwestiynau hyn.  Nodwyd tair 
ffynhonnell ar ddeg a oedd yn gyffredinol berthnasol i’r ddau gwestiwn hyn.  Roedd 
y ffynonellau yn gymysgedd o arolygon, astudiaethau ansoddol a disgrifiadol.  Nid 
oedd unrhyw rai o’r ffynonellau’n cynnwys data o’r DU. 
 
Nododd y dystiolaeth y poblogaethau canlynol fel rhai anodd eu cyrraedd: 

• Pobl sy’n byw mewn cymunedau gwledig1,5,7,10 
• Ymfudwyr, grwpiau nomadaidd (gan gynnwys teithwyr), a phobl sy’n 

ddigartref neu’n byw ar y stryd1,5,6,9 
• Y rhai sy’n wynebu rhwystrau ieithyddol/diwylliannol/lleiafrifoedd 

ethnig1,2,3,4,5,7,10,12,13 
• Unigolion sy’n gaeth i’w cartrefi gyda phroblemau symudedd/ 

anableddau1,4,5,11 
• Pobl hŷn sy’n byw ar eu pen eu hunain1,6,8 
• Poblogaethau heb eu dogfennu1 
• Unigolion lesbiaidd, hoyw, deurywiol a thrawsrywiol (LHDT) (efallai na 

fyddant yn chwilio am ofal iechyd)1 
• Pobl ag anawsterau dysgu1/anableddau 
• Pobl ar incwm isel4/sy’n byw mewn tlodi 

 
Y brif neges ar draws y dystiolaeth oedd sicrhau bod grwpiau o’r boblogaeth yn 
derbyn gwybodaeth briodol, sy’n sensitif i’w hanghenion.2,3,4,5,7,11,12,13 Gall 
safleoedd hygyrch a chyfarwydd ar gyfer brechu torfol yn eu cymunedau fod yn 
fuddiol.2,3,4,5,6,9,10,13 Roedd defnyddio ffynonellau cymunedol dibynadwy hefyd yn 
gysylltiedig â chyfraddau brechu uwch.2,4,5,13 Hefyd, gall darparu trafnidiaeth i 
safleoedd brechu torfol4,5,7 neu glinigau symudol4 gynyddu cyfraddau brechu 
ymhlith nifer o’r grwpiau anodd-eu-cyrraedd. 
 
Fe wnaethom nodi strategaethau ychwanegol a oedd yn benodol i rai grwpiau 
anodd-eucyrraedd.  Ni wnaethom nodi unrhyw dystiolaeth o’r fath a oedd yn 
gysylltiedig â phoblogaethau heb eu dogfennu, unigolion lesbiaidd, hoyw, 
deurywiol a thrawsrywiol (LHDT), pobl ag anawsterau dysgu. 
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Crynodeb cyflym 

Y rhai sy’n wynebu rhwystrau ieithyddol/diwylliannol/lleiafrifoedd ethnig 
Roedd y rhan fwyaf o’r dystiolaeth a nodwyd yn edrych ar gynyddu cyfraddau 
brechu ymhlith lleiafrifoedd ethnig.2,3,4,5,7,12,13 Roedd ymyriadau effeithiol yn 
cynnwys dulliau cyfathrebu a oedd wedi’u teilwra’n ddiwylliannol ac yn 
ieithyddol2,3,12 a allai gynnwys negeseuon ar ffurf darluniau7 neu ddarparu 
cyfieithwyr mewn clinigau brechu.5 Gall nodi hyrwyddwyr cymunedol (unigolion 
neu sefydliadau) helpu i raeadru gweithgareddau canolog i’r lefel gymunedol a 
helpu i wneud yr ymgyrchoedd yn fwy derbyniol.2,3,5 Dylir defnyddio ymgyrchoedd 
addysgol cymunedol gyda strategaethau addysgu amrywiol.4 Gallai cynnwys 
rhanddeiliaid helpu i wneud y deunyddiau cyfathrebu yn fwy derbyniol i 
gynulleidfaoedd targed.5 Mae cynyddu gwybodaeth y gymuned drwy negeseuon 
ffeithiol a chyson drwy ddatganiadau i’r wasg a digwyddiadau bord gron yn y 
cyfryngau, Twitter a dosbarthu taflenni ffeithiau wedi ei ddefnyddio3. Gellir 
defnyddio ffurflenni derbyn yn y safleoedd gweinyddu er mwyn monitro’r cyfraddau 
derbyn a nodi unrhyw anghydraddoldebau iechyd yn gynnar.3  
 
Yr henoed 
Mae angen ystyried cynnal clinigau ar wahân mewn lleoliadau cyfarwydd, trefnu 
cludiant i glinigau, neu os bydd adnoddau’n caniatáu, cynnig brechiadau yn y 
cartref.5,6,8  
 
Y digartref 
Gellir cyrraedd pobl sy’n ddigartref neu sy’n byw ar y strydoedd drwy gynnal 
clinigau yn y gymuned mewn llinellau bwyd, llochesi neu leoliadau eraill lle maent 
yn ymgynnull yn rheolaidd.5,6,9 

 
Cymunedau gwledig 
Gallai darparu brechiadau mewn cymunedau anghysbell ac ynysig gynyddu’r 
cyfraddau brechu,5 yn ogystal â darparu trafnidiaeth i safleoedd brechu.7 Byddai’n 
bosibl ystyried brechu yn y gweithle, yn ystod amser cinio neu amseroedd egwyl.10 

 
Pobl Anabl 
Ymhlith y strategaethau i wella mynediad ymhlith pobl anabl mae dosbarthu 
gwybodaeth mewn lleoliadau niferus ac unedau symudol neu ymweliadau i’r 
cartref.4,5 Byddai’n bosibl ystyried cynnal clinigau ar wahân mewn lleoliadau 
cyfarwydd.6 Roedd derbyn gwybodaeth ddigonol, yn hytrach na gormod o 
wybodaeth neu ddim digon, yn gysylltiedig â chyfraddau brechu uwch yn yr Unol 
Daleithiau.11  
 
Mewnfudwyr 
Roedd yr argymhellion penodol yn cynnwys; osgoi holi am statws mewnfudo.13 
Dylir gweithio gyda mewnfudwyr, ffoaduriaid a’u darparwyr gwasanaeth i arwain 
rhaglenni allgymorth gydag ymdrechion i ddiogelu poblogaethau sy’n agored i 
niwed rhag stigma cymdeithasol a gwahaniaethu.  Annog y defnydd o weithwyr 
iechyd cymunedol dwyieithog, deuddiwylliannol, datblygu deunyddiau addysg 
iechyd llythrennedd isel ac sy’n briodol yn ddiwylliannol a defnyddio pob math o 
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Crynodeb cyflym 

gyfryngau.  Dylid darparu negeseuon drwy sianelau effeithiol, dibynadwy sy’n 
bodoli eisoes.13  
 
 

 
 
Dull 
 
Yn dilyn chwiliad o gronfeydd data a llenyddiaeth lwyd a sgriniad (manylion ar gael ar 
gais) nodwyd 13 o ffynonellau a oedd yn berthnasol i’r ddau gwestiwn hyn.  
Cynhaliwyd y gwaith sgrinio teitl/echdynnu o ffynonellau perthnasol posibl yn 
annibynnol gan ddau adolygydd.  Cynhaliwyd y gwaith o sgrinio ffynonellau ar gyfer 
testun llawn gan un adolygydd, a gwiriwyd cysondeb 20% o’r papurau. Cynhaliwyd y 
gwaith echdynnu data gan un adolygydd a chafodd ei wirio gan ail adolygydd.  Ni 
chynhaliwyd unrhyw werthusiadau beirniadol o’r ffynonellau sydd wedi’u cynnwys.  
Dim ond ffynonellau o wledydd y Sefydliad ar gyfer Cydweithrediad a Datblygiad 
Economaidd (OECD) sydd wedi’u cynnwys. 
 
Mae Tabl 1 isod yn cynnwys rhai dolenni i adnoddau a allai fod yn berthnasol a 
defnyddiol.  Noder:  maent yn ymwneud â brechu arferol yn bennaf, sydd y tu hwnt i 
gwmpas y crynodeb cyflym hwn. 
 
Mae Tabl 2 yn cynnwys manylion a chrynodeb o gynnwys y ffynonellau a 
ddefnyddiwyd. 
 
Cyfyngiadau 
Gallai’r crynodeb hwn fod yn ddefnyddiol i nodi pwyntiau allweddol ar y pwnc, fodd 
bynnag, nid yw ansawdd yr ymchwil sydd wedi’i gynnwys wedi’i asesu ac mae’n 
deillio o ystod eang o ddeunyddiau cyhoeddedig. 
 
Roedd y chwiliad yn canolbwyntio ar frechiadau yng nghyd-destun pandemig, 
epidemig neu frigiadau o glefydau.  Mae’n bosibl bod tystiolaeth bellach ar gael o 
astudiaethau sy’n edrych ar ymgyrchoedd brechu arferol. 
 

© 2020 Ymddiriedolaeth GIG Iechyd Cyhoeddus Cymru. 
Gellir atgynhyrchu’r deunydd yn y ddogfen hon o dan delerau’r Drwydded 

Llywodraeth Agored  
www.nationalarchives.gov.uk/doc/open-government-licence/version/3/   

ar yr amod y gwneir hynny’n gywir ac nad yw’n cael ei ddefnyddio mewn cyd-
destun camarweiniol.  

Mae angen datgan cydnabyddiaeth i Ymddiriedolaeth GIG Iechyd Cyhoeddus 
Cymru.  

Ymddiriedolaeth GIG Iechyd Cyhoeddus Cymru sy’n berchen ar yr hawlfraint o 
ran y trefniant teipograffyddol, y dyluniad a’r cynllun. 

http://www.nationalarchives.gov.uk/doc/open-government-licence/version/3/
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Table 1. Useful resources:  
 

What Link 
European Centre for Disease, Prevention and Control.  
Translation is not enough – Cultural adaptation of 
health communication materials. 2016.  

https://www.ecdc.europa.eu/en/publications-data/translation-not-enough-cultural-adaptation-health-
communication-materials  
 
This guide introduces a five-step, stakeholder-based approach to adapting health communication materials. It 
describes how countries can take any health communication material (produced in English or other languages) and 
create adapted products which reflect national or local realities, needs and assets without losing the scientific 
correctness, core concepts and messages of the original version 

European Centre for Disease, Prevention and Control.  
Communication toolkit on immunisation: How to 
increase immunisation uptake. 2016. 

https://www.ecdc.europa.eu/en/publications-data/communication-toolkit-immunisation-how-increase-immunisation-
uptake  
 
This ECDC communication toolkit aims to support EU/EEA countries in their communication initiatives to increase 
immunisation uptake, in particular childhood vaccination. It provides template materials that health authorities can 
adapt to develop their own communication initiatives, in line with national, regional or local strategies and needs 

European Centre for Disease, Prevention and Control.  
Communication on immunisation – building trust. 
2012 

https://www.ecdc.europa.eu/en/publications-data/communication-immunisation-building-trust  
 
The guide has been developed to assist those involved in planning and implementing health communication 
activities to promote immunisation. It builds on existing research and good practice developed by international 
organisations, with real-life examples of media coverage and communication campaigns for specific vaccines. It 
emphasises trust and transparency 

National Institute for Health and Care Excellence. Flu 
vaccination: increasing uptake. Expert testimony 
NICE guideline NG103. Expert paper 3: homeless 
outreach. 2018. 

https://www.nice.org.uk/guidance/ng103/evidence/expert-paper-3-homeless-outreach-pdf-6532123791 
 
This expert paper discusses barriers to increasing uptake among homeless people.  NICE may request expert 
opinions where there is no evidence to inform guidance. 
 

National Institute for Health Care Excellence. Flu 
vaccination: increasing uptake. Systematic review. 
NICE guideline NG103: Increasing flu vaccination 
uptake in clinical risk groups (aged 6 months to 64 
years). 2018 

https://www.nice.org.uk/guidance/ng103/evidence/3-increasing-flu-vaccination-uptake-in-clinical-risk-groups-pdf-
6532083616 
 
This evidence review supports NICE Guideline NG103 and examined interventions that can be delivered in the 
community to increase the uptake of influenza vaccination in clinical risk groups (as defined in the Green Book, 
Chapter 19 as eligible for free vaccination).  

https://www.ecdc.europa.eu/en/publications-data/translation-not-enough-cultural-adaptation-health-communication-materials
https://www.ecdc.europa.eu/en/publications-data/translation-not-enough-cultural-adaptation-health-communication-materials
https://www.ecdc.europa.eu/en/publications-data/communication-toolkit-immunisation-how-increase-immunisation-uptake
https://www.ecdc.europa.eu/en/publications-data/communication-toolkit-immunisation-how-increase-immunisation-uptake
https://www.ecdc.europa.eu/en/publications-data/communication-immunisation-building-trust
https://www.nice.org.uk/guidance/ng103/evidence/expert-paper-3-homeless-outreach-pdf-6532123791
https://www.nice.org.uk/guidance/ng103/evidence/3-increasing-flu-vaccination-uptake-in-clinical-risk-groups-pdf-6532083616
https://www.nice.org.uk/guidance/ng103/evidence/3-increasing-flu-vaccination-uptake-in-clinical-risk-groups-pdf-6532083616
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What Link 
National Institute for Health Care Excellence. 
Immunisations: reducing differences in uptake in 
under 19s. 2017 
 

https://www.nice.org.uk/guidance/ph21 
 
This guideline covers increasing immunisation uptake among children and young people aged under 19 years in 
groups and settings where immunisation coverage is low. It aims to improve access to immunisation services and 
increase timely immunisation of children and young people. It also aims to ensure babies born to mothers infected 
with hepatitis B are immunised. 

The Royal College of General Practitioners. Guidance on 
delivering mass vaccination during COVID-19. 2020 

Guidance on delivering mass vaccination during COVID-19 
 
This document has been produced to assist in understanding the practicalities and challenges of delivering mass 
vaccination programmes in a context when COVID-19 remains in general circulation. It sets out key areas that will 
need to be considered, offers possible solutions and highlights areas where risk assessments are required, 
particularly where these may differ from normal practice. This document focuses on the needs of general practice 
but may also be of relevance to other vaccinators, local directors of public health, and colleagues operating in 
international contexts. The guidance is intended to be generic, and applicable to various potential vaccines which 
may need to be delivered to a large population in a short time frame. 
 
This document should be read in conjunction with other relevant guidance from the RCGP, national organisations 
(such as NHS England, Public Health England and equivalent bodies across the devolved nations), and other 
medical bodies (such as the Royal College of Nursing and Royal Pharmaceutical Society and the BMA). 

The Royal College of Nursing (RCN). Immunisation 
services and Large-scale vaccination delivery during 
COVID-19. 2020 

Immunisation services and Large-scale vaccination delivery during COVID-19 
 
Vaccination is an essential clinical service that should continue during the COVID-19 pandemic. The RCN 
guidance outlining the key principles for maintaining the national immunisation schedule has been incorporated 
into the information in this resource. 
 
It is recommended that large scale vaccination plans are developed locally and with engagement with multi-
professional colleagues across the system; primary care, general practice, pharmacy, community services, care 
homes, school health and potentially linked to acute services for example A&E and outpatients. The local 
population needs, infrastructure availability, service capacity and demand all need careful consideration. 

Royal Society for Public Health. Moving the Needle: 
Promoting vaccination uptake across the life course. 
2019   

Moving the Needle: Promoting vaccination uptake across the life course 
 
This report aims to contribute to the conversation about fear and misinformation about vaccines by exploring 
vaccination in the UK, investigating the role of and barriers to vaccination throughout life. Vaccines continue to be 

https://www.nice.org.uk/guidance/ph21
https://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2020/covid19/RCGP-guidance/RCGP-Mass-Vaccination-at-a-time-of-COVID-V15.ashx?la=en
https://www.rcn.org.uk/clinical-topics/public-health/immunisation/immunisation-services-and-large-scale-vaccination-delivery-during-covid-19
https://www.rsph.org.uk/our-work/policy/vaccinations/moving-the-needle-promoting-vaccination-uptake-across-the-life-course.html


         
                                                                          Gwasanaeth Tystiolaeth 
                                                                          Evidence Service 

 

 
What Link 

important for health long past childhood, and vaccinations in later life are likely to become increasingly significant 
as the UK population ages. 
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Table 2. Summaries of sources: 
 

Reference  
 

Relevant findings  Limitations/considerations 

1. Ozawa S et al. Defining hard-
to-reach populations for 
vaccination. Vaccine. 
2019;37(37):5525-5534. 
Available here. 
. 
 
Review 
Multiple countries 

The proposed definitions of hard-to reach populations and hard-to-vaccinate populations as 
informed by the literature are as follows: 

Hard-to-reach populations are those who face supply-side barriers to vaccination due to geography 
by distance or terrain, transient or nomadic movement, healthcare provider discrimination, lack of 
healthcare provider recommendations, inadequate vaccination systems, war and conflict, home 
births or other home-bound mobility limitations, or legal restrictions. 

Hard-to-vaccinate populations are those who are reachable but difficult to vaccinate because of 
demand-side barriers such as distrust, religious beliefs, lack of awareness, poverty or low 
socioeconomic status, lack of time, or gender-based discrimination. 

  

2. European Centre for Disease 
Prevention and Control. A 
literature review on community 
and institutional emergency 
preparedness synergies. 
Stockholm: ECDC; 2017 
Available here. 

Review; multiple countries 
 

The review notes the following:  
• Involving organisations serving linguistically and culturally isolated minority groups in 

communication strategies may help by tailoring initiatives to be culturally relevant, rather 
than just translating standard messages into different languages. 

• 2009 H1N1 influenza pandemic (USA): To get out vital information and improve the access 
of vaccines to a range of community groups, health agencies worked with local authorities 
to plan culturally appropriate information and secure familiar places for vaccination clinics 
to take place. 

• Identifying community champions (individuals or organisations) can help centralised 
activities cascade down to the community-level. 

 

3. Alonzo et al. Pandemics and 
health equity: Lessons learned 
from the H1N1 response in Los 
Angeles County. Journal of 
Public Health Management and 
Practice. 2011.17 (1) 20-7. 
10.1097/PHH.0b013e3181ff2ad7 
Available here. 

Describes a vaccination campaign in Los Angeles during the H1N1 pandemic and presents a 
partnership strategy, developed during the response to improve outreach and build trust and 
engagement with African Americans in LA county. 

Aspects of the strategy included: 
• Ensuring points of dispensing sites (PODs) selected to reach diverse, high-risk 

populations. Located in multiple sites where there were concentrations of underserved 
populations or in easily accessible, recognised venues to improve access. 

Very little detail of the strategy, 
including which sites were utilised, 
content of the educational activities.  
 
Specific details about the African 
American community may not be 
directly generalisable.  

https://pubmed.ncbi.nlm.nih.gov/31400910/
https://www.ecdc.europa.eu/sites/portal/files/documents/literature-review-preparedness-synergies-feb-2017.pdf
https://pubmed.ncbi.nlm.nih.gov/21135657/
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Descriptive case study 
Los Angeles county, USA 

• Widespread public education activities via a speakers’ bureau, press releases and media 
roundtable events, Twitter and distribution of fact sheets and flyers. Specific materials and 
approaches developed to reach several ethnic groups. 

• Data from POD intake forms indicated African Americans were under-represented. 
Consequently,  

• In light of this, specific health education materials were produced and targeted outreach to 
African Americans was implemented. These were met with community counter-messages 
that appeared to carry weight within the community.  

• An African American Outreach and Trust Building Partnership Strategy was developed In 
response to the counter-messages, Elements included: 

o Expanding outreach and engagement activities conducted in African American 
communities through community-based organisation with a long history of effective 
health promotion.  

o Increasing community knowledge of the potential health risks from H1N1, improved 
communications with factual and consistent messaging about H1N1. 

o Use of trusted community leaders focusing on increasing vaccinations by 
promoting safety of the vaccine. It also included media messages, billboards and 
bus advertisements. 

The outreach strategy was a success, however authors recognise a national race/ethnicity 
reporting requirement may enhance the early identification of health inequities in public health 
emergency response.  

4. DeBurin, D et al. Social 
Justice in Pandemic 
Preparedness. Am J Public 
Health. 2012;102 (4): 
586–591. doi:10.2105/AJPH. 
2011.300483 
Available here. 
 
Descriptive case study 
USA 

As part of work undertaken by the Minnesota Pandemic Ethics Project, representatives from 
several vulnerable and underserved communities (including people with disabilities, racial and 
ethnic minorities and low-income persons) were involved in a public engagement process. 

The following strategies were identified to improve access among these groups:  
• Need to bring educational campaigns into individual communities to better inform 

residents about influenza, pandemic planning, and available community health services 
• Educational campaigns be offered in multiple languages with a variety of teaching 

strategies rather than consist merely of distribution of written materials 
• Information be disseminated in multiple venues—such as neighbourhood hubs—rather 

than simply be posted to the Internet 

Looked at the whole pandemic 
response, not just increasing uptake 
of vaccination rates. 

https://ajph.aphapublications.org/doi/10.2105/AJPH.2011.300483
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• Educators should be culturally competent and represent diverse groups found in the 

communities where the educational campaigns would be offered 

To address issues concerning trust, transportation, mobility, and distance to care, resources should 
be brought into local communities. Easily accessible sites or mobile units should be used for 
distribution of resources, and collaborations with trusted community organisations should be 
developed for providing care. 

5. Pan-Canadian Public Health 
Network. Vaccine annex: 
Canadian Pandemic Influenza 
Preparedness: Planning 
Guidance for the Health Sector. 
Pan-Canadian Public Health 
Network; 2017. 
Available here.  

Guidance 
Canada 

This Canadian pandemic influenza preparedness planning guidance suggests that Canadian 
jurisdictions build on their seasonal strategies, using tailored approaches to deal with the unique 
needs of diverse settings and vulnerable populations.  

The guidance recommends that an immunization program be able to reach vulnerable people who 
may be physically or mentally disabled, of low literacy, frail or housebound, homeless or culturally 
and socially isolated. Useful strategies include translating immunization materials into appropriate 
languages (including braille for the visually impaired or text-to-speech for the hearing impaired), 
having translators available at clinics, organising rides to clinics, enlisting younger, multilingual 
family members to assist in communication, offering home visits if resources permit and reaching 
homeless people by holding immunizations at food lines, shelters or other places where they 
gather.  

As geographic factors can also impact timely accessibility to vaccination, the guidance 
recommends that jurisdictions be prepared to deliver vaccination in remote and isolated 
communities.  

Community leaders could be asked to convey accurate information and champion the vaccine 
programme. The involvement of stakeholders can help make communication materials more 
acceptable to target audiences.  

Guidance outlining how Canadian 
jurisdictions will work together to 
ensure a coordinated and consistent 
health sector approach. 
 
 

6. Klaiman, T et al. Local health 
department public vaccination 
Clinic success during 2009 
pH1N1. J Public Health 
Management Practice, 2013, 
19(4), E20–E26 
Available here. 

Realist evaluation 

Evaluation of the H1N1 vaccination campaign during 2009 looked at 18 examples of best practice 
identified through the Model Practices Database in the USA. 

Given the uncertainty of vaccine supplies, all of the local health departments (LHDs) interviewed 
felt that clearly defining the priority groups before implementing public clinics was key.  

Some LHDs strictly interpreted the CDC priority group recommendations, whereas others 
addressed the community members they felt were most vulnerable. Success in reaching priority 

Retrospective study with the potential 
for recall bias. 
 
Generalisability to a Welsh population 
may be an issue.   

https://www.canada.ca/en/public-health/services/flu-influenza/canadian-pandemic-influenza-preparedness-planning-guidance-health-sector.html
https://pubmed.ncbi.nlm.nih.gov/23722987/
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USA groups required access to vulnerable populations. This depended upon strong, previously 

established partnerships with community organizations.  

Approximately half of the successful LHDs held separate clinics for particularly vulnerable 
populations such as individuals with cognitive or physical disabilities, homeless, and senior citizens. 
These special clinics were usually held at municipal buildings or buildings that were familiar to the 
population (i.e., shelters, long-term care facilities, senior centres). 

7. Disaster Preparedness and 
Resilience Branch (DPRBHR 
SA) Health Viral Respiratory 
Disease Pandemic Response 
Plan (including influenza, 
COVID-19, SARS & MERS) 
Available here. 

State response plan 
Australia 
 

This South Australia state response plan outlines high level approaches to be used in response to 
a pandemic.  The documents identified people living in remote communities and from a culturally 
and linguistically diverse background as hard to reach groups.  

Noted that transportation to and from remote settings is variable and infrequent, which has 
implications for the distribution of vaccines.  

For people with limited or no ability to understand and communicate in English, the use of pictures 
in messages is a method of ensuring that a message, although brief, can be understood.  

Top line plan with limited detail. 

8. Brown JR et al. Barriers to 
vaccinating the elderly with 
H1N1 vaccine. American Journal 
of the Medical Sciences. 2011; 
342(1), pp.24-6 
Available here. 
 
USA 
Cross sectional survey 

Survey of 64 people aged 65+ who had not received the H1N1 vaccine.  

Of those surveyed, 46 (72%) had not received the H1N1 vaccine. Reasons included outright refusal 
for no reason at all (39%), not knowing the need for the vaccine (20%), fear of side effects (13%) 
and transportation issues (4%). 

The authors note that the health department aggressively delivered the H1N1 vaccine at many 
local sites and promoted it heavily through the media, however the elderly were initially low on the 
list of eligibility for the vaccine.  

Methods and population details 
limited.  

Small sample from one US 
healthcare centre. 

No discussion of study limitations by 
the authors.  

Can identify associations, but not 
causal links. Self-report measure. 

9. Buccieri, K and Gaetz, S. 
Ethical Vaccine Distribution 
Planning for Pandemic influenza: 
Prioritizing Homeless and Hard-
to-Reach Populations. Public 
Health News (2013). 6 (2) 185-
196 

Evaluates the effectiveness of a programme by Toronto Public Health to immunise ‘homeless and 
underhoused people’ with the pH1N1 vaccine via designated clinics in shelters, drop-in centres and 
community health centres frequented by homeless persons. A convenience sample of 149 
individuals homeless during vaccination period completed surveys and interviews. Sample: 
M=66%; F=31% Trans=3%. Canadian citizens =89%; 7% landed immigrants, 4% refugees. 41% 
saw themselves as part of a visible minority group. 38% reported receiving H1N1 vaccinations (vs 
32% in Ontario and 41% Canadian general population).  

Small scale retrospective evaluation 
using self-report data. 

https://www.sahealth.sa.gov.au/wps/wcm/connect/a7539fe7-7d39-43e0-920d-94ac63983796/SAH_Viral_Respiratory_Disease_Pandemic_Response_Plan_final.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-a7539fe7-7d39-43e0-920d-94ac63983796-n5iUJbd
https://pubmed.ncbi.nlm.nih.gov/21537156/
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Available here. 

Descriptive case study 
Canada 

Main factor accounting for levels of vaccination in this population was widespread access to 
community-based vaccine clinics in places they regularly frequented.   

10. Cassady D, et al. Pandemics 
and vaccines: perceptions, 
reactions, and lessons learned 
from hard-to-reach Latinos and 
the H1N1 campaign. Journal of 
Health Care for the Poor & 
Underserved. 2012; 23(3), 
pp.1106-22. 
Available here. 

Qualitative study 
USA 

Focus group study of 90 Spanish-speaking Latino farmworkers (10 groups) conducted in rural 
California in 2010. Researchers aimed to understand the dynamics that limit influenza and H1N1 
vaccinations among this hard to reach Latinos group.  

Male participants reported experiencing inflexible working conditions that did not allow for time off 
to get vaccinated. Farm labourers were especially concerned about losing their jobs if they took a 
day off to be vaccinated. Participants suggested that vaccinations be provided at work, during lunch 
or break times. 

Findings may not be generalisable to 
a rural Welsh population.  

11. Etingen B et al. Health 
information during the H1N1 
influenza pandemic: did the 
amount received influence 
infection prevention behaviors? 
Journal of Community Health. 
2013;38(3):443-450. 
Available here. 

Cross-sectional survey  
USA 

A 2010 survey of 3,113 veterans with spinal cord injuries and disorders.  

A greater proportion who received adequate versus not enough information received H1N1 
vaccination (61.87 vs. 48.49 %, p<0.0001). A greater proportion who received adequate versus too 
much information received H1N1 vaccination (61.87 vs. 42.45%, p<0.0001). The most commonly 
reported information sources were health professionals (56.31%), television (55.67%), and printed 
materials (31.32%). 

Can identify associations, but not 
causal links. Self-report measures. 

 

12 Hutchins, SS et al. Protection 
of racial/ethnic minority 
populations during an influenza 
pandemic. American journal of 
Public Health 2009. 99:S2;S261-
70.   
Available here. 

Implementation of pandemic interventions could be optimised by 

1. Culturally competent preparedness and response that address specific needs of 
racial/ethnic minority populations. 

2. Relevant, practical, and culturally and linguistically tailored communications. 

No methodology provided for review. 

https://academic.oup.com/phe/article/6/2/185/1555903
https://muse.jhu.edu/article/481736
https://pubmed.ncbi.nlm.nih.gov/23269499/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4504373/
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Review 
USA 

13. Truman, I et al. Pandemic 
Influenza preparedness and 
response along immigrants and 
refugees. American journal of 
Public Health 2009. 99:S2:S278-
86 
Available here. 

Following production of an evidence review, public health scientists and service program managers 
attended an expert panel convened by the CDC in Atlanta in 2008 which produced the following 
guidance:  

• Consider vaccine distribution in easily accessible community centres, as well as using 
workplaces as supplementary points of distribution. 

• Ensure that all population subsets, including immigrants and refugees, receive information 
on the rationale for priority groups as well as on location and timing of vaccine distribution. 

• Ensure that distribution sites are easily accessible. 
• Investigate and apply lessons learned from programme models providing benefits without 

asking about immigration status. 
• Work with immigrants, refugees, and their service providers to collect essential data that 

balances the need for information to guide outreach programs with efforts to protect 
vulnerable populations from social stigma and discrimination.  

• Encourage use of bilingual, bicultural community health workers, develop low-literacy and 
culturally appropriate health education materials, and use all forms of media. 

• Deliver messages through existing trusted, effective channels; including appropriate 
institutions and sources of authority in those communities. 

Encourage and require cultural competence among providers serving immigrants and refugees. 

No methodology provided for review. 
 

 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4504387/
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