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Abstract
Objective Racial disparities in rates of pneumococcal vaccine
(PPSV23) exist. In one practice, 3.1 % of white patients re-
fused PPSV23 following doctor recommendation, whereas
11.2 % of black patients refused vaccination. Our objective
was to understand reasons black patients refused PPSV23.
Methods Mixed-method telephone survey in 2012 of black
patients aged ≥65 with a documented refusal of PPSV23.
The survey assessed beliefs about PPSV23; reasons for non-
receipt of PPSV23; receipt of other vaccinations; and compar-
ative perceptions of adult vs. childhood vaccines. Participants
responded to items on a Likert scale ranging from 1 (strongly
disagree) to 5 (strongly agree).
Results Participants’ (N=40) mean age was 73 years; 95 %
were female. Participants recognized pneumonia could be
deadly (M=4.3, SD=1.0), but reported low levels of personal
susceptibility (M= 2.8, SD = 1.4). Participants perceived
childhood vaccines to be safer (M=4.2, SD=1.2) than adult
vaccines (M=3.4, SD=1.4; p<0.01). Qualitative analyses to
understand reasons for refusal of vaccine both reinforced iden-
tified low perceptions of personal susceptibility as well as
identified numerous additional barriers to receipt of PPSV23
(e.g., fear, side effects, and mistrust).
Conclusions Black patients in our sample who refused
PPSV23 may not perceive themselves susceptible to the

disease, suggesting that strategies to improve PPSV23 rates
among these patients may need to emphasize susceptibility to
pneumonia. Further, given the discrepancies in perceptions
toward childhood versus adult vaccinations, focusing on vac-
cination across the lifespan may be a promising vaccine pro-
motion strategy.
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Introduction

Invasive pneumococcal disease (Streptococcus pneumonia) is
one of the leading causes of vaccine-preventable illness and
death in the USA [1]. Older adults bear a significant burden of
this disease: a third of cases and over half of deaths occurred in
people age 65 and older [1]. The USA Advisory Committee
on Immunization Practices (ACIP) recommends that adults 65
and older receive the pneumococcal polysaccharide vaccine
(PPSV23) [2, 3]. However, in 2013, only 60.2 % of older
adults in the USA reported receiving PPSV23, which is far
below the 90 % goal set by Healthy People 2020 [4].

Furthermore, racial disparities in PPSV23 rates persist: in
2013 only 48.3 % of non-Hispanic blacks in the USA were
vaccinated, as compared to 64.1 % of non-Hispanic whites
[4]. A study of Medicare beneficiaries observed a 17 % dif-
ference in PPSV23 between blacks and whites, but character-
istics of the patients and the health care system explained less
than 7 % of the disparity [5]. Santibanez and colleagues found
racial disparities in PPSV23 rates do not appear to depend on
access to health care; rather physician and patient attitudes
may play a more significant role in vaccination decisions
[6–9].

Physician recommendation is critically important for in-
creasing PPSV23 rates. Persell and colleagues found that the

* Kenzie A. Cameron
k-cameron@northwestern.edu

1 Division of General Internal Medicine and Geriatrics, Northwestern
University Feinberg School of Medicine, Chicago, IL, USA

2 Center for Advancing Equity in Clinical Preventive Services,
Northwestern University Feinberg School of Medicine, Chicago, IL,
USA

J. Racial and Ethnic Health Disparities (2017) 4:1–8
DOI 10.1007/s40615-015-0193-9

http://crossmark.crossref.org/dialog/?doi=10.1007/s40615-015-0193-9&domain=pdf


year after implementing performance feedback and electronic
health record (EHR) physician reminders to offer PPSV23 that
allowed for documentation of medical and patient exceptions
(including patient refusals), 89.9 % of eligible patients re-
ceived PPSV23 or had a documented exception [10]. Despite
this high rate of adherence, there was a difference by patient
race: 91 % of white patients were vaccinated, compared to
only 81 % of black patients [11, 12]. During the same period,
only 3.1 % of whites refused PPSV23, whereas 11.2 % of
blacks refused PPSV23 [11]. Other research has identified
similar patterns: Brownfield and colleagues found, after
implementing a similar computer decision support prompt,
patient refusal was one of the major reasons for unvaccinated
status in a primarily black population [13]. Another large
study reported that blacks weremore likely to decline PPSV23
than Hispanic and non-Hispanic white patients [14]. It is un-
clear why patients refused PPSV23 in these studies; these
refusals could be the result of a difference due to patient pref-
erences or a disparity. Such disparity may be due to either
inadequate communication about the benefits of PPSV23 by
the physician, or patient concerns about vaccinations in gen-
eral. The current study sought to better understand knowledge,
attitudes, and perceptions of pneumonia and PPSV23, specif-
ically among black patients who had a documented refusal of
PPSV23. Numerous theories, such as the Health Belief Model
[15, 16], suggest that individual perceptions of susceptibility
toward and severity of an illness are strongly related to inten-
tion and behavior. Furthermore, theories such as the Extended
Parallel Process Model [17–19] note that in addition to per-
ceptions of susceptibility and severity, one’s self-efficacy, or
belief in one’s own ability to accomplish a behavior (e.g.,
receipt of PPSV23), as well as response efficacy, or one’s
perception as to the degree to which the recommended re-
sponse will avert the threat (i.e., will the PPSV23 vaccine
protect against pneumonia and related consequences) influ-
ence one’s behaviors. Most previous studies have explored
participant perceptions of one type of age-appropriate vacci-
nation (e.g., PPSV23, influenza). However, beliefs and atti-
tudes about vaccinationmay be formed both by beliefs about a
specific vaccination, and overall perceptions of the impor-
tance and efficacy of vaccinations in general, including per-
ceptions of childhood vaccinations. It is known that princi-
ples of commitment and consistency, appealing to one’s
desire to be consistent and reduce feelings of cognitive
dissonance, are persuasive drivers of attitudes and be-
haviors in other fields [17, 20, 21]. Therefore, data re-
garding patients’ consistency of thoughts and attitudes
about vaccinations are needed to determine if their use
might be relevant in patient messages about vaccination.
Hence, the research team also sought to understand how
patients who had refused PPSV23 perceived other adult
vaccines and to explore any differences in perceptions
of childhood versus adult vaccines.

Methods

Setting and Participants

This study was conducted between January and March
2012 at the Northwestern Medical Faculty Foundation
(NMFF) General Internal Medicine clinic, an academic
practice in Chicago, IL with 42 physicians providing
over 60,000 visits per year. This practice uses a com-
mercial Electronic Health Record (EHR; EpicCare 2010,
Epic Systems Corporation, Verona, Wisconsin). Eligible
patients were adults age 65 or older, had their race
listed in the EHR as black, and had a documented re-
fusal of PPSV23. Patients who had a preferred language
other than English and those that did not have a clinic
visit within the past year were excluded. Primary care
providers were allowed to exclude eligible patients if
they felt the recruitment was inappropriate. The North-
western University Institutional Review Board approved
the study and granted a waiver of informed consent to
review electronic records to identify eligible patients.

Recruitment

All eligible patients were included in recruitment efforts. Eli-
gible patients were sent a letter that allowed them to opt-out of
telephone recruitment. Those that did not opt-out were
contacted up to six times by research assistants. For those
patients reached, the research assistants confirmed study eli-
gibility, administered the verbal consent, enrolled consenting
patients into the study, and proceeded to administer the tele-
phone survey. Patients received a $25 gift card for completing
the survey.

Data Collection

Study authors collaboratively developed the survey,
which was informed by previously published studies.(9)
The mixed-method survey focused on assessing patient:
(1) knowledge and beliefs about pneumonia and pneu-
mococcal vaccination, including perceptions of severity
and susceptibility; (2) barriers or reasons for non-
receipt of PPSV23, including perceptions of vaccine ef-
ficacy; (3) consistency with previous vaccination behav-
ior; and (4) comparative perceptions of adult versus
childhood vaccines. Participants responded to nine
open-ended items (see Table 1), as well as quantitative
items on a Likert scale from 1 (strongly disagree) to 5
(strongly agree). Demographic information was gathered
for all interview participants.

The 20-min survey contained 35 items and was pro-
grammed with skip patterns. Research assistants audio-
recorded interviews and transcribed responses to open-ended
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items verbatim. Survey data were collected using SNAP soft-
ware (Snap Survey Software version 9, Snap Surveys Ltd,
Bristol, UK).

Study authors ran an EHR query to abstract clinical data
about the consented participants, collecting past immunization
history and receipt of other clinical preventive services (i.e.,
colorectal, breast, cervical, or prostate cancer screenings, dia-
betes, and cholesterol screening).

Analysis

Descriptive statistics were used to describe study partic-
ipants and to report summary measures for quantitative
items. Study authors ran paired t tests to compare the
means of responses to items on adult versus childhood
vaccines. For qualitative analysis, responses to all open-
ended questions were transcribed. Three authors (KAC,
TB, and SNG) reviewed all responses independently and
then collaboratively to gain a sense of content as a
whole. Coding was conducted by searching the data for
both a priori categories, based on our theoretical models
(e.g., susceptibility to and severity of pneumonia), as
well as in vivo categories, where we allowed additional
categories to emerge. This coding process resulted in the
identification of both larger overarching categories as
well as some nested sub-categories of responses. Two
authors then independently coded a sample of responses
and, after reconciling discrepancies by discussion, be-
lieved the identified categories to be sufficiently compre-
hensive. For the final analysis, each response was
reviewed independently by two coders (TB, SG). When
necessary, coding disagreements were discussed and rec-
onciled [22, 23].

Results

Of the 107 eligible patients, 40 completed the survey, a re-
sponse rate of 39.6% (Fig. 1) [24]. Participants’mean age was
73.5 years (SD=4.9), 95%were female, 72% had attended at
least some college, and 35 % self-reported receiving other
adult vaccinations (Table 2). Additionally, 80 % of partici-
pants had completed at least one cancer screening. Research
assistants asked all participants if they had subsequently re-
ceived PPSV23 after refusing it at the study clinic. One par-
ticipant reported receipt of PPSV23; the remaining 39 report-
ed no PPSV23 receipt by the time of survey completion. Eight
overarching categories emerged; sub-categories were identi-
fied in six of them (see Table 3). When qualitative responses
overlapped with topics assessed in quantitative items (e.g.,
severity, susceptibility), we have presented the results in tan-
dem. Unique categories of qualitative responses are presented
separately.

Description of Pneumonia

When asked to describe pneumonia, responses ranged from
general to specific, with some participants discussing symp-
toms or comparing pneumonia to other illnesses. General
comments included identification of pneumonia as a virus or
bacteria, for example: BPneumonia is a virus that you get in
your lungs.^ More specific comments described symptoms
BOh well I know one thing, it’s a lot of cold inside your lungs
I would assume. You know in your chest and lungs. It’s tight at

Table 1 Open-ended items

Please tell me what you know about pneumonia. Use as much detail
as you want.

How serious do you think pneumonia is?

How likely do you think you are to get pneumonia/pneumonia again?

How can pneumonia be prevented?

How would you describe the difference between pneumonia
and influenza (also called flu)?

What were your main reasons for changing your mind and deciding
to get the shot? (if relevant)

We’re interested in knowing your thoughts about the pneumonia shot.
Please tell me why you decided not to get the pneumonia shot?

What is different to you about the pneumonia shot from these
other (adult) vaccinations?

We are really trying to understand how best to talk to patients about the
pneumonia shot and explain how it can protect their health. What
other specific information do you feel you still need to know about
the pneumonia vaccine?

Patients identified by  

EHR query 

n=122 

Ineligible for Recruitment (n=15) 

     Physician removal (n=8) 

     PCP no longer in system (n=1) 

     Previous refusal for all research (n=2) 

     Deceased (n=2) 

     Chart review exclusion (n=2) 

Eligible for recruitment 

n=107 

Completed Interview 

n=40 

Did not complete interview (n=67) 

     Unable to reach (n=19) 

     Refused participation (n=42) 

     Ineligible (n=2) 

     Non-working number (n=4) 

Fig. 1 Participant flow diagram
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first you can’t really recognize it^ or recognition of multiple
types or strains: B…and also the different types of pneumonia.
It’s a general term that means a whole lot of different types and
how you can get it according to the type that it is.^ Some
participants indicated they were unable to describe or define
pneumonia, whereas others related to other, more common
diseases: B… a lot of people have thought they had colds,
and all of sudden they were diagnosed with pneumonia. So
it must be pretty much similar to a cold.^

Medical History

When describing pneumonia, or responding to other open-
ended questions regarding perception of severity or suscepti-
bility, some participants referenced past personal history of
pneumonia or referenced individuals they knew who had
had pneumonia. Many reflections of personal history of pneu-
monia also overlapped with descriptions of the symptoms of
pneumonia: BWell, I don’t know anything too much about
pneumonia. I had it years ago. I know that you can hardly
breathe, that’s the only thing^ or with perceptions of severity:
BCan be very serious, in fact you can die from it if not treated.
Raises havoc with the respiratory system. Whatever I was
taking at the time was not helping and how I wound up in
hospital.^

Perceived Severity of Pneumonia

Overall, participants recognized that pneumonia could be
deadly (M = 4.3, SD = 1.0) (Table 4). Qualitative re-
sponses were consistent with this finding: B[it is] truly
serious because pneumonia can kill and that’s as serious

Table 2 Participant characteristics

Characteristic N= 40

Age, mean (SD) 73.5 (4.9)

Female, % 95.0

Education, %

Less than high school 10.0

High school graduate/GED 17.5

Some college or college graduate 72.5

Received prior adult vaccinations, % 35.0

Received cancer screenings, % 80.0

Table 3 Qualitative coding
categories and sub-categories Category Sub-category

Description of Pneumonia General

Symptoms (including duration)

Types/strains

Unknown/unable to describe

Comparison to flu or other disease

Medical history (referencing personal or
others’ history of pneumonia)

Severity of pneumonia General

Deadly/life threatening

Specified population

Susceptibility Population/general

Low/medium/none (in reference to self)

High

Unknown

Exception or rationale as to why not susceptible

Treatment

Pneumococcal vaccination Awareness of vaccine or effectiveness of vaccine

Comparison to other vaccines

Barriers and reasons for non-receipt or
refusal of pneumococcal vaccine

Fear of vaccination

Refusal of all vaccinations

Concern about side effects/previous bad reactions to vaccination

Mistrust of vaccines/medical system

Lack of perceived susceptibility as related to necessity of
pneumococcal vaccine

Prevention Non-vaccination related activities and/or behaviors

Unknown/lack of awareness of how to prevent

4 J. Racial and Ethnic Health Disparities (2017) 4:1–8



as you can get,^ and BOn a scale of 1 to 10, I would
think it must be a 9.^ Some participants noted the sever-
ity of pneumonia, yet explicitly coupled that recognition
with their refusal to be vaccinated. One participant stat-
ed, BI believe it is pretty serious, my doctor has ex-
plained it to me and he ask(s) me every time I go in
am I ready to take the pneumonia shot, but I always
refuse.^ Some participants referenced their own experi-
ences when assessing their perception of severity, such
as, BIt’s very serious. I didn’t know I had it, and I almost
died.^ Others voiced their beliefs that pneumonia could
be more severe for certain populations, saying, B[it is]
serious for people who health isn’t really good, especial-
ly elderly people. [It] can be serious if not treated,^ and
BI think that would depend on the individual. I think that
with some people it can be serious and some it could just
be mild.^

Perceived Susceptibility to Pneumonia

The majority of participants believed that they were not at risk
of contracting pneumonia, reporting low perceived personal
susceptibility to the disease (Table 4). Some participants felt
that never having pneumonia in the past was indicative of
lower risk for acquiring it in the future, for example: BI haven’t
had it, and I’m 69 so I would say it’s fairly unlikely.^ Others
noted their beliefs that they could take specific actions, aside
from getting vaccinated, to lower their risk of acquiring pneu-
monia, illustrated by the participant who said, B[I] probably
wouldn’t get it. I take good care of myself, so I don’t think I
would get pneumonia.^ In addition, several participants
voiced their opinions that pneumonia was something that hap-
pened to people who were sicker or older than themselves:

BRead about someone ill and old [who] came down with
pneumonia.^

Knowledge and Beliefs about Treatment and Prevention
of Pneumonia

The majority of participants described prevention behaviors
aside from vaccination that they believed could be effective in
preventing pneumonia. For example, when asked an open-
ended question on how to prevent pneumonia, only two of
the forty participants referenced PPSV23 or vaccination
against pneumonia. Most participants described preventive
behaviors they could do to avoid contracting pneumonia, pri-
marily encompassing general wellness (e.g., BI guess just like
most health preventions. Take good care of yourself, eat the
right foods, get proper rest and doctor check-ups. That’s the
preventive measures I would take^), good hygiene, (e.g.,
BThat’s a hard one. I would say taking preventive measures
as much as you can toward catching a cold. Washing your
hands and not exposing yourself to crowds of people that are
sneezing and coughing or whatever^), and proper precautions
against cold weather (e.g., BCareful dressing, proper clothing
when it’s cold and everything. Don’t just expose yourself. A
lot of people go out there half dressed. You can catch germs
from other people. But I believe with pneumonia its
overexposing yourself in the cold^). A number of participants
felt protected by diet and supplements. For example one wom-
an stated, B[I am] only going bywhat I’ve done inmy lifetime.
I eat certain foods and vitamins that should keep me away
from a bunch of things that are out here.^ Few participants
discussed treatment of pneumonia, and when they did they
provided very general statements: BYou need medication,
and it takes a while to get rid of once it’s cured.^

Table 4 Participant perceptions
of pneumonia and pneumococcal
vaccination

Survey item Mean (SD)*

Beliefs about pneumonia and pneumococcal vaccination

Pneumonia can kill me. 4.3 (1.0)

I am at risk for getting pneumonia. 2.8 (1.4)

The pneumonia shot works well to prevent pneumonia. 3.0 (1.2)

Getting a pneumonia shot is a wise thing to do. 3.1 (1.2)

Beliefs about barriers to pneumococcal vaccination

Getting a pneumonia shot is more trouble than it is worth. 2.9 (1.3)

I worry about the side effects from the pneumonia shot. 4.1(1.3)

I am scared of shots. 2.5 (1.6)

The pneumonia shot does not work well. 2.8 (1.0)

The pneumonia shot can cause pneumonia. 3.3 (1.3)

I don’t like getting shots. 3.1 (1.7)

*Strongly disagree = 1, slightly disagree = 2, neutral = 3, slightly agree = 4, strongly agree = 5
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Barriers and Reasons for Non-Receipt or Refusal
of PPSV23

With respect to barriers to receiving PPSV23, participants
expressed a strong fear of side effects (M=4.1, SD=1.3),
but felt neutral toward shots in general (M=3.1, SD=1.7)
and the idea that PPSV23 could cause pneumonia (M=3.3,
SD=1.3). More specifically, 42.9 % of participants slightly or
strongly agreed that PPSV23 could cause pneumonia and
37.1 % were neutral. Qualitative responses from participants
discussing barriers to or reasons for refusing PPSV23 were
numerous and are summarized with illustrative quotes in
Table 5. Often, participants cited multiple reasons for refusing
PPSV23, for example both a fear of side effects or a negative
reaction and low perceived susceptibility to pneumonia. Par-
ticipant refusal of all adult vaccinations, influenza vaccination
in particular, was common (Table 2). Participants also report-
ed refusing vaccination due to fear of putting something in
their bodies or distrust of medicine in general or vaccines in
particular (see Table 4).

Consistency with Previous Vaccination Behavior

Regarding vaccinations across the lifespan (e.g., beginning in
childhood and continuing throughout adulthood), participants
felt childhood vaccines were safer (M=4.2, SD=1.2) than
adult vaccines (M=3.4, SD=1.4; p<0.01). Similarly, partic-
ipants believed childhood vaccines were important (M=4.2,
SD=1.3), yet were neutral about the importance of adult
booster vaccinations (M=3.2, SD=1.5; p<0.01). A majority
of participants (65 %) reported refusing all adult vaccinations.

Discussion

This sample of primarily female, well-educated black patients
provided information regarding perceptions toward PPSV23
among patients who have previously refused the vaccine.
Most recognized the severity of pneumonia, yet did not per-
ceive themselves to be susceptible to the disease. Most partic-
ipants felt that their existing wellness behaviors served as suf-
ficient protection against catching pneumonia. While some
mentioned specific aspects of PPSV23 that influenced their
decision to decline vaccination (e.g., fear, concern of side
effects), the majority of participants reported an overall refusal
of adult vaccinations. These data are consistent with previous
studies showing that patients who receive influenza vaccina-
tion are more likely to receive PPSV23 [8, 9, 25].

However, a striking inconsistency emerged regarding ac-
ceptance and perceptions of safety of childhood vaccines
compared to adult vaccines. Identification of this inconsisten-
cy is important, as it may suggest an alternate avenue via
which to discuss the importance of adult vaccination, or

Bvaccination across the lifespan.^ What these data suggest is
that childhood vaccinations are perceived more positively
(and are perceived to be more efficacious) than adult vaccines.
It is possible that such a perception arises from a belief that
some adult vaccines, such as PPSV23, are newer and have not
been around as long as the childhood vaccines, which have
become more acceptable. Alternately, as childhood vaccina-
tions are often required for matriculation to school for young
children, it is possible that the persuasive effects of consisten-
cy are in play here, in that as the children are required to be
vaccinated, then individuals may shift their attitudes to be
more accepting of childhood vaccinations. Identifying how
best to frame the continued protective effects of vaccination
through adulthood may benefit providers and health officials
in their attempts to reach Healthy People 2020’s goals, and to
reduce existing disparities in adult vaccination.

The finding that low perceived susceptibility to pneumonia
was an important factor in non-vaccinated status is similar to
other studies conducted with black patients. One qualitative
study found that many black patients who were unvaccinated
believed vaccines to be irrelevant to their health [26]. It is
possible that participants in this study also felt PPSV23 was
irrelevant to them, as, in general, they did not perceive pneu-
monia to be a threat to their health. Zimmerman et al. found
that among unvaccinated patients, 47 % felt they were not
likely to get pneumonia [9]. Similarly, Santibanez and col-
leagues reported that among unvaccinated patients, 22 % re-
ported that an important reason they had never gotten the
pneumonia shot was due to the belief they were not likely to
contract pneumonia [7]. As noted, many theories, including
the Health Belief Model and Extended Parallel Process Mod-
el, identify perceived susceptibility as an important predictor
of behavior [15–18]. Messages to ensure individuals under-
stand both their risk of contracting pneumonia as well as their
likelihood of experiencing consequences, such as invasive
pneumococcal disease (bacteremia or meningitis), and in-
creased fatality rates of these diseases due to their age are
needed. Our data of vaccine refusers reporting low perceived
susceptibility, and thus a decreased likelihood to see the need
for PPSV23, are consistent with these behavioral models, and
suggest that attention to the need to convey the risk of pneu-
monia and its consequences should be included in vaccine
recommendations.

This study has several limitations, including limited gener-
alizability due to a small sample of primarily well-educated
females recruited from a single site. Our study response rate
was less than 50 % and we have no data about non-respon-
dents. Additional research in other settings is necessary to be
able to describe valid and reliable reasons for older black
patients’ refusal of vaccinations. The study authors are also
unable to make comparisons between other race/ethnicities as
the interviews only occurred with black patients. However,
despite these limitations the study contributes insights into
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patients’ thoughts and concerns regarding PPSV23 and is one
of the first to describe differences in patient attitudes between
childhood and adulthood vaccines, in particular among pa-
tients with a documented refusal for an adult vaccination.
These data can help inform the design of patient messages
about PPSV23 by providing rationales that incorporate pa-
tients’ own words while also addressing salient concerns and
encouraging the critical need for vaccination across the
lifespan.

The results provide critical information on multiple ele-
ments that may be effective when communicating the impor-
tance of pneumococcal vaccination to black seniors. As par-
ticipants reported low levels of susceptibility to pneumonia,

even while recognizing the potential severity of the disease,
PPSV23 patient education messages and provider recommen-
dations may need to include a specific focus on personal sus-
ceptibility, as often advised by multiple behavioral theories
[15–18]. Additionally, as participants indicated more favor-
able perceptions of childhood than adult vaccinations, use of
the persuasive principles of commitment and consistency in
health messages should be explored, for example, by
highlighting the importance of vaccination across the lifespan
[20]. Reminding patients of vaccines theymight have received
as a child or highlighting the safety and importance of child-
hood vaccines could encourage associating these more posi-
tive beliefs with adult vaccines (not just PPSV23) which may

Table 5 Qualitative barriers and
reasons for non-receipt or refusal
of pneumococcal vaccination

Sub-category Illustrative quotes

Fear of vaccination I think the shot is as dangerous as the disease itself

Well, I don’t like putting a virus into me that I don’t
have in order to keep me from getting it.

Refusal of all vaccinations Not keen on injections period, pneumonia or any of that,
if I can avoid it and not absolutely necessary then just
don’t want them.

Never gotten them and I don’t want them

Concern about side effects/previous
bad reactions to vaccination

I just feel like with the pneumonia shot it’s like with anything
else, taking medicine when you’re not sick is really sick.
You know to me. That’s the only reason why I would not
take the pneumonia shot. I had a flu shot many, many
years ago and I was so sick…

Just feel that it would make me sick, no use in getting it and
then turn around and be sick. Two people I’ve known
that had the shot said they got the shot and they felt like
they had the pneumonia

Mistrust of vaccines/medical system Don’t feel it’s necessary. It’s just like… people or doctors
feel that it is necessary to get the flu shot and I don’t
agree with that. To me it’s pharmaceutical and another
form of pharmacies making money.

Don’t care for vaccines and such (no problems with children getting
them, hadn’t read anywhere where it was
detrimental to health but beneficial) Being a part of t
he African/African American culture, can’t get out of
mind about the Tuskegee Airman/project. Really opened
eyes to some of the devious things that go on in this
country and that are still going on. Very apprehensive
about injecting ANYTHING into my body such as a
vaccine for some type of preventative measures

Lack of perceived susceptibility
as related to necessity of
pneumococcal vaccine

I decided because I’m not exposed a lot. I’m in the house
most of the time. My immune system is pretty good. I don’t
get respiratory issues, respiratory diseases like cold or flu,
that king of thing. I have a cold or respiratory condition
maybe not even every year. Basically, I decided because I
have, I think I have a good immune system as far as
respiratory problems are concerned. Oh, and everything h
as side effects.

One reason is because, in my family history, nobody has
ever had pneumonia, and I feel like that I would
probably never have it either.
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lead to adults retaining a consistently more positive attitude
toward vaccines. Participants endorsed many health behaviors
they undertake to protect their health. Explicit recognition of
these behaviors, paired with the presentation of vaccination as
another relevant health behavior, also could be leveraged
using principles of commitment and consistency to encourage
vaccination. Specifically, placing vaccination in the context of
other preventive wellness behaviors that individuals may al-
ready be undertaking, such as healthy eating and cancer
screenings, could serve to frame vaccination as just another
way that people consistently maximize health.
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