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Abstract

The incidence of vaccine preventable illnesses is increasing in the United States.
Negative attitudes towards vaccinations, or vaccine hesitancy is fueling the decreasing
vaccination rates. Ascertaining the level of vaccine hesitancy in susceptible populations is
essential in combatting the rise of vaccine preventable illnesses in the United States. Very little
research has previously been compiled on vaccine attitudes in Slavic immigrants. Slavic
immigrants identify racially as “white” on surveys, masking differences in the Slavic population
from the much larger Caucasian population in the United States.

In order to better understand the level of vaccine hesitancy in the Minnesota Slavic
immigrant population, the researchers dispensed the Parental Attitudes on Childhood
Vaccinations (PACV) survey at a Ukrainian church. The PACV has been validated to accurately
measure vaccine hesitancy. Participants that indicated on the survey that they were born in a
Slavic country were included in the final data collection.

Surveys revealed a high level of vaccine hesitancy in the Minnesota Slavic immigrant
population. The average PACV score of the Minnesota Slavic immigrants was compared to the
average PACYV score of the populations of three other research studies that had also used the
PACYV survey. The Minnesota Slavic immigrant population reported a significantly higher level

of vaccine hesitancy than any of the three other populations that had taken the PACV survey.
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Chapter 1 : Introduction

Introduction

Preventative care measures, such as the use of vaccinations, rely on the compliance of the
general population (The College of Physicians of Philadelphia [CPP], 2016). Unfortunately,
vaccination effort is often resisted for a variety of reasons. Four common reasons for resistance
against vaccines are as follows: anecdotal evidence against vaccinations, cultural and
communication barriers, religious beliefs, and doubts in their safety and efficacy (CPP, 2016).

As the population in Minnesota grows, the risk for communicable disease increases.
Compliance with vaccination programs in Minnesota is key to keeping the general population
healthy (CPP, 2016). In order to combat misinformation on vaccines, locating which
communities are at risk of widespread vaccination refusal is necessary. Currently, the ever-
growing Slavic community in Minnesota has little known about them regarding their overall
opinion on vaccinations (The Minneapolis Foundation [TMF], 2004). The lack of knowledge
within the Minnesota Slavic population is largely due to this immigrant population’s official
categorization as “white” (TMF, 2004). Examining the vaccine hesitancy rate within this
particular population in Minnesota will open the doors to further understanding and research on
similar Slavic communities throughout America.
Background Information

Overestimating the effect vaccines have had on global healthcare is difficult. According
to a study by the John Hopkins Bloomberg School of Public Health (2016), for every $1 spent on
vaccinations, $44 is acquired in net gain. The money saved by vaccines comes both from the
avoided treatment costs, and the negative impact that illness in the population has on the

economy (John Hopkins Bloomberg School of Public Health, 2016). Moreover, due to the
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person-to-person mode of transmission employed by the vast majority of vaccine-preventable
illnesses, a phenomenon known as “community immunity is documented (National Institute of
Allergy and Infectious Diseases [NIAID], 2016, para. 2). In community immunity, if a high
percentage of individuals in a population are vaccinated against a given pathogen, even the
unvaccinated are protected (NIAID, 2016). This protection against communicable diseases
extends to persons who cannot receive a vaccine due to an immunocompromised status, or other
reasons that might make someone ineligible to receive vaccinations (NIAID, 2016).

The benefits of community immunity are only enjoyed by the population if a very high
percentage of the group, typically 95-97%, receive the vaccinations (CPP, 2016). The local,
state, and national government must decide whether receiving vaccinations should be a
mandatory protocol, or if each citizen is allowed to make an individual choice, and may refuse
vaccination if they desire (CPP, 2016). In the United States, the history of vaccine refusal dates
back to 1905, with a lawsuit protesting the smallpox vaccine (Parmet, 2005). The most common
reasons for refusal can be broken down into three categories: individual agency, religious beliefs,
and lack of trust in authorities (CPP, 2016).

According to CPP (2016), individual agency refers to each person’s right to decide what
goes into his or her own body, including medications. This value of individual agency is held in
especially high esteem in the United State of America, where individual freedom is a cherished
right. However, a problem arises when the health and welfare of society suffers due to poor
choices by some of its members, as is the case with refusals to vaccinate against communicable
diseases (CPP, 2016). In the first lawsuit against forced vaccinations, the request to not be
vaccinated against smallpox was denied, due to the high concern over the deadly spread of

smallpox to those with weakened immunities (Parmet, 2005). In that original case of
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noncompliance in receiving the smallpox vaccine, the interests of society trumped the right of
the individual to refuse medical interventions (Parmet, 2005).

Religious beliefs are another powerful reason for many to avoid vaccinations (CPP,
2016). The development process of some vaccines has used tissue acquired from aborted fetuses,
causing some groups to avoid using these vaccines whenever possible (Luno, 2006). Others
refuse medications in general on the grounds that they are “unnatural,” and full of unknown
chemicals or animal products that should not be enveloped into the body (CPP, 2016). Men and
women who hold religious beliefs that cause them to refuse vaccinations are of special concern,
as they tend to cluster together in small communities (CPP, 2016). Clustering of unvaccinated
individuals can result in a large-scale, uncontrolled outbreak among a population that is all
vulnerable to the same disease (CPP, 2016).

Lack of trust in authorities is the third and final most common reason for vaccine refusal
(CPP, 2016). The people pressuring society hardest to vaccinate tend to be among the most
highly educated, wealthy, and powerful, such as healthcare professionals and those in
government positions (CPP, 2016). The sponsorship of vaccines by the privileged can result in
mistrust by the poor, less educated members of the community who may view vaccines as a
conspiracy created by a corrupt government (Reyes & Curry-Stevens, 2015).

According to the Minnesota Department of Health [MDH] (2016), three populations have
been identified as “at risk™ for lack of sufficient health care: persons with medical limitations,
persons with functional independence limitations, and persons with communication limitations.
Individuals with medical limitations are at risk of developing complications due to an underlying

medical condition, such as dialysis, an open wound, or reliance on suction (MDH, 2016). Many
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of the medically limited do not possess the ability to care for themselves alone, and do not have a
caregiver, further increasing their risk of insufficient healthcare (MDH, 2016).

People with functional independence limitations are at risk for decreased access to
healthcare due to either mobility or psychiatric conditions (U.S. Department of Health & Human
Services [HHS], 2016). Those people with functional independence limitations include
wheelchair users, people with Alzheimer’s disease, and people with debilitating psychiatric
illnesses, such as depression, anxiety, and mood disorders (HHS, 2016). Individuals with
functional independence limitations are more likely to have complicated medical needs, and less
likely to have access to healthcare, particularly if they have limited family/friend/healthcare
personnel support or resources (MDH, 2016).

The third at risk group identified consists of those with communication limitations
(MDH, 2016). Those people with communication limitations includes persons with a language or
culture barrier, and individuals such as an elderly patient with decreased hearing who experience
difficulty exchanging information (HHS, 2016). People with communication limitations are less
likely to access healthcare due to a lack of comfortability and trust in the healthcare system
(MDH, 2016). Those people with communication limitations are also less likely to be able to
enact the medical regimen they are prescribed, as a consequence of inadequate understanding
(HHS, 2016).

Minnesota is well-known as an immigrant-friendly state, particularly to Hispanics,
Somalians, Hmong, Indians, and Slavic (TMF, 2004). A primary reason these immigrant
populations have traveled to Minnesota is the attractiveness of the existing support structure that
exists for individuals from these backgrounds. This support structure includes increased

awareness and resources within healthcare (TMF, 2004). Translators are more available within



14

the hospitals and clinics for those speaking Spanish, Somali, Hmong, Hindi, and Russian, and
clinics are built with these communities in mind.

Although each group faces unique problems when navigating the Minnesota health
system, the Slavics are particularly at risk for communication limitations and unidentified
disagreements with American practitioners regarding medical care (TMF, 2004). Slavics are at
high risk of facing communication barriers because they are identified by the United States
government as white, and oftentimes are not categorized as a distinct group from Caucasians
(TMF, 2004). Because they are combined with all persons of Western European descent in
government surveys, the Slavs tend to receive inadequate language and cultural translation
assistance (TMF, 2004). However, despite their appearance and government identification as
white, Slavs themselves report feeling very separate from the Caucasians of Minnesota (TMF,
2004). Slavs hold a strong desire to protect and preserve their own cultural heritage, including
the Slavic languages, just like any other immigrant population (TMF, 2004). The end result is the
Slavs hold many beliefs, including beliefs on medical practices that are very different from the
majority of Caucasians (TMF, 2004). However, these differences between Slavic and non-Slavic
beliefs are often not reflected in surveys, as Slavs select “white” as their identifying race, and
they are not great enough in number to significantly impact the trend-line in the survey outcome
(TMF, 2004).

Problem Statement

The health of our nation is an ongoing struggle, but a struggle in which our country has
been slowly gaining traction (CPP, 2016). Diseases that once plagued the nation years ago do not
surface in our general population today. The CPP (2016) attributes this successful eradication of

many serious infections to vaccines, but also notes that vaccines have also long been the subject
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of various ethical controversies. Identifying the populations that are most likely to refuse
vaccines, and the underlying beliefs that motivate this behavior of vaccine rejection, can greatly
strengthen the health of the American population (CPP, 2016).

Minnesota has a rich multi-cultural population, including many immigrant groups from
Asia, Africa, South America, and Europe. Previous studies have found that immigrant
subpopulations tend to have lower overall vaccination rates than the non-immigrant population
(MDH, 2016). However, within this important work of recording immigrant vaccination beliefs,
a knowledge gap is noted in one of Minnesota’s largest immigrant populations: Slavic
immigrants (TMF, 2004). Studies have not yet been published on the rate of vaccine hesitancy in
Minnesota’s Slavic immigrant population. Furthermore, a study executed in Washington State
found that the Slavic immigrant population is especially susceptible to low vaccination rates
(Wolf, Rowhani-Rahbar, Tasslimi, Matheson, & DeBolt, 2016). Therefore, surveying the Slavic
immigrant population in Minnesota on vaccine hesitancy is imperative.
Purpose

The purpose of this study was to use survey methods to obtain data on the Minnesota
Slavic immigrant population’s level of vaccine hesitancy, and explore how likely Slavic
immigrants in Minnesota were to vaccinate, when compared with other populations. This
research on Slavic vaccine hesitancy levels was important to identify a population potentially at
risk for under-vaccination, as well as for overall community immunity in the Minnesota
population, which depends on high levels of compliance.
Significance of the Problem

According to the CPP (2016), “Unvaccinated individuals pose risks to children or people

with medical contraindications who can’t be vaccinated, as well as vaccinated individuals
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(vaccines are not 100% effective)” (para. 4). The only way to protect these unvaccinated or
ineffectively vaccinated individuals, is to keep them from coming into contact with anyone
carrying the preventable disease (Centers for Disease Control and Prevention [CDC], 2014b).
Disease outbreaks can occur with even a single infected individual, as he or she enters a
community and begins to infect others who are not immune to the infection (CDC, 2014b). A
person who has not received any of the vaccinations given in the United States leaves themselves
vulnerable to a plethora of diseases that have historically killed a significant percentage of
populations (CPP, 2016). An unvaccinated person is not only risking his or her own health, but
also the health of many others (CPP, 2016). One unvaccinated person is potentially infecting
everyone he or she comes in contact with, including those who were not able to get the vaccine
or did not have an effective immune response (CDC, 2014Db).

“Vaccines are responsible for many global public health successes, such as the
eradication of smallpox and significant reductions in other serious infections like polio and
measles” (CPP, 2016, para. 1). Certain diseases against which vaccines have been created, have
been entirely eliminated in the United States, but still have a presence in other parts of the world
(PublicHealth, 2016). Vaccines provide a barrier against these preventable diseases, but if this
barrier is penetrated, these diseases could reappear in the United States (CPP, 2016). Immigrants
provide a means for communicable diseases to penetrate the protection established through years
of careful vaccination (CDC, 2014b). The CDC (2014b) states that, “disease rates are low in the
United States today. But if we let ourselves become vulnerable by not vaccinating, a case that
could touch off an outbreak of some disease that is currently under control is just a plane ride
away” (para. 4). If an immigrant is infected in his or her country of birth and then travels to the

United States, that disease has the potential to infect vulnerable people (CDC, 2014b).
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An unvaccinated individual will come in contact with many people in a typical day,
particularly if he or she travels through a highly trafficked public area, such as a supermarket or
school (CDC, 2014b). An unvaccinated individual is posing a risk to everyone with whom he or
she is in close proximity (CDC, 2014b). Unvaccinated individuals are especially dangerous to
individuals who were not able to get vaccinated due to contraindications and those who did not
have a successful immune response from the vaccine (CDC, 2014b). If individuals who do not
want to get vaccinated or have their children vaccinated can be identified, then the particular
reasons for that vaccine hesitancy can be more effectively addressed. Through specific targeting
of vaccine hesitant populations with information that matches each population’s unique
concerns, the gap between the actual and ideal vaccination rate within the United States
population can eventually be closed. With this goal of 100% vaccination coverage in mind,
conducting specific research studies on the vaccine hesitancy level in unique populations such as
the Slavic population of Minnesota is necessary.

Research Questions
Given the lack of vaccination information on Minnesota’s Slavic community, the researchers
posed the following questions:
1. What was the vaccine hesitancy level of the Slavic immigrant community in Minnesota?
2. How did the vaccine hesitancy level of the Slavic immigrant community compare to
other non-Slavic populations when compared to in previous research?
Definitions of Terms

The following are definitions for important terms found throughout this study:

Community immunity: synonymous with herd immunity; a state in which the majority of the

community has been vaccinated, thus protecting individuals who have not been vaccinated or
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who cannot get vaccinated, due to the limited opportunity for disease outbreak (PublicHealth,
2016).

Compliance: the action of following through with a request or guideline. In the case of this
research proposal this means the act of receiving government and medical provider
recommended vaccinations (CPP, 2016).

Eradication: the process of removing a disease throughout the world permanently. An example of
this is smallpox, which was eradicated in 1980 (CPP, 2016).

Elimination: the process of reducing the incidence of a specific disease in a population to zero
(CPP, 2016). Many diseases have been successfully eliminated in the United States by vaccines,
but have not been successfully eliminated throughout the world (CPP, 2016). Elimination is only
permanent if achieved worldwide (CPP, 2016).

Immunization: synonymous with vaccination. See vaccination.

Slavic Community: a community of immigrants from East Europe and Northwest Asia, including
Belarus, Bulgaria, Czech, Poland, Serbia, Croatia, Slovenia, Russia, Ukraine, Slovakia,
Macedonia, and Montenegro, who speak an Indo-European language.

Slavic Immigrant: for the purpose of this research proposal, “Slavic immigrant” includes any
first generation immigrant from a Slavic country who can read and fill out a survey in either
English or Russian.

Vaccination: abbreviated to vaccine, synonymous with immunization. A vaccination is a product
created for a specific disease that produces an immune response to that disease after being
introduced into the body (CDC, 2014a). Typically, a vaccination is a weakened version of the
pathogen that is unable to cause infection, but is recognizable to the body (CDC, 2014a). Most

often the vaccine is transmitted through needle injection but can also be a nasal spray or taken
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orally (CDC, 2014a). The term “vaccination” can also refer to the action of administering this
product.

Vaccine hesitancy: apprehension to vaccines, resulting in a reluctance or refusal to receive
vaccinations. A low PACV score correlates with an increased rate of vaccine hesitancy according
to the studies done in Washington State and Tennessee using the PACV (Opel, et al., 2013;
Williams, et al., 2015).

Summary

Vaccinations play an important role in strengthening communities by preventing
outbreaks and protecting the vulnerable through community immunity (CPP, 2016). Community
immunity is fragile and breaks down if high vaccination rates (95-97%) are not maintained (CPP,
2016). The Slavic population in Minnesota is growing, many of whom may be at risk for under-
vaccination due to cultural and communication barriers (TMF, 2004).

Chapter 2 contains three major elements: first, a review of the role of vaccinations and
community immunity in public health; second, a summary of the existing research findings on
vaccination rates and attitudes among immigrants; third, a summary of the research conducted on
vaccination rates and attitudes specifically in Slavic immigrants. The purpose of chapter 2 is to
evaluate what the existing literature has found regarding the tendency of Slavic immigrants to
follow vaccination recommendations, and determine existing attitudes about vaccines.
Additionally, Chapter 2 summarizes existing literature about Slavic immigrant knowledge of
vaccine safety, efficacy, and importance and Chapter 3 will cover the methodology behind the

study and the data collection.
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Chapter 2: Literature Review
Introduction

Current research shows that the Slavic population is an ever growing community in
Minnesota (Hirsi, 2016). Research conducted in the Portland, Oregon area revealed that many in
the Slavic community hold negative opinions about vaccinations (Wolf et al., 2016). However, a
lack of available information on the vaccine hesitancy level of the Minnesota Slavic population,
and the underlying assumptions and experiences that have shaped the views of this community.
Because effective community immunity requires participation from all population sub-groups,
and can be addressed through community outreach, identifying the vaccine hesitancy within the
Minnesota Slavic population is important (CPP, 2016). This chapter will address this first step of
exploring the vaccine hesitancy level of the Slavic community in Minnesota.

The first portion of this chapter defines a vaccine, how the introduction of vaccines
affected certain diseases, and the dangers associated with an under-vaccinated population. The
second part of this chapter examines the views immigrants hold on vaccinations: first broadly,
and then with a specific focus on the Slavic population.

The Benefits of Vaccines

A vaccine is any substance that triggers the immune response to build protective
immunity against a communicable disease, but does not actually cause the disease (CDC, 2014a).
Vaccines can be given through a number of different ways, although most commonly they are
administered with sterile needles and syringes into the muscle (CDC, 2014a). Vaccines are
extremely cost effective, as they are relatively inexpensive, yet a single dose can provide lifelong
immunity (although some require boosters) from a devastating disease (World Health

Organization [WHO], 2016a). Furthermore, because persons receiving a vaccine do not need to
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undergo lifestyle modification, vaccines are accessible to every population subset, given local
and government cooperation (WHO, 2016a). According to the WHO (2016a), “Immunization is
a proven tool for controlling and eliminating life-threatening infectious diseases, and is estimated
to avert between 2 and 3 million deaths each year” (para. 2).

The WHO estimates vaccines could potentially prevent 1.5 million more deaths each year
if worldwide vaccination rates increased (WHO, 2016b). Complete eradication of infectious
diseases is now possible because of vaccines, as smallpox was eradicated in 1980 (Maurice,
2015). However, many factors, including patient and parent vaccination refusal, as well as lack
of supplies in many locations, stand in the way of the health goal of complete eradication (CDC,
2014c). Until a disease is completely eradicated worldwide, lowered rates of vaccination at any
time and in any place, can cause an epidemic (CDC, 2014c).

Diseases and the Introduction of Vaccines

Diseases that plagued the United States in the past are no longer common or threatening
to the American people (Roser, 2016). This dramatic decrease in disease is due to the fact that
vaccines have almost eliminated twenty diseases from the United States (CPP, 2016). Below is a
list of the twenty diseases against which a vaccine has been formulated (CPP, 2016):

Diphtheria is a disease caused by Corynebacterium diphtheriae bacteria, and is
transmitted from person to person by respiratory droplets (CDC, 2016). C. diphtheriae affects the
throat and may eventually cause the development of a thick grey pseudomembrane, which can
cause asphyxiation (CDC, 2016).

Haemophilus influenzae Type B (Hib) is a bacterium that mostly infects children, and can

cause a multitude of diseases, including meningitis, pneumonia, and epiglottitis (CPP, 2016).
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Hepatitis A (Hep A) and Hepatitis B (Hep B) are both viruses that cause an infection of

the liver (CPP, 2016). Hepatitis A is transmitted via the fecal-oral route, and Hepatitis B is
transmitted through contact with bodily fluids (CPP, 2016).

Human Papillomavirus (HPV) causes cervical cancer and anogenital warts (CPP, 2016).
HPYV is sexually transmitted (CPP, 2016).

Influenza is a virus that causes a respiratory infection, and is commonly referred to as the
“flu” (CPP, 2016). The influenza virus is transmitted from person to person via respiratory
droplets (CPP, 2016).

Measles, also known as Rubeola, is a virus from the paramyxovirus family, and lives in
the nose and throats of the infected individual (WHO, 2017a). Measles is highly contagious and
transmitted by respiratory droplets via person to person (WHO, 2017a).

Meningitis is caused by the bacteria Neisseria meningitidis, and is spread by direct
contact or by respiratory droplets (CPP, 2016). Common symptoms of meningitis include fever,
headache, confusion and stiff neck (CPP, 2016).

Mumps is caused by the Paramyxovirus, and is transmitted via respiratory droplets (CPP,
2016). The most distinguishable symptom of Mumps is swelling of the salivary glands below the
ear (CPP, 2016).

Pertussis is caused by the Bordetella pertussis bacterium, and transmitted via respiratory
droplets (CPP, 2016). Pertussis causes an inflammation of the respiratory tract, commonly
known as whooping cough (CPP, 2016).

Pneumococcal disease, caused by the bacteria Streptococcus pneumoniae, is a common

childhood illness (CPP, 2016). S. pneumoniae colonizes the noses and throats of the infected
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individual, and may or may not cause symptoms, allowing for infection to be spread through
asymptomatic carriers (CPP, 2016).

Polio, the common name for poliomyelitis, is caused by a virus in the Enterovirus genus
(CPP, 2016). Polio is typically asymptomatic or presents as a mild respiratory or gastrointestinal
infection, but in less common instances can cause paralysis (CPP, 2016).

Rotavirus is transmitted via the fecal-oral route, and causes diarrhea, resulting in severe
dehydration in infants and children (CDC, 2015a).

Rubella is caused by the Rubivirus, which is transmitted through respiratory droplets, and
causes a full body rash after 2 weeks of exposure (CPP, 2016).

Shingles is caused by the Varicella zoster virus, which also is the causative agent in
chickenpox (CPP, 2016). Shingles typically occurs in the sixth decade of life, and presents as
severe pain and a subsequent rash, that occupies a dermatome (CPP, 2016).

Tetanus is caused by the spores of the bacteria Clostridium tetani, and typically enters the
body through an injury to the skin, then infects the nervous system causing painful muscle
spasms and death if untreated (CPP, 2016).

Tuberculosis, caused by the bacteria Mycobacterium tuberculosis, is spread via
respiratory droplets (WHO, 2017b). Tuberculosis can cause an active infection, manifesting as a
bloody cough, or the bacteria can lay dormant in a host, showing no symptoms until reactivation
during times of immunosuppression (WHO, 2017b).

Typhoid Fever, caused by the bacteria Salmonella typhi, is spread through contaminated
water and presents as a high fever (CPP, 2016).

Varicella, commonly known as chickenpox, is caused by the Varicella zoster virus, which

is also the causative agent in shingles (CDC, 2015a). Chickenpox is transmitted via respiratory
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droplets, and tends to infect young children (CDC, 2015a). The varicella vaccine is a live
vaccine, and thus the virus is weakened and unable to cause disease in a healthy immune system
(CDC, 2015b).

Yellow Fever, caused by a virus from the family Flaviviridae, is transmitted to people
from infected mosquitoes (CPP, 2016). Yellow fever causes fevers, jaundice, and hemorrhage
leading to shock and multisystem failure in severe cases (CPP, 2016).

According to the book, Our World in Data, the presence of the 20 diseases listed
previously has greatly decreased since the advent of the vaccines formulated against them
(Roser, 2016). For example, in the United States, diphtheria had a 100 percent reduction in cases
after the introduction of the vaccine, which occurred in the 1920’s (Roser, 2016). Before the
diphtheria vaccine was introduced, an average of 21,053 cases were reported annually in the
United States, 1,822 of which resulted in death (Roser, 2016). Similarly, the number of polio
cases in the United States was reduced by 100 percent, after the introduction of the vaccine in
1955 (Roser, 2016). Before the polio vaccine, there was an annual average of 19,794 cases of
acute polio per year in the United States, with 7% per year resulting in death, and an annual
average of 16,316 cases of paralytic polio, with 12% per year resulting in death (Roser, 2016).
According to the CDC (2014b), measles also affected “nearly everyone in the U.S...before there
was a vaccine, and hundreds died from it each year” (para. 1). After widespread implementation
of the measles vaccine, the United States reported the annual average of measles cases declined
by 99.9% (Roser, 2016). This steep reduction in reported cases of the 20 previously listed
diseases after vaccine implementation, is a common trend, with most vaccine-preventable

diseases showing a case decrease in the upper 90th percentile (Roser, 2016).
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In the United States, where vaccines are readily available and actively promoted, the
decrease in annually reported cases of these vaccine preventable diseases is particularly high
(CDC, 2016). However, in many countries with fewer healthcare resources, regular community
outbreaks of vaccine preventable diseases still occur, this is linked to low vaccination rates
(CDC, 2016). According to the CDC (2016) in 2014, 7,321 new cases of diphtheria were
documented in developing countries, as well as many other unreported cases. Diphtheria is still
endemic in developing areas, such as the Caribbean, Latin America, Eastern Europe, Southeast
Asia, and Africa (CDC, 2014b). Polio, while entirely eliminated from the U.S. since 1979,
continues to cause paralysis in children every year in Africa (CDC, 2014b). Measles outbreaks
occurred in 2011 in the Pacific Islands, Asia, Africa, and Europe, with more than 35,000 newly
reported measles cases (CDC, 2014b). The burden of these vaccine preventable diseases falls
almost exclusively on developing countries, as they do not have the means or finances to
administer the vaccine to the general population (Roser, 2016).

Vaccines have significantly reduced the number of annual cases of communicable
diseases reported in the United States, and have begun to slowly extend this decrease throughout
the world, as countries industrialize (Roser, 2016). The WHO (2016c¢) considers smallpox “one
of the world’s most devastating diseases known to humanity” (para. 1). However, as a result of
the smallpox vaccine introduced in 1796 by Edward Jenner, smallpox was eradicated throughout
the world in 1980 (WHO, 2016c). The elimination of smallpox was a global effort, in which each
country strove to achieve 80 percent vaccine coverage (WHO, 2016¢). This campaign to end
smallpox began in 1966 and lasted until 1977 (WHO, 2016¢). By 1980 the goal of worldwide
eradication was met, and smallpox became the first and only disease to be permanently ended

through the application of vaccines (WHO, 2016c).
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The Risk of Under-vaccination

As stated in the previous section, vaccine preventable diseases have not disappeared,
except for smallpox (CPP, 2016). Vaccine preventable diseases may not be reported in the U.S.
but they are still a problem in developing countries (CDC, 2016). According to the CDC (2014b)
in 2011, “90% of measles cases in the U.S. were associated with cases imported from another
country” (para. 3). The U.S. has been spared from a nationwide outbreak because the majority of
Americans have been vaccinated against measles (CDC, 2014b). Clearly, the United States
population is still being exposed to a plethora of vaccine preventable diseases on a daily basis,
largely due to travelers or immigrants entering the country (CDC, 2014b).

According to the NIAID (2016), “when a critical portion of a community is vaccinated
against a contagious disease...there is little opportunity for an outbreak™ (para. 1). If an
individual has been vaccinated against a particular disease, the risk of contracting that disease is
minimal, and the threat of spreading that disease to others is eliminated (NIAID, 2016). The idea
of having the majority vaccinated is known as community immunity, where the vaccinated
community effectively provides a type of immunity to those who could not get vaccinated
(NIAID, 2016). This protection of community immunity occurs because the contagious disease,
which propagates and spreads from person to person, is unable to establish enough active
infections within a population to effectively spread through a community (NIAID, 2016).
Community immunity relies on a vast majority of the population being vaccinated, and if this
majority does not receive vaccinations, then an outbreak of a vaccine preventable disease can
occur (NIAID, 2016). One case of the measles in a community under-vaccinated against measles

is all it takes to put the entire local population at risk of an epidemic (NIAID, 2016).
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Vaccination Rate in the General Population

In order to combat the risk an under-vaccinated population poses to all of society, it is
imperative that persons who are less likely to vaccinate themselves or their children can be
identified (NIAID, 2016). One effective means to detect high levels of vaccine hesitancy in
parents is the use of screening tools (Opel, et al., 2013). The Parent Attitudes About Childhood
Vaccines survey (PACV) is a survey that was validated in 2013, and showed an ability to
reliably predict childhood immunization status (Opel, et al., 2013). In the original PACV
validation study, parents who received higher scores on the PACV were significantly less likely
to have vaccinated their children at the time of the follow up survey 8 weeks later (Opel, et al.,
2013). The first study was conducted in the state of Washington and included 437 parents (Opel,
et al., 2013). The surveys taken by the parents were given a score of 0-100, with 100 signifying
complete vaccine hesitancy, and the mean score was found to be 28.5 (Opel, et al., 2013).

A follow up study in the state of Tennessee, with a sample size of 158, found that the
PACYV successfully predicted which parents would immunize their children at older ages than the
recommended childhood vaccine schedule (Williams, et al., 2015).. A third study using the
PACYV was conducted in two pediatric clinic in the state of Arizona, and had 158 participants,
with a mean adjusted PACV score of 19.65 (Eby, 2017). The PACV was utilized as a method to
risk stratify parents of young children, and identify the group of parents most likely to benefit
from extra education on the benefits and side effects of vaccines (Eby, 2017). Through the
PACYV, the vaccine hesitancy rate in any population can be quantified and compared with other
populations, providing insight into the risks posed by vaccine preventable diseases in a particular

area of the world (Opel, et al., 2013).
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Immigrants to the United States

In 2014, the United States accepted 1.3 million foreign-born individuals into the country
(Zong & Batalova, 2016). According to the Migration Policy Institute, the U.S. population in
2014 consisted of 81 million immigrants and their U.S. born children, which accounted for 26
percent of the total U.S. population (Zong & Batalova, 2016). In addition, the United States
houses a significant number of undocumented immigrants who are not included in government
statistics (Zong & Batalova, 2016).

Minnesota had a population of 404,819 foreign-born individuals in 2014, who
collectively have 177,463 U.S. born children (Wilder Research, 2016). One large immigrant
group entering Minnesota is the Slavic population (Hirsi, 2016). Overall, the Slavic population in
Minnesota is estimated to be as large as 60,000 people, both foreign and U.S.-born (Hirsi, 2016).
The primary language of Slavics, Russian, is the 5™ most spoken foreign language in Minnesota.
(Wilder Research, 2010). To put this into perspective: of those who primarily speak a foreign
language at home, 40% speak Spanish, 26% speak Hmong, 11% speak Somali, 4% speak
Vietnamese, and 3% speak Russian. (Wilder Research, 2010). This study will focus on the Slavic
immigrant population.

The Vaccination History of Ukraine

The vast majority of the Slavic immigrants in Minnesota come from the former Soviet
Union, having traveled to the United States in several waves (Hirsi, 2016). “One group arrived in
the 1970s, another in the 1980s, and a large group came after the Soviet Union collapsed in
19917 (Hirsi, 2016, para. 11). In order to understand the behavior and beliefs of these Minnesota-
dwelling Slavic immigrants a person should look at the current experiences of their counterparts

who did not emigrate, but in remained Eastern Europe (Hirsi, 2016). Of particular interest are the
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Slavs living in Ukraine, where plummeting vaccination rates have allowed for outbreaks of
vaccine preventable diseases that had previously been entirely removed from the country (WHO,
2016b).

The fear of a vaccine preventable epidemic occurring due to lowered vaccination rates in
a population was realized in Ukraine in the past decade (WHO, 2016b). Ukraine has a complex
past and present political history, beginning with years of abuse from Soviet-era policies, and
continuing to the present day with the current annexation of Crimea by Russia. The effects of
political instability on vaccination rates has been dramatic in Ukraine (The United Nations
Children’s Fund [UNICEF], 2013). In 2005 and 2006 the vaccination rates for measles and
rubella in Ukraine were 93%, below the 95% threshold needed to avoid the spread of measles
and rubella, and the result was 46,000 reported cases with 4 deaths (Bazylevych, 2011).
According to Bazylevych (2011), the decrease in effective community immunity against measles
and other vaccine preventable illnesses is “linked to Soviet immunization policies and practices”
(para. 1).

Ukraine again made headlines in the summer of 2011, when two cases of paralysis
caused by poliovirus occurred, raising global concern over the vaccination rates in this country,
particular that of polio (WHO, 2016b). In 2014, the percentage of the population vaccinated
against polio was 95% in Europe, which is the minimum threshold required to keep community
immunity intact against polio (Bagcchi, 2015). In Ukraine in 2014, the percentage of the people
vaccinated against polio was 50%, and only 14% for those under one year old (Bagcchi, 2015).
UNICEEF (2013) has collected data on the national vaccination coverage rates in Ukraine in the
years 1995, 2000, and 2005-2011. Vaccination coverage in Ukraine of diphtheria-tetanus-

pertussis (DTP3), hepatitis B (HepB3), meningococcal (MCV), and polio (Pol3), while close to
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100% from 1995-2006, began to fall rapidly over the next five years (UNICEF, 2013). UNICEF

(2016) found from 2006 to 2015, the percentage of the Ukrainian population receiving the DTP3
vaccine dropped from 98% to 23%, HepB3 from 96% to 22%, MCV from 98% to 56%, and Pol3
from 99% to 45%.

The explanation for the extreme decline in vaccine coverage in Ukraine is complex and
multilayered (Bazylevych, 2011). Dr. Bazylevych is a professor at Luther College in Decorah,
Iowa (Luther College, 2016). She is an expert in the field of medical anthropology with a special
interest in post-socialist environments (Luther College, 2016). In 2007-2008, Dr. Bazylevych
traveled to central and western Ukraine, and collected 150 interviews with medical providers,
conducted in Russian or Ukrainian (Bazylevych, 2011). The interviews with Ukrainian providers
collectively revealed key insights that help explain the alarming decline in vaccination coverage
in Ukraine (Bazylevych, 2011).

Socialism, the ideology behind the Soviet Union, was highly concerned with the well-
being of the general population. Freedom from disease was one of the greatest goals of Socialism
and preventive health was seen as the road to this end (Bazylevych, 2011). Vaccinations aligned
perfectly with the Soviet belief that the group should be considered above the individual at all
times, even if coercion and manipulation was necessary to secure the health of the working class
(Bazylevych, 2011). “As early as 1919, the Commissariat of Public Health initiated mass
vaccination against smallpox, tuberculosis in late 1930s, diphtheria (1940), pertussis (1955),
polio (1956), and measles and mumps (1970)” (Bazylevych, 2011, para. 10). Although the Soviet
Union dissolved in 1991, the healthcare model set up by the Soviet regime, in which the
government makes healthcare decisions for the people, and pays for that healthcare, has

remained (Bazylevych, 2011). According to Bazylevych (2011, para. 14), “The Constitution of
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Ukraine dictates that the state has a legal responsibility for ensuring free and universally
accessible health care”. This policy of government controlled and funded healthcare, when
combined with political instability, led to disastrous results (Bazylevych, 2011). In February
2015, Holt wrote “Fighting between Ukrainian Government forces and pro-Russian separatists
has led to the almost complete breakdown of essential services....Vaccine coverage for some
diseases is down to 40% and doctors fear outbreaks of polio and measles” (p. 494).

However, even in times when all vaccinations were readily available and entirely paid for
by the government, deep-set distrust within the Ukrainian people has caused a widespread
rejection of vaccines as dangerous (Bazylevych, 2011). This distrust of vaccines is two-fold,
arising from both a suspicion of anything resembling the former Soviet-sponsored health
programs, and a distrust of the current vaccine manufacturers (Bazylevych, 2011).

Although the Soviet Union was effective to a large degree at effectively vaccinating the
people of Ukraine against many communicable diseases, evidence has shown multiple vaccines
manufactured during the Soviet era had reduced efficacy (Bazylevych, 2011). A retrospective
study examining medical records found that many people inoculated during the Soviet era with a
Russian-made mumps vaccine did not obtain adequate immunity, and contracted mumps in an
outbreak in 2002-2006 (Hrynash, Nadraga, & Dasho, 2008). However, individuals exposed to
mumps who had received a newer version of the mumps vaccine, made in Belgium, displayed
full immunity against mumps (Hrynash et al., 2008).

Another study investigated the previously mentioned measles outbreak of 2005-2006, and
found that those individuals who had received a Soviet era vaccination required a supplemental
dose of measles vaccine to obtain adequate immunity (Velicko et al., 2008). Supporting the

suggestion that the measles vaccine was at least partially ineffective, studies have shown that



32
despite similar vaccination rates in the US and USSR in 1982, the United States recorded 1,700

cases of measles, while the USSR saw 466,000 deaths from measles (Bazylevych, 2011).
Ukraine was not the only former Soviet country to experience recent measles outbreaks
(Bazylevych, 2011). Georgia, Kazakhstan, and Kyrgyzstan have also had notable measles
epidemics since the end of the Soviet Union, casting further suspicion on the Soviet era measles
vaccine (Bazylevych, 2011).

Finally, reporting officers who were charged with carrying out the Soviet vaccination
plan, falsified documents to inflate vaccination numbers (Bazylevych, 2011). Additionally, many
instances of poor vaccine transport practices during the Soviet era are recorded such as lack of
refrigeration, which can cause breakdown of vaccines, making them ineffective (Bazylevych,
2011). Evidence that Soviet administered vaccines were unable to provide immunity from
communicable diseases has contributed to suspicions towards vaccinations in Ukraine
(Bazylevych, 2011). This experience with ineffective vaccines, combined with the fact that these
vaccines were forcibly administered by a hostile government, propagates Ukrainian doubt in
vaccination that continues to this day (Bazylevych, 2011).

Medical providers in Ukraine have been placed in a particularly difficult position.
Healthcare workers Ukraine must navigate the perilous waters between an unstable government
that mandates 100% vaccination, and a population who largely refuses to be vaccinated
(Bazylevych, 2011). Bazylevych (2011) conducted a qualitative study in 2008 with 150 semi-
structured interviews, conducted in the Ukrainian or Russian language with physicians and
medical students. The goal of Bazylevych’s (2011) survey was to determine how the social
turmoil created by a post-socialist environment was affecting medical providers. Bazylevych

(2011) found that many medical providers look back wistfully at the Soviet era as a time when
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vaccines and other medications had some form of quality control (Bazylevych, 2011). The
medical providers noted that the open market practices that exist in Ukraine today have resulted
in cheap vaccines that may or may not contain the labeled ingredients (Bazylevych, 2011).
Occasionally these unregulated vaccines cause terrible side effects suggestive of dangerous
additives, such as mercury (Bazylevych, 2011). Most informants admitted to falsifying medical
records to inflate reported vaccination rates, with some justifying this act as necessary to protect
their patients from both the government and the non-quality controlled vaccines (Bazylevych,
2011).

The Ukrainian media has been another key player in the perfect storm, which has resulted
in plummeting vaccine rates (Bazylevych, 2011). In response to the measles outbreak of 2007, a
measles and rubella vaccination campaign was prepared by the Ukrainian Ministry of Health,
and funded by WHO (Bazylevych, 2011). Widespread rejection of the campaign occurred on
many levels (Bazylevych, 2011). Providers rejected the vaccine because it was manufactured in
India, and they reasoned it could carry infections associated with third-world countries
(Bazylevych, 2011). Newspapers ran numerous stories decrying all vaccines as a scam, claiming
vaccines cause all types of illnesses, including cancer (Bazylevych, 2011). The vaccine
campaign against measles and rubella was abruptly canceled, after the public outcry grew to a
fever pitch over the sudden death of a teenager who received the vaccine (Bazylevych, 2011).
Although the death was likely unrelated to the vaccination, large public protests occurred at the
doors of the Ministry of Health, and the health official responsible for initiating the vaccination
campaign promptly resigned (Bazylevych, 2011).

Although Ukrainian immigrants in the United States do not face the same current

circumstances as those still living in Ukraine, understanding the common context that has shaped
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those who grew up under the former Soviet Union is important. The forced vaccination practices
of the Soviet Union are largely to blame as the cause of the current low rates of vaccination in
Ukraine (Bazylevych, 2011). A person must consider that the Slavics living in the United States
have faced the same experiences as Slavics who have remained in Ukraine, and may share some
level of distrust in government vaccination programs (Bazylevych, 2011). Minnesota contains a
large number of Slavic immigrants raised in the Soviet era, many of whom are now deciding
whether to vaccinate their American-born children (Hirsi, 2016).
American Immigrants and Vaccinations

Before specifically addressing vaccination rates in the Slavic immigrant population,
vaccination rates among all major immigrant groups in the United States must be considered and
then compared to those vaccination rates of the general public. A study in New York City
examined several factors (i.e. race, ethnicity, marital status, knowledge, and concerns about
vaccinations) that may affect interest in vaccination (Vlahov, Bond, & Jones, 2012). The New
York study found that being born outside of the US was the greatest predictor of disinterest in
vaccination (Vlahov, Bond, & Jones, 2012). In the case of immigrants and vaccinations,
disinterest and under-vaccination go hand in hand (Lu, Lainz, O’Halloran, Greby, & Williams,
2014). A 2012 national health interview survey of over 34,000 adults, including over 6,000
immigrants, compared U.S. born with foreign born vaccination rates for several vaccines (Lu et
al., 2012). The national health survey found decreased vaccination rates among foreign born
adults for all the vaccines studied: influenza, pneumococcal, Hepatitis A and B, Shingles, and
HPV (Lu et al., 2012). Looking specifically at the seasonal influenza shot, the vaccination rate
for US born adults was 40.4%, while foreign born was 33.8% (Lu et al., 2012). The most

concerning demographic, however, is foreign born individuals who have been in the US for less
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than 10 years, who had an influenza vaccination rate of 23% (Lu et al., 2012). Language was
also found to play a role, with influenza vaccination rates for English speaking immigrants at
37.4%, versus those of non-English speaking immigrants at 26% (Lu et al., 2012).

Slavic Opinion on Vaccinations

In interviews with Slavic parents on various topics in public health, childhood
vaccination was found to be a major concern in the Slavic community in Portland, Oregon
(Reyes & Curry-Stevens, 2015). These concerns are important to address because they influence
the decision of parents on whether or not to vaccinate their children (Reyes & Curry-Stevens,
2015). In the case of Slavic parents in Washington, the decision is commonly not to vaccinate,
with data showing significantly lower vaccination rates in Slavic immigrants when compared to
other immigrant groups or the general population (Wolf et al., 2016).

When Slavic parents were interviewed and asked to explain their hesitancy towards
childhood vaccinations, one especially common reason was religious conviction (Reyes &
Curry-Stevens, 2015). However, those interviewed typically did not expand on why or how their
religious views influenced this decision (Reyes & Curry-Stevens, 2015). Another common
concern with vaccinations mentioned by Slavic parents, was a lack of education and transparency
from the medical community (Reyes & Curry-Stevens, 2015). Slavic parents noted concerns over
feeling that they had not been given enough information about the chemical ingredients in the
vaccines, explanation of possible side effects, and long term impacts on the immune system
(Reyes & Curry-Stevens, 2015). Furthermore, Slavic parents expressed suspicion that the
medical community was not being completely open and honest with them (Reyes & Curry-
Stevens, 2015). The resulting attitude among Slavic parents was often frustration, stemming

from the pressure to simply comply with the recommendation of the medical provider, without
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adequate education to relieve their concerns (Reyes & Curry-Stevens, 2015). Another significant
factor contributing to vaccine hesitancy that commonly surfaced in the interviews with Slavic
parents was anecdotal evidence against vaccines (Reyes & Curry-Stevens, 2015). Any time a
member of the Washington state Slavic community attributed a sickness or birth defect to
vaccination, the news spreads very quickly and has a large emotional impact in this close-knit
community (Reyes & Curry-Stevens, 2015). This trend of blaming vaccines for specific causes
of illness was found to be common in the Washington Slavic community (Reyes & Curry-
Stevens, 2015).

In light of the lower vaccination rates among immigrants in the United States, the
vaccination crisis in Ukraine, and the vaccination concerns among Slavic immigrants, the under-
vaccination of Slavic immigrants is a legitimate concern that necessitates further research.
Furthermore, a study in Washington state examined measles, hepatitis A, pneumococcal, and
diphtheria-tetanus-acellular pertussis vaccinations. The Washington state study found that
children with at least one Russian or Ukrainian parent had consistently lower rates of vaccination
than children of two U.S. born parents (Wolf et al., 2016). These children of Slavic parents were
less likely to be vaccinated than any of the other immigrant groups studied: those from Somalia,
Mexico, and India (Wolf et al., 2016).

Although no studies on the vaccine hesitancy level of Slavic immigrants in Minnesota
have been done, a person should still be concerned. A review of available literature on Slavic
vaccine hesitancy levels reveals significant predisposing factors for under-vaccination among
Slavic immigrants, as well as findings of low vaccination among the Slavic population in

Washington state.
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Summary

Vaccinations are invaluable because they not only protect individuals from disease by
strengthening the immune system, but also strengthen the wellness of the community (NIAID,
2016). Through community immunity, outbreak of vaccine preventable diseases is greatly
decreased, and protection of those most vulnerable to disease can be obtained (NIAID, 2016).
Today, vaccines for twenty communicable diseases are available, many of which (e.g. polio,
measles) vaccination has eradicated in areas where vaccines are widely available (CPP, 2016).
Community immunity is a delicate phenomenon, making the addressing of low vaccination rates
an important public health concern (CPP, 2016). A large part of the United States population is
made up of immigrants, which statistically have significantly lower rates of vaccination (Lu et
al., 2012). Slavic immigrants have especially low vaccination rates, and tend to be more
concerned with, and wary of vaccinations (Wolf et al., 2016). This research focused on the
Slavic population in Minnesota will begin to identify the vaccination hesitancy level of this

potentially under-vaccinated population (Wolf et al., 2016).
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Chapter 3: Methodology
Introduction

The purpose of this study was to use survey methods to obtain data on the Minnesota
Slavic immigrant population’s level of vaccine hesitancy, and explore how likely Slavic
immigrants in Minnesota were to vaccinate, when compared with other populations. This
research assessed whether or not the Slavic population in Minnesota feels strongly against or for
vaccinations, and will identify how the Slavic population compares to the general population
when looking at vaccine hesitancy. Collecting a baseline of data regarding vaccine hesitancy
levels within the Slavic community in Minnesota is important in beginning to identify and
understand possible opposition to vaccinations in the Minnesota Slavic population. The eventual
goal of this study was to identify factors that might be influencing the vaccine hesitancy levels of
Slavic people of Minnesota, in order to maintain high vaccination rates across all subgroups in
Minnesota. The research questions addressed in this study included the following:

1. What are the vaccine hesitancy level of the Slavic immigrant community in Minnesota?
2. How did the vaccine hesitancy level of the Slavic immigrant community compare to

other non-Slavic populations when compared in previous research?
The purpose of chapter 3 is to discuss the research design and methods. The methodology section
describes the specific place and population being surveyed, the tool, and how data collection will
take place.
Study Design

This study was a descriptive study, meaning the study was designed to describe
characteristics of a population. In the case of this particular study, the characteristics focused on
included viewpoints regarding vaccinations, and whether these viewpoints are for or against

vaccinations. Data was obtained from the population of Slavic immigrants that attended First
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Ukrainian Evangelical Baptist Church. Since data was only collected at a single time point, this
was a cross sectional study.

The PACYV study was validated to show a positive correlation between low scores on the
survey (indicating high vaccine hesitancy) and low compliance with recommended vaccination
protocols (Opel, et al., 2013). After the PACV scores of the participants in this research study
was collected, the scores were averaged. The average PACV score from this study was then
compared to average PACV scores from several previously published studies on non-Slavic
individuals in the United States. No national average PACV score was currently available with
which to compare the Minnesota Slavic immigrants. However, the comparison of average PACV
scores revealed whether the Minnesota Slavic immigrants were more or less likely to comply
with recommended vaccination regimens, when compared to several non-Slavic populations.
Population

The population chosen for this study was attendees of the First Ukrainian Evangelical
Baptist Church. The survey was also only given to individuals 18 years of age and older.
Inclusion criteria includes those who attended the First Ukrainian Evangelical Baptist Church,
and were a first generation Eastern Slavic immigrant. Participants in this study completed
demographic questions concerning age (over 18 years old), marital status, number of children in
the household, race/ethnicity (first generation Eastern Slavic), and country of birth. The data
collection was from those in attendance at the time of survey administration at First Ukrainian
Evangelical Baptist Church in St. Louis Park, Minnesota, United States of America. Permission
to use the First Ukrainian Baptist Church facility for this study was obtained from the pastor and
can be found in Appendix A. The First Ukrainian Baptist Church has approximately 150

individuals that attend Sunday services and the goal number of participants was 30.
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Experimental Procedures

During the conclusion of a Sunday morning worship service at First Ukrainian
Evangelical Baptist Church, the pastor made an announcement from the pulpit. The pastor
announced that an optional survey was being conducted in the narthex by three physician
assistant students on vaccination attitudes in Slavic immigrants in Minnesota. The researchers
positioned themselves by the main sanctuary exit, and handed out an informed consent form, the
survey, and a writing utensil to all adult congregants who were willing to participate, as they left
the sanctuary. Willing participants read and signed a letter of informed consent in their preferred
language (Appendix B and Appendix C) before continuing on to the survey in their preferred
language (Appendix D and Appendix E) where he or she answered questions that pertained to
our research in the language they were most comfortable. Those who choose to take the survey
completed it in the narthex, and handed it back to the researchers before leaving the church
building. No names were collected at any point, ensuring the survey results remained
confidential.

After all the surveys were collected, the surveys were scored according to the procedure
outlined by the authors of the Parent Attitudes about Childhood Vaccines (PACV) survey. For
detailed methodology on scoring of the PACV, see Appendix F. As currently no national
average PACYV results were available, the scores of the participants of this research project were
compared to the PACV scores of past studies with non-Slavic participants that used the PACV.
After the surveys were scored and entered into an Excel spreadsheet, the paper surveys were
destroyed, further ensuring the confidentiality of the participants of this study. This Excel
spreadsheet was kept on personal, password protected laptops of the researchers. Then this data

was loaded on a thumb drive and kept in a PA program office for the next five years. The
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individual results of the survey remained anonymous, relieving any anxiety or concern that
participants might have that their views made public or shared. Participants could opt out of
taking or completing the survey at any point with no consequences. This study design was
approved by the Bethel University Institutional Review Board (IRB). The information gained in
this study was only be shared with those outside the authorship committee in the form of
aggregate data, with no personally identifiable characteristics.
Data Analysis

Using the data contained on the Excel spreadsheet, a two-tailed T-test was used to
statistically analyze the results of this study. The T-test will compared the results of this study
with the results of other studies that also used the PACV, but did not survey Slavic immigrants.
This analysis determined the Minnesota Slavic immigrants’ overall vaccination hesitancy for
those who took the PACV survey and then compared to non-Slavic populations who have
previously taken the PACV survey.
Variables

The independent variable in this study was the inclusion/exclusion criteria of the
participants: attendees of First Ukrainian Evangelical Baptist Church, who are18 years of age or
older, and are first generation Eastern Slavic immigrants. The dependent variables were as
follows: how likely participants were to follow vaccination recommendations, how favorable or
unfavorable their view of vaccinations was, and how knowledgeable they were about

vaccinations.
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Limitations and Delimitations

The study was limited to first generation East Slavic Immigrants attending a Sunday
morning service at First Ukrainian Evangelical Baptist Church in St. Louis Park, who could read
and fill out a survey in either English or Russian. Since this study was conducted in a specific
church, this research was limited to the specific demographics of this church. The data collected
from the attendees of First Ukrainian Evangelical Baptist Church may not perfectly represent the
diversity of the Slavic population in Minnesota.

This survey was offered in both English and Russian. The translation of the English
PACYV survey into Russian may not have matched up perfectly, possibly influencing how the
participants chose to answer the questions. Other limitations included the literacy of the
population, a potentially imperfect survey tool, the response rate, and any suspicion of our
motives in conducting this survey.

As a small quantitative survey, with a limited number of questions on a Likert scale, the
scope of what was discovered from this collection of data was limited to finding out the general
trends on vaccination views in the Minnesota Slavic population. This survey did not explore the
underlying motives or reasons that might explain those trends. Undertaking the explanation of
vaccine hesitancy trends in the Minnesota Slavic population would have required a qualitative
study with an in-depth interview of each participant, and was outside the scope of this study.
However, before in-depth qualitative research was conducted, it was important to first assess for
discrepancies in the area of vaccine hesitancy between the Minnesota Slavic immigrant

population, and the general population.
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Instrumentation
The survey used in this research project was a minimally modified version of the PACV

survey from the Seattle Children’s Research Institute, Department of Pediatrics, University of
Washington, School of Medicine (Opel et al., 2011). Permission to use this survey is found in
Appendix H. The original PACV survey asked demographic questions about age, number of
children in the household, and race/ethnicity. Income and education questions from the original
PACYV were excluded from the survey of this study, and the ethnicity question was modified to
specifically ask for country of birth. The survey used in this project contained 15 fill-in-the-
bubble questions from the original PACV survey, in three formats:

1. Yes, No, or I don’t know

2. Likert scale: Strongly Agree, Agree, Not Sure, Disagree, or Strongly Disagree

3. Confidence rating: 0 (not sure at all) to 10 (completely sure)
The survey used in the project and informed consent were translated into Russian, and offered in
both English and Russian, based on primary language preference of the participant. The
translator, Maksim Kozak, was a Ukrainian immigrant who has passed a Russian reading,
writing and speaking proficiency exam at the University of Minnesota, and has translating
experience in both Ukrainian and Russian at his local church. The translator was one of the
researchers of this study.

The senior pastor of First Ukrainian Evangelical Baptist Church wrote a letter of consent

for the survey in the research project to be distributed on church premises (Appendix A).
Additionally, each questionnaire contained an introductory explanation of the survey, and an
agreement of informed consent to continue the survey in their preferred language (Appendix B

and Appendix C).
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Validity and Reliability

Validity and reliability was ensured by using the pre-approved PACV survey from the
University of Washington. The PACV survey was validated to show a positive correlation
between a low PACV score (indicating high vaccine hesitancy) and future noncompliance with
recommended vaccination regimens (Opel, et al., 2013). Validation studies for the PACV
included around 600 participants in the states of Washington and Tennessee (Opel, el al., 2013;
Williams, et al., 2015).

The minor changes made to the original PACV survey were made to allow for better
identification of the specific target population of Minnesota Slavic immigrants, and to exclude
several questions that were irrelevant to the focus of this study. The content of the questions on
attitudes towards vaccinations were unaltered and were not factors in the original scoring matrix.
Conclusion

Chapter 3 discusses the data collection method, through which vaccine hesitancy level in
Slavic immigrants in Minnesota will be assessed. This chapter also outlines the characteristics of
the participants included in this study, the gathering and handling of data, the limitations and
delimitations, and the details of the survey tool used. The next chapters discuss the data collected

and the conclusion drawn from the statistical analysis of that aggregate data.
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Chapter 4: Results
Introduction

Chapter 4 contains the data analysis results that attempt to determine vaccination
hesitancy rates in the Minnesota Slavic immigrant population. Data collection consisted of
surveying Slavic immigrants in Minnesota regarding their level of vaccine hesitancy, and was
completed using the Parents Attitudes about Childhood Vaccines (PACV) survey tool. In chapter
4, the general data of the survey results is discussed, and then the research questions are directly
answered using the statistical findings.

The discussion of the general data of this study on Slavic immigrants can be broken into
two parts: an examination of the individual adjusted scores of the PACV surveys, and an analysis
of the answers as a group. The last part of chapter 4 addresses the specific research questions of
this study on the attitudes of Minnesota Slavic immigrants regarding vaccines. The first research
question was: what was the vaccine hesitancy level of the Slavic immigrant community in
Minnesota? The second research question was: how did the vaccine hesitancy level of the
Minnesota Slavic immigrant community compare to other non-Slavic populations?

The scores of the PACV surveys that were distributed as outlined in chapter 3, were
compared to previous studies performed in other populations, which also used the same PACV
survey. The average PACV score from the Slavic immigrants surveyed in chapter 3 was
calculated, and compared using a two tailed T test to the average PACV score of three other
studies.

Demographics
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In order to effectively survey a large number of first generation Slavic immigrants, the
surveys were dispensed at a church where a large number of first generation Slavic immigrants
regularly attend. First Ukrainian Evangelical Baptist Church conducts Sunday morning services
exclusively in Ukrainian, resulting in a congregation that is largely made up of Slavic
immigrants and their children. To accommodate this population, the survey was offered in
Russian and English. Additionally, the first question asked on the dispensed survey was “How
old are you?” with possible responses of “18-29” and “30 or older,” as survey respondents were
required to be over the age of 18 to participate. The second question on the survey was “Were
you born in one of the following countries: Russia, Ukraine, or Belarus?” with checkboxes
selecting “yes” and “no.” By including the second question about place of birth all non-first
generation Slavic immigrant members of the First Ukrainian Evangelical Baptist Church were
excluded. No other demographic questions were included on the dispensed survey.

A total of 42 PACV surveys were distributed and completed following the church service
at First Ukrainian Evangelical Baptist Church on Sunday, October 1st, 2017. Of the 36 surveys
that were returned completed, 6 were not included in the final data analysis. Reasons for
disqualification of a survey from the study included failure to fit the study population, and
incompletion of three or more of questions 5-17 on the PACV survey. Several of the study
participants who filled out a PACV survey indicated that they were not born in a Slavic country,
which disqualified the information gathered on their surveys from being used. If a participant left
three or more of questions 5-17 blank, then according to the PACV scoring guidelines (provided
in appendix F) that survey cannot be scored.

After removing the disqualified surveys, the population comprising the basis for the final

data analysis consists of 30 individuals who attend First Ukrainian Evangelical Baptist Church.
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All individuals included in the population of this study on vaccine hesitancy in Slavic
immigrants, were born in a Slavic nation before immigrating to the United States, where they
eventually took up residency in Minnesota. All participants in the study population indicated on
the survey that they were 18 years of age or older at the time of the survey distribution.
Raw Score and Adjusted Score

The authors of the original PACV study created a scoring method, by which the level of
vaccine hesitancy of a study participant can be assigned a numerical value. The original
complete instructions on scoring the PACV survey, as provided by the survey author and used by
the authors of the study on Slavic immigrants, is detailed in appendix F. A complete lack of
hesitance with regards to vaccinations would be awarded a raw score of 0, according to the
PACYV scoring system. The maximum level of vaccine hesitancy would be given a raw score of
30, when using the PACYV scoring system.

However, questions 3 and 4 of the PACV survey ask if the participant has ever decided to
decline receiving a vaccine for his or her child, for reasons other than illness or allergy. The

29 ¢

possible answer choices for questions 3 and 4 of the PACV survey are “yes,” “no,” and “don’t
know.” Questions 3 and 4 of the PACV survey hold considerable weight, as they reflect actions
of the participant, as compared to later questions which reflect opinions. In order to reflect the
high significance of question 3 and 4 of the PACV survey, the authors of the PACV survey
created a method to adjust the score, which is detailed in appendix F.

A second scenario in which adjustment of a PACV score is necessary, is that of
incomplete surveys. The authors of the PACV included a method by which a participant who

leaves one or two incomplete answers to questions 5-17 of the PACV survey, may still have his

or her survey included in the final study population. However, if a participant does not answer
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three or more of questions 5-17, that survey must be removed from the final study population.
The method of score adjustment in the case of incompletion of one or two of questions 5-17 is
detailed in appendix F.

After adjustment of PACV participants’ scores, complete vaccine hesitancy is valued at
100, and complete lack of vaccine hesitancy is valued at 0. All participant PACV raw scores and
adjusted scores are detailed in appendix I.
Data Analysis

This study on the vaccine hesitancy level of Slavic immigrants in Minnesota contains two
research questions. Research question number one is: what was the vaccine hesitancy level of the
Slavic immigrant community in Minnesota? Research question number two is: how did the
vaccine hesitancy level of the Minnesota Slavic immigrant community compare to other non-
Slavic populations? Vaccine hesitancy in the Minnesota Slavic immigrant community was
assessed via the PACV survey tool. The PACV has been previously validated to accurately
assess vaccine hesitancy in parents, with regards to how likely they are to vaccinate their
children (Opel, et al., 2013). A low PACV score by a parent correlates with low vaccine
hesitancy, and high likelihood of parental assent to vaccination of the children for whom that
parent is responsible. Conversely, a high PACV score by a parent correlates with high vaccine
hesitancy, and subsequent low likelihood of vaccination of that individual's children. However,
at the current time no generally accepted or validated benchmarks of what range of scores on the
PACYV constitute a high level of vaccine hesitancy exist. For example, while a PACV score of 10
is validated to correspond with less vaccine hesitancy than a score of 20, there is no data to allow
conclusion to be drawn regarding whether a score of 15 corresponds with low vaccination rates

in children.
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In order to assess the vaccine hesitancy level in the Slavic immigrant population in
Minnesota, the PACV scores of participants were calculated, adjusted as detailed above, and
averaged. The average adjusted PACYV score of the Slavic immigrants in Minnesota surveyed
was found to be 59.87, answering the first research question. Figure 1 shows the adjusted PACV
scores of the 30 participants in this study. The mean, median, mode, variance, and standard
deviation of the PACV scores collected among the Slavic immigrants in Minnesota are detailed
in table 1.

100
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PACY Adjusted Scores

25

Individual Survey Paricipants

Figure 1. PACV Adjusted Scores of Slavic Immigrants in Minnesota.
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Table 1

Adjusted PACYV scores for the Minnesota Slavic immigrant population

Mean 59.86666667
Median 65.5

Mode 93

Variance 612.6712644
Standard Deviation 24.7519716

Answering the second research question: how the vaccine hesitancy level of the
Minnesota Slavic immigrant community compared to other non-Slavic populations, required
comparison of the average adjusted PACYV score of this population of Slavic immigrant in
Minnesota with the average adjusted PACV scores found by other research studies. The PACV
vaccine hesitancy level of Minnesota Slavic immigrants had been found to be 60 when rounded.
The next step was to find a way to determine the significance of a PACV value of 60, as the
PACYV survey tool has only been validated to show that a value of 60 means more vaccine
hesitancy than a score of 30 (Opel, et al., 2013). At the current time no validated benchmarks of
whether a single individual average PACV score will result in high or low vaccine hesitancy
exist, it is only known that higher PACV scores result in higher vaccine hesitancy, which results
in lower vaccination rates in a population (Opel, et al., 2013). Therefore, in order to best
determine the significance of the average PACV score of 60, found in the Minnesota Slavic
population, other studies that had previously used the PACV survey were identified.
Comparative studies that had also reported the PACV scores of a population would provide a
sense of what range of PACV scores were seen in other populations. By comparing the average
PACYV scores of the Minnesota Slavic population to those of other populations, it can be
determined whether a score of 60, found in the Minnesota Slavic population, is about average in

studied populations or an outlier.
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Three studies that had previously completed the PACV survey among a non-Slavic
population and reported their average adjusted PACV scores were identified, and will
subsequently be referred to as the comparative studies. The mean average of this study on Slavic
immigrants in Minnesota, as well as the mean averages of all three comparative studies are
displayed in Figure 2. Comparison studies were performed in the states of Washington,
Tennessee, and Arizona, and are identified by their respective state names. The only qualification
required of the comparative studies was a reported average PACV score of the surveyed
population. The comparative studies did not closely resemble the Minnesota Slavic immigrant
population in any meaningful way, including populations that in all three cases do not consist of
known immigrants (Eby, 2017; Williams, et al., 2015; Opel, et al., 2013). The purposes of all
three comparative studies focused on vaccination hesitancy in parents of children within the
range of ages that childhood vaccines are typically given in the United States (Eby, 2017,
Williams, et al., 2015; Opel, et al., 2013). Because the PACV survey tool is fairly new, only
published in 2013, at the current time no published studies that report the PACV level in
immigrants exist, and therefore other published studies using the PACV were used as
comparative studies (Opel, et al., 2013).

Two tailed T-tests were used to determine whether the average PACV score of 60 in the
Minnesota Slavic population was significantly lower or higher than the average PACV score of
the three comparative studies. A two tailed t test analyzes whether the mean difference between
two groups is significant by calculating a p value. A significant p value in a t test would be a
value smaller than .05. A summary of the t test results for the comparisons run between this

study on Slavic immigrants in Minnesota and the three control studies, can be located in table 2.
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Figure 2. PACV Scores of the Slavic Immigrants in Minnesota and comparison studies.

Two tailed T-tests were used to determine whether the average PACV score of 60 in the
Minnesota Slavic population was significantly lower or higher than the average PACV score of
the three comparative studies. A two tailed t test analyzes whether the mean difference between
two groups is significant by calculating a p value. A significant p value in a t test would be a
value smaller than .05. Table 2 is a summary of three t test comparisons. The “Slavic vs.
Washington” column compares the average PACV score of this study to the average PACV
score of a study performed in the state of Washington in 2010 (Opel, et al., 2013). The “Slavic vs
Tennessee” column compares the average PACV score of this study to the average PACV score
of a study performed in the state of Tennessee (Williams, et al., 2015). The “Slavic vs Arizona”
column compares the average PACV score of this study to the average PACV score of a study
performed in the state of Arizona. (Eby, 2017). Table 2 includes the 95% confidence interval, the

p values, degrees of freedom, t value, and the standard error of difference for each of the three t

test analyses.
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Table 2

Two-tailed T test analyses of vaccination hesitancy rates

Comparing Slavic vs. Slavic vs. Slavic vs. Arizona
populations Washington Tennessee

95% CI for 23.27808 to 39.45592 31.2854056959 to 31.8288 to 48.6112
difference 47.4485943041

p values 0.0001 0.0001 0.0001

df 465 186 186

t 7.6201 9.6099 9.4559

Standard error of 4.116 4.097 4.253

difference

The first study used as a comparison to the Slavic immigrant population in Minnesota,
was performed in the state of Washington in 2010, had 453 participants, and will subsequently
be referred to as the Washington study (Opel, et al., 2013). The average adjusted PACV score of
the participants in the Washington study was 28.5 (Opel, et al., 2013). When the average
adjusted scores of the Slavic immigrants in Minnesota were compared via a two tailed T test to
the average adjusted scores of the participants in the Washington study, the value was 0.0001. A
p value of anything less than 0.5 is significant, and therefore 0.0001 is considered to be
extremely significant. The statistical data of both this study on Slavic immigrants in Minnesota
and the Washington study are shown in table 3. The table includes the comparison of the mean

score, standard deviation, standard error of the mean, and the n value of the two studies.
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Table 3

Comparing the Slavic population and the Washington study population

Group Slavic Immigrant Pop. Washington
Mean 59.867 28.5

SD 24.75 21.6

SEM 4.519 1.033

N 30 437

Mean PACV score 59.87 28.5

The second study identified as a comparison to the Slavic immigrant population in
Minnesota, was completed in the state of Tennessee, had 158 participants, and will subsequently
be referred to as the Tennessee study (Williams, et al., 2015). The population of the Tennessee
study were a group of parents of 19 month old children (Williams, et al., 2015). The site where
surveys were completed was an urban pediatric clinic consisting of 5 practicing pediatricians
(Williams, et al., 2015). 84% of the Tennessee study population identified as white, 9% as
African American, 6% as other, and 1% chose not to answer (Williams, et al., 2015). The
majority of the Tennessee study population reported an annual income of greater than $50,000,
had 1 or 2 children, completed college or graduate school, and was privately insured (Williams,
et al., 2015). The average adjusted PACV score of those surveyed in the Tennessee study was
20.5 (Williams, et al., 2015). The significance between race and average PACV score was not
statistically identified in the Tennessee study (Williams, et al., 2015). The adjusted average

scores of the Slavic immigrants in Minnesota and the Tennessee study were compared using a
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two tailed t test, and had a p value of 0.0001. Again, a p value of anything less than 0.5 is

significant, and therefore 0.0001 is considered to be extremely significant. The statistical data of
both this study on Slavic immigrants in Minnesota and the Tennessee study are shown in table 4.
The table includes the comparison of the mean score, standard deviation, standard error of the

mean, and the n value of the two studies.

Table 4

Comparing the Slavic population and Tennessee study population

Group Slavic Immigrant Pop. Tennessee
Mean 59.867 20.5

SD 24.75 19.7

SEM 4.519 1.56724

N 30 158

Mean PACV Score 59.87 20.5

A third study, carried out in two pediatric clinics in the state of Arizona, was also used as
a comparison to the Slavic immigrant population in Minnesota, and will subsequently be referred
to as the Arizona study (Eby, 2017). The Arizona study contained a participant group of 158
parents (Eby, 2017). The survey site in the Arizona study was a set of two private pediatric
clinics in suburban Phoenix, where the vast majority of patients are in the upper socioeconomic
status bracket, and are privately insured (Eby, 2017). Demographic data was obtained, and

included parental ethnicity and marital status, number of children in household, and insurance



(Eby, 2017). Data analysis was performed to determine whether the demographic data of a
participant significantly affected that individual’s PACV score, and no significant correlations
were found, including no correlation between ethnicity and PACV score (Eby, 2017). The
average adjusted PACV score of those surveyed in the Arizona study was 19.65. The adjusted
average scores of the Slavic immigrants in Minnesota and the Arizona study were compared
using a two tailed t test, which resulted in a p value of 0.0001, which is extremely statistically
significant. The statistical data of both this study on Slavic immigrants in Minnesota and the
Arizona study are shown in table 5. The table includes the comparison of the mean score,

standard deviation, standard error of the mean, and the n value of the two studies.

Table 5

Comparing the Slavic population and the Arizona study population

56

Group Slavic Immigrant Pop. Arizona
Mean 59.867 19.650
SD 24.75 20.67
SEM 4.519 1.644

N 30 158

Mean PACV Score 59.87 19.65
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Conclusion

Data analysis was completed using the PACV survey to determine the vaccination
hesitancy rate of the Slavic immigrant population in Minnesota. PACV surveys were completed
by 30 Slavic immigrants who attended a church service at First Ukrainian Evangelical Baptist
Church on October Ist, 2017. All participants included in the results of this study are immigrants
from a Slavic nation, as well as at least 18 years of age. The mean PACV adjusted score of the
surveyed population of Slavic immigrants in Minnesota was calculated and found to be 59.87.
Average adjusted PACV scores from three other studies that had used the same survey tool were
compared to this value of 59.87 using a two tailed t test, and the results were found to be

extremely statistically significant.
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Chapter 5: Discussion
Introduction

Chapter 5 contains a discussion of the results of this study on the vaccine hesitancy level
of Slavic immigrants in Minnesota outlined in chapter 4, and conclusions that can be drawn from
the results gathered from the statistical analyses performed in the previous chapter. Additionally,
chapter 5 contains details on the limitations of this study, as well as recommendations for further
research of the vaccine hesitancy levels of Slavic immigrants in Minnesota.

Summary of Results

Two research questions have driven this study on Slavic immigrants in Minnesota. The
first research question is: what was the vaccine hesitancy level of the Slavic immigrant
community in Minnesota? The second research question is: how did the vaccine hesitancy level
of the Minnesota Slavic immigrant community compare to other non-Slavic populations?

The PACV survey was used to answer the first research question: what is the vaccine
hesitancy level of the Slavic immigrant community in Minnesota? The PACV is a survey
developed specifically as a tool by which vaccine hesitancy in any population can be numerically
quantified and measured (Opel, et al., 2013). The PACV survey gathers information from parents
on how likely they are to vaccinate their children, which in turn allows researchers to draw
conclusions on current attitudes on vaccines that will drive future actual vaccination rates in a
population (Opel, et al., 2013). The PACV survey has been fully validated as an accurate means
to measure vaccine hesitancy, and multiple studies have found that high scores on the PACV in a
population predict subsequent low vaccination rates (Opel, et al., 2013). In the Slavic immigrant
population in Minnesota, the average PACV score was found to be 59.67. However, this value of

59.67 by itself is not particularly helpful, leading to an examination of the second research
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question: how did the PACV scores of the Minnesota Slavic immigrant community compare to
other populations who have taken the PACV?

Although the PACV is a new tool, released five years ago in 2013, it has already been
used in several large, published studies (Eby, 2017; Williams, et al., 2015; Opel, et al., 2013). In
order to understand the meaning behind the average PACYV score of the surveyed Minnesota
Slavic immigrant community, three other studies that used the PACV were used as comparison
studies. The mean PACYV scores in each of the comparison studies, as well as standard deviation,
standard error of mean, and number of participants, were identified. Subsequently, a t test was
completed that analyzed the significance of the mean PACV score of the Minnesota Slavic
immigrants, in comparison to the three other studies.

The first study used as a comparison was completed in Washington among 437 parents of
young children, who had an average PACV score of 28.5 (Opel, et al., 2013). ). The population
of the Washington study consisted of English speaking parents of two month old infants who
were part of a large American company that provides health care in the city of Seattle,
Washington (Opel, et al., 2013). Demographic information collected in the Washington study,
included the age, marital status, education, income level, and race of the parents, as well as
household size and relationship of the survey taker to the two month old child (Opel, et al.,
2013). Demographic data was cross analyzed for significance with PACV scores, and no
significant correlation was found between any of the demographic identifiers, including race, and
participant PACV scores (Opel, et al., 2013).

The second comparison study was completed in Tennessee among 158 parents, and had a mean
PACYV score of 20.5 (Williams, et al., 2015). The population of the Tennessee study were a

group of parents of 19 month old children (Williams, et al., 2015). The site where surveys were
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completed was an urban pediatric clinic consisting of 5 practicing pediatricians (Williams, et al.,
2015). 84% of the Tennessee study population identified as white, 9% as African American, 6%
as other, and 1% chose not to answer (Williams, et al., 2015). The majority of the Tennessee
study population reported an annual income of greater than $50,000, had 1 or 2 children,
completed college or graduate school, and was privately insured (Williams, et al., 2015). The
average adjusted PACYV score of those surveyed in the Tennessee study was 20.5 (Williams, et
al., 2015). The significance between race and average PACYV score was not statistically identified
in the Tennessee study (Williams, et al., 2015).
The third study used in comparative analysis surveyed 158 parents in Arizona, and found that the
average PACV score was 19.65 (Eby, 2017). The survey site in the Arizona study was a set of
two private pediatric clinics in suburban Phoenix, where the vast majority of patients are in the
upper socioeconomic status bracket, and are privately insured (Eby, 2017). Demographic data
was obtained, and included parental ethnicity and marital status, number of children in
household, and insurance (Eby, 2017). Data analysis was performed to determine whether the
demographic data of a participant significantly affected that individual’s PACV score, and no
significant correlations were found, including no correlation between ethnicity and PACV score
(Eby, 2017).

All three comparison studies used the same PACYV survey as completed by the Minnesota
Slavic immigrants, and none of the three comparative populations included any recorded Slavic
immigrants (Eby, 2017; Williams, et al., 2015; Opel, et al., 2013).

The results of the t tests comparing the mean PACYV scores of the Minnesota Slavic
immigrants with the participants in the three comparative studies were all statistically significant.

Three t tests were run, one between the Minnesota Slavic immigrants and the Washington study
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population, one between the Minnesota Slavic immigrants and the Tennessee study population,
and one between the Minnesota Slavic immigrants and the Arizona study population. All three t
tests had p values of <0.0001, with a statistically significant p value set at <0.05. Clearly, the
PACYV scores of the Minnesota Slavic immigrants were higher than those of the comparative
populations by a statistically significant margin. The conclusion may be drawn that the
Minnesota Slavic immigrants’ community is more suspicious and hesitant of vaccines than other
subpopulations in the United States, and therefore are less likely to vaccinate their children.

In chapter 2, the vaccination rates of many Slavic countries have dropped in the last ten
years (UNICEF, 2013). In the last decade, the country of Ukraine has experienced outbreaks of
measles and polio, as dropping vaccination rates allow for these communicable diseases to
spread throughout the population (WHO, 2016b; Bazylevych, 2011). Chapter 2 outlined possible
reasons for the dropping vaccination rates seen in Slavic countries, including suspicion of
vaccination programs by the government based in past experience with the former USSR
(Bazylevych, 2011). It is very likely that the same fears and distrust seen in Slavic countries in
Eastern Europe, are shared by the Slavic immigrants in Minnesota, explaining the high PACV
scores in this population (Bazylevych, 2011).

As discussed in chapter 2, herd immunity requires a very high percentage of the
population to receive a vaccine against a particular disease, in order to protect the entire
population (NIAID, 2016). The high level of vaccine hesitancy in the Minnesota Slavic
immigrant community must be further explored and addressed. High levels of vaccine hesitancy
in adults leads to low vaccination rates in their children, which can set the groundwork for a

future epidemic of vaccine preventable illness in the United States (NIAID, 2016).



62

Also discussed in chapter 2 was the link between being an immigrant and statistically
lower rates of vaccination that has been shown in multiple studies. (Lu et al., 2012; Wolf et al.,
2016; Lu, Lainz, O’Halloran, Greby, & Williams, 2014). A New York study even found that
being born outside of the US was the greatest predictor of disinterest in vaccination (Vlahov,
Bond, & Jones, 2012). Furthermore, a study in Washington showed that Slavic immigrants
showed significantly lower vaccination rates when compared to other immigrant groups or the
general population (Wolf et al., 2016). Another study interviewing Slavic immigrants for their
thoughts on childhood vaccinations found that there was an attitude of hesitancy and frustration,
stemming from the pressure to simply comply with the recommendation of the medical provider,
without adequate education to relieve their concerns (Reyes & Curry-Stevens, 2015). Some of
the common concerns were religious convictions against using vaccines, anecdotal evidence
against vaccines, and a general distrust of the medical system attributed to a lack of education
and transparency from the medical community (Reyes & Curry-Stevens, 2015).

Limitations

As discussed in chapter 3, several limitations of this study on the vaccine hesitancy level
of Minnesota Slavic immigrants exist, largely due to its small and specific population. There
were 30 qualifying participants who attended the Slavic church where this survey was conducted.
One major limitation is that the data collected may not be representative of the overall Slavic
immigrant population of Minnesota, but rather reflects the views of a small, like minded
community within the Slavic population. The Minnesota Slavic immigrants surveyed may not be
an accurate representation of the whole group, and demographic similarities, such as religion and

socioeconomic status have skewed the results. The population of Slavic immigrants in Minnesota
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not included in the community attending First Ukrainian Evangelical Baptist Church may have
very different views on vaccinations from those surveyed.

Another limitation is that this study on vaccine hesitancy in Minnesota Slavic immigrants
offered participants both the original English PACV survey and a Russian translation, while the
comparison studies only used the original English. There could be a factor of an imperfect
translation, or translator bias in the wording, that could have influenced how the participants
answered the questions. Research collected on the vaccine hesitancy level in Minnesota Slavic
immigrants may also be limited by an imperfect research tool, the PACV, which may not
accurately measure the complexity of vaccine hesitancy. For example, a participant who was
hesitant about one vaccine would be required to answer yes or no questions about all vaccines,
skewing the final PACV score of that participant regarding hesitancy about vaccines in general.
The literacy of the population surveyed at First Ukrainian Evangelical Baptist Church may also
be a limitation, especially in their knowledge of the United States’ vaccination guidelines and
what vaccines were being discussed.

Another significant limitation of this study on the vaccine hesitancy in Minnesota Slavic
immigrants is the available comparative studies that have also used the PACV consist of vastly
different populations. All three of the comparative studies consist largely of white, privately
insured, suburban or urban parents of young children, who are in the upper socioeconomic status
bracket (Eby, 2017; Williams, et al., 2015; Opel, et al., 2013). Additionally, Slavic immigrants
tend to identify as “white” when asked to identify their race, which results in the masking of
Slavic immigrant views by a large group of Caucasians that fall into the same demographic
group (TMF, 2004). The large difference in average PACV score of Minnesota Slavic

immigrants and that of wealthy, young, suburban, whites allows for the conclusion to be drawn
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that the vaccine hesitancies of these two groups are largely different. However, it does not follow
that the difference in average PACV score is due to difference in ethnicity or status as an
immigrant. Non-immigrants in lower socioeconomic status brackets or immigrants ethnicities
other than Slavic may well both show high levels of vaccine hesitancy if surveyed via the PACV.
Due to the new nature of the PACV tool, published in 2013, no studies were available for
comparison that had surveyed immigrants or less wealthy populations (Opel, et al., 2013).

A final limitation is the possibility of participant’s suspicion of the researchers’ bias or
alternative motives. A participant could be influenced by fears or hopes about what the
researchers will think about the Minnesota Slavic community and their views as a result of this
study. Another participant may not feel he or she understands what the researchers are hoping to
accomplish with this study on vaccine hesitancy in Minnesota Slavic immigrants, and what this
data may be used for. Participant fears or distrust may have influenced not only the PACV scores
among those surveyed, but also who chose to participate in this study on vaccine hesitancy in
Minnesota Slavic immigrants, skewing the final data collected.

Recommendations for further research

This research focused on vaccine hesitancy rates in Minnesota’s Slavic immigrant
population. Vaccine hesitancy rates have been researched previously in other sub populations to
some extent, with little to no focus on the Slavic population. With such little research done in
this area, there is room for further research. Here are a few suggestions for future research on
vaccine hesitancy in Slavic immigrants.

The next step would be to break down the average PACV score among the Minnesota
Slavic immigrant community, and look at the different demographics that create this population.

The survey used in this research on vaccine hesitancy in the Minnesota Slavic community
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limited identifiers to Slavic immigrants, 18 years of age and older, residing in Minnesota.
Identifying different age groups and comparing the calculated averages between these varied
generations would take this research on Minnesota Slavic immigrants to a deeper level. A PACV
survey that asked participants for their exact age, or asked for them to check their respective age
bracket would allow the surveys to be sorted into group based on age. Subsequently, the average
PACYV score could be calculated for each age bracket, and compared via t tests to one another.
Comparing averages separated by age brackets could answer the question: does age influence a
participant’s choice to vaccinate? The decision to vaccinate children falls on the population of
childbearing ages, making it important to know whether this key demographic within the Slavic
community is hesitant to vaccinate.

The length of time a Minnesota Slavic immigrant has spent in the United States is another
demographic to consider when breaking down the population’s calculated average. A PACV
survey that contained a blank space or several brackets to indicate years lived in the United
States, would allow for organization of the surveyed Minnesota Slavic immigrant community
into several groups. Average PACV scores among the Minnesota Slavic immigrants surveyed
could be calculated based on years lived in the United States, answering the question: does the
length of time in the United States influence one’s choice to vaccinate?

Similarly, further studies using the PACV survey that were performed in a greater variety
of sample populations would allow for the average PACV score in the Minnesota Slavic
immigrants to be better understood. Studies using the PACV in other immigrant populations, as
well as those of all ethnicities in lower income brackets would allow for better comparison of the

Minnesota Slavic population with other populations.
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Creating a qualitative study, where individual Minnesota Slavic immigrants are
interviewed and asked to explain their answers on the PACV survey, would identify specific
areas that keep this community from vaccinating. Gathering underlying motivators and fears that
keep Minnesota Slavic immigrants from accepting vaccinations would create the groundwork to
better educate individuals on the benefits of vaccinations and the risks with undervaccination.

Once the high vaccine hesitancy in the Minnesota Slavic population is better understood,
further studies on Slavic immigrants should be completed in other states. Surveys of Slavic
immigrant communities in other places in the United States would give a better representation of
the true vaccination hesitancy level in the entire Slavic immigrant population. Further research
on the vaccine hesitancies of Slavic immigrants should be completed to prevent the risk of future
epidemics secondary to undervaccination.

Conclusion

In conclusion, this research study set out to determine the vaccine hesitancy level of
Slavic Immigrants in Minnesota using the PACV survey, and compare these results to the PACV
scores of other non-Slavic populations. The average PACV score of Slavic immigrants in this
study was 59.67, significantly higher than the PACV scores of the three comparison studies:
19.65 (Eby, 2017), 20.5 (Williams, et al., 2015), and 28.5 (Opel, et al., 2013). The results were
found to be statistically significant in t-tests comparing the scores of this study on vaccine
hesitancy in Minnesota Slavic immigrants to the three comparison studies.

However, this study had several limitations. The primary limitation was the small
population size of participants, originating from a single church, as it may not be representative
of the Slavic immigrants in Minnesota as a whole group. In addition, translating the survey into

Russian, suspicion of researcher motives, and the limitations of the PACV survey are all
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limitations to this study on vaccine hesitancy in Minnesota Slavic immigrants. The limited
number of other reported studies using the PACV survey meant all comparative studies were
completed in young, wealthy, whites, making it difficult to know if the difference in PACV
scores was due to Slavic immigrant status, or other demographic differences.

Some potential for further research in the topic of vaccine hesitancy in Minnesota Slavic
immigrants is possible. Reproducing this study on vaccine hesitancy in Minnesota Slavic
immigrants on a larger scale would aid in better understanding the true attitudes regarding
vaccines held by the entirety of the Minnesota Slavic immigrant community. Further research
with more demographic questions, including age and how long participants have been living in
the United States, would allow for identification of other important variables driving vaccine
hesitancy in the Minnesota Slavic community. Finally, this study on vaccine hesitancy in
Minnesota Slavic immigrants can also be reproduced to measure Slavic immigrant vaccine

hesitancy throughout the United States.
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AN420T Bethal University Mad - survey
BETHEL Maksim Kozak <mak26522@bethel.edu>
UNIVERSITY
survey
2 messages
Igor Melnichuk <melnié7 @gmail com> Sat, Jan 21, 2017 at 1:53 PM

To: mak26522 @bethel edu

Hello Max_ | think it is ok to do this. Here is a letter.

for Max Kozak.docx
@ 15K

January 21, 2017

To whom it may concern:

On behalf of First Ukrainian Evangelical Baptist Church, | Igor Melnichuk give permission to Bethel University
Physician Assistant students Maksim Kozak, Rachiel Van Heest, and Hannah Roy to conduct their Master’s
research at this church with permission being granted to give a survey to church attendees.

Pastor,

lgor Melnichuk

APPENDIX B
Participant Letter of Informed Consent

(English Version)
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Informed Consent
Dear Research Study Participant:

We are physician assistant students from Bethel University’s Physician Assistant
Program, conducting research in partial fulfillment of the requirements for a Master’s Degree in
Physician Assistant Studies. This study is investigating the attitudes of Slavic immigrants in
Minnesota on vaccines. We hope to learn how likely Slavic immigrants in Minnesota are to
vaccinate themselves and their children.

You were selected as a possible participant in this study because you attend a Slavic
church in Minnesota. If you decide to participate, participation involves completing the attached
survey. If you feel uncomfortable in any way while taking the survey, you have the right to
decline to answer any question or refuse to hand in the survey with no penalty. Your
participation is completely voluntary and will not impact your relationship with First Ukrainian

Evangelical Baptist Church.
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Any information obtained in connection with this study that can be identified with you
will remain confidential and will be disclosed only with your permission. In any written reports
or publications, no one will be identified or identifiable and only aggregate data will be
presented. The paper surveys will be destroyed after the data is collected, and no names will
remain attached to the survey answers.

Your decision whether to participate will not affect your future relations with Bethel
University or First Ukrainian Evangelical Baptist Church in any way. If you decide to
participate, you are free to discontinue participation at any time without affecting such
relationships.

This research project has been reviewed and approved in accordance with Bethel
University’s Levels of Review for Research with Humans. If you have any questions about the
research and/or research participants’ rights, please call Maksim Kozak at (612) 242-6608,
Hannah Roy at (218)348-4405, or Rachel Van Heest at (952) 836-5298. You will be offered a
copy of this form to keep.

We understand that you have an extremely busy schedule and your time is limited. Your

participation is vital for our research. Thank you for your participation.

Max Kozak, PA-S  Hannah Roy, PA-S  Rachel Van Heest, PA-S
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WndpopmupoBanHoe cornacue
Jloporou y4acTHHK:

MBI, cTyZIeHTHI B IporpamMe accuctenTa joktopa B Bethel University, u mpoBoaum
MCCIIeIOBAaHME ISl BBIITOJHEHHSI TPeOOBAaHUH MpOorpaMMBl BeICIIEro oOpa3oBaHus. Hare
HCCIIEIOBAaHHME N3YyYaeT OTHOIICHUS K MPUBUBKaM cllaBsiH B MuHHecoTe. Mbl HajieeMcs y3HaTh
MHEHHE CJIaBSH O IPUBUBKAX: ce0€ U CBOUM JETSIM.

Bb1 n30paHbl Kak BO3MOXKHBINM yYaCTHUK B 3TOM M3YYEHUU TIOTOMY YTO BBI IIOCEIIACTE
CrnaBstHCKYIO 1IepbKOBb B MuHHecoTe. Eciii BbI permiyn NpuHATh y4acTue, BaM HaJl0 OTBETUTh
Ha Bomnpockl. Eciu Bam He KOM(OPTHO OTBEYaTh, y Bac €CTh MIPABO HE OTBEYATH HA BOIPOCHI.
Baie yuactue nmonHocthio 1o0poBosibHOE. Bamie yuactue unu Het, Hukoum obpazom He
MIOBJIMSIET Ha Balle oTHoueHue K [lepBoit Ykpaunckon EBanrensckoit banrtucrckou Liepksu.

Jro6as nuadopmanusi, OyeT OCTaBaThCS B CEKPETE M OyAET paCKPhIBATHCS TOJIBKO C
Ballero no3pojeHus. B mobom nokmnane wiv myOauKanuu, HUKTO HE CMOXKET ONPEIeNIUTh
HUYEro, MbI OyIeM MCIOJIb30BaTh TOJbKO 001IyI0 nHpopManuto. [locie Toro, kak Mbl codoepem
BCE OTBETHI U 3aKJII0UYEHHUS, Balla Oymara OyJeT yHUUYTO)KEHa U HUKTO HE y3HAeT BAalIUX UMEH.

Baie pemenne yuactBoBaTh B OIpoce He OyAeT HUKAK BIUATH Ha Ballle OTHOLIEHHE K
uepkBU. Eciu BBl peliniy y4acTBOBaTh, Bbl CBOOOJHO MOKETE OCTAHOBUTCS B JII0OOE Bpems,
KOT'/Ia BbI pEIINTE.

D10 TmpOIKT uccaeaoBanus 011 0100peH Bethel University's CooTBETCTBYOIITUM
0030opom HMccnenoBanus ¢ moapmu. Eciu y Bac OyayTt kakue To Bompockl OO nccieoBaHu,
WJIU O TIpaB YYaCTHUKOB MOXKayiicTa moa3BoHuTe Makcumy Kozak 612 242 6608, Hannah Roy
218 348 4405, nmu Rachel Van Heest 952 836 5298. Bbl MOkeTe MOTYy4UTh KOTIHIO ATOM (POPMBI

H MOXKCETC €€ COXPaHUTD.



MBI NOHMMAaeEM 4TO BBl OYCHD 3aHATHI, Bamn1 orBeT oueHb BaxkeH JJI HAIlI€T O

uccnenoBanus. Criacu0o 3a Balie yuyacThe.

Maxkcum Kozak, PA-S  Hannah Roy, PA-S  Rachel Van Heest, PA-S
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Attitudes about
Childhood Vaccines

READ THIS FIRST:

We are interested in your opinions about childhood shots (vaccines). Your child’s doctor or
nurse gives shots like MMR (measles, mumps and rubella) or Polio at check-ups to help keep

your child from getting sick.

THIS SURVEY IS HOT ABOUT SEASONAL FLU OR SWINE FLU (H1N1) SHOTS.

If the questions about children do not apply, please respond with how you

would proceed if they did.

below.

Please check only one answer to each of the

Strongly Not Strongly
Agree Agres Sure Disagree  Disagree
6. Children get more shaots than are
good for them ] ] a O a
T. | bafieve that many of the linesses
8. It is better for my child to develop
immunity by getting sick than to get a (] [} O O [}
shot.
9. It is better for children to get fewer
vaccines al the same time. o o O 0 O
Not at all Not too Hot  Somewhat Very
C d C d Sure C d C d
10. How concemed are you that your
child might have a sefious side effect m] ]} [m} O m}
from a shot?
11. How concemed are you that any
one of the childhood shots might not be O ] (] (] [}
safe?
12. How concemed are you that a shot
might neot prevent the disease? O m} O a O
13. if you had another infant today, Yes No Don't
woukd you want him/her to get all the Know
recommended shats? a (m] (]
Notatall Mot too HNot Very
Hesitant  Hesitant Sure Hesitant  Hesitant
14. Overall, how hestant about
childhood shots would you consider ] m] [m] O a

yourself to be?

1. How old are you?
] 18-29 years old
130 years or older

2. Were you born in one of the following countries: Russia, Ukraine, or Belarus?

O Yes
O Ne

3. Have you ever delayed having your Yes
«child get a shot (not including seasonal
flu or swine flu (H1N1) shots) for
reasons other than ilness or allergy?

4. Have you ever decided not to have
your child get a shot {not including
seasonal flu or swine flu (HIN1) shats)
for reasons other than liness or allergy?

Yes

5. How sure are you that following the
recommended shot schedule is a good
idea for your child? Please answer on a
scale of 0 to 10, where 0 is Not af alf
sure and 10 is Completely sure.

Strongly
Agree

a

Agree

15. | trust the information | receive ]

about shats.

16. | am able to openly discuss my
concems about shots with my child’s
doctor.

17. All things considered, how much do
you trust your child’s doctor? Please
answer on a scale of 0 1o 10, where 0 is o
Do nof trust at all and 10 is Compleely
trust.

Thank You!

Not
Sure

a

Strongly

Disagree Disagree

O

[m]
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Crporo He He
cornacen Coraacen yBepeH

6. Jetam matot Gombie

COrTaceH He coraaceH

MHE€HHE 0 NeTCKHX ITPHBHBRAaX

Mu x0THM 3HaTh Bamle MHEHHE O ISTCKMX YKONax (BakkcHHarmit). JlokTop Bamero pebéHka
08T YKOIEL IPOTHUE KOPH, SIIMIEMAYECKOT0 TapOTHTA (CEMHEN) M KOPEEoil KpacHyXH
(MMR), v oNHT Ha AeTckux ofcnenoBoHax 9100 oMotk chepeds mx ot GomesHu.

ETa aHKeTa He O Ce30HOM TPUITITIE MIIH O CEBIHHHOM TDHIIIE, MPOTHE KOPH, STHIEMHTECKOTO
MapoTHTa (CEMHEM) 1 KOPEBOft KpacHyXH

ECIIH BOMPOCH! © AETHX He OTHOCATCA K Bah, TIOKATYHCTA OTBETSTe KaK G5 BBl TIOCTYTILTH
ECTTH OHM OBI OTHOCHNCE K BaM.

TozanyiicTa OTMETIE TOIEKO OIMH OTEET Ha KaKIBIi EOIIPOC.

—_

Cromnbko Bam net?
O 18-29 met
0 30+ mer
2. Ponmnncs v BBl B 00HOH K3 (cerommamamx): Y kpanmsl, Pocenn, min
Benapyen?

O Jda

O Her
3. OrcTaBmany 1M BBl KOTAa-To 4aTh
BameMy peOEHKY VKO (He IIHTaA Ce30HHbI

rpunm une ceuEHb rpumn (HIN1) us sa
TIPHYHHEL KPOME DOMNE3HH HiTH amneprun?

Her
O

A He 3HA©
m}

Ha
O

4. OtkassIBaTNCh TH BBl KOTAA-TO JaTh BallleMy PebEHKY yKon (He mmTas

CE30HHEIH TPHIN HIH cBHEHEI rpunn (HIN1) H3 32 NpHYHHEL KpoMe OoesHH
HITH aIepruu?

Ja Her 4 ne smaw

O O O
5. Ha CKOMIBKO Bbl YBEPEHHDL 910 COP o FEEE
CIIENOBAaTh PEKOMEHIOBAHHBIH HCAYEC PR YBCpcH
rpadHK ACTCKUX YKOMOB €CTh 0 1 2 3 4 5 6 7 8 9 10
XOpOMIad HASA [MA BAIIETO sy s e o I |
pebEnka?

Crporo
Crtporo He He

cornacen Coraacen YBepeH
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Crporo
corIaceH He COIIACeH

YKOIIOB YEM HM IOJE3HO. ] 0 o o [

15. A sepro undopmartmm,
7. 4 Bepro uT0 MHOTO H3 DonesHeH KoTopyI?x HUJ‘[?“]]:IO Hacuer o o o . o
KOTOPBIX YKOJIBI IPEIOXPAHAIOT 0O o o0 o0 O TIPHBHBOK.
ABIAKTCA CCPBESH:HL[Y[

16. 5 ciocoben oTkpHITO
8. Jlyume Moemy pebEHKY OHCKYCHPOBATh MOH O O O O O
Pa3’BUBATH MMMYHHTET Yepes O ] O ] 0 MEpERNBAHNA HACUYET IIPHBHBOK
3aD0MCBaHMA YEM YEPES YKOII. © MOHM TETCKHM TOKTOPOM.
9, Jlyume Moemy pebEHEY coBceM NOJHOCTBIO
T T T 5 o o o o . 17. B obmiem, HACKONBKO BBL He BepIo J0BepaI0
OZIUH pas. MOMCTE AOBCPATD “OB"B“Y 0 1 2 3 4 5 6 7 8 9 10

metckoMy Bpauy? Oyenume

o o ! i I e e e s o R
10. Ha cxonbko BBl Coecem He He Obecnokoen Owuens WRAM0U ¢ U do 1U.
obecriorocHEl uTo Bam  He obecnokoen Ofecmokoen ysepen ofecmokoeH
PeOEHOK MOMKET MONYYHTD
HeKeIaTenbHble 3O hexrTH 0T o o o o o
MIPHBHBOK?
11. Hackonbko Bbl 0GECTIOKOEHBI,
YTO HEKOTOPHIE HOETCKHE O O O O O
MIPHBHEKH He GesomacHE!?
Cnacuto!
12 .Hackomnsko EBI 00ECIIOKOEHEL
UTO HEKOTOPBIE IPHBHBKH HE O O O O O
IpeJoTBpaTAT DonesHu?
13. Ecnu © y Bac 6pin emie oame
MIAZEHEI CETOMHA, BEI OBI XOTEMH Ta Her me smaio
uTo OBI OH MOITYYHIT BCE D D D
peKOMeHIyeMble IPHBHEKH?
CoBceMm He 0UeHb He 3HA)  COMHEBAHCH oveHb
14. B obmrem, Ha ckomsxo  HET COMHEBAHCh COMHEBAICh
CHJIBHH Balllbl COMHEHHE O
O i i O 5]

ACTCKHX lTpPIEPIEOK?
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PACV Scoring Instructions

1. Score each of the 15 PACV survey items (Q3-Q17). Hesitant responses are assigned a 2, ‘don’t
know or not sure’ a 1, and non-hesitant responses a 0. The two items in which the ‘don’t know’
response was excluded as missing data (Q3 and Q4) are scored as 2 for the hesitant response and 0
for the non-hesitant response.

2. Calculate the raw total PACV score by simply summing each item. The total raw score will range
from 0 — 30 if all items have responses and Q3 and Q4 are not excluded as missing data. If there is at
least one item without a response or Q3 or Q4 are answered as ‘don’t know’ and therefore are
excluded as missing data, the total raw score needs to be adjusted. For instance, if there is one
response missing or excluded, the total raw score will range from 0 — 28; if there is two responses
missing or excluded, the total raw score will range from 0 — 26; etc.

3. Convert the raw score to a 0 — 100 scale using simple linear transformation accounting for items
with missing values (see score conversion chart below).

A B C
If both Q3 and Q4 are Yes | If Bilfiéf Q3 or Q4 are BOA | If BOtA Q3 and Q4 are Do
or No and items Q5-Q17 | K@Ml or Q5-Q17 has one KAGW or Q5-Q17 has two
have no missing missing response missing responses
responses
Raw Score | Converted Raw Score | Converted Raw Score | Converted
Score Score Score

0 0 0 0 0 0

1 3 1 4 1 4

2 7 2 7 2 8

3 10 3 11 3 12

4 13 4 14 4 15

5 17 5 18 5 19

6 20 6 21 6 28

7 23 7 25 7 27

8 27 8 29 8 Sl

9 30 9 32 9 35

10 &) 10 36 10 38

11 37 11 39 11 42
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August 25, 2017
Hannah, Maksim, & Rachel,;

As granted by the Bethel University Human Subjects committee as the program director, [ write
this letter to you in approval of Level 3 Bethel IRB of your project entitled: "Attitudes Towards
Vaccinations in the Minnesota Slavic Community." This approval is good for one year from
today's date. You may proceed with data collection and analysis. Please let me know if you
have any questions.

Sincerely;

Wallace Boeve, EdD, PA-C

Program Director

Physician Assistant Program

Bethel University

w-boeve@bethel.edu

651 308-1398 cell

651 635-1013 office

651 635-8039 fax
http://gs.bethel.edu/academics/masters/physician-assistant

CC: Bethel IRB Chair
Faculty Chair Advisor
PA Program Research Coordinator


mailto:w-boeve@bethel.edu
tel:651%20308-1398
tel:651%20635-1013
tel:651%20635-8039
http://gs.bethel.edu/academics/masters/physician-assistant

Appendix H
Permission to Use PACV Survey

Request to use the PACV survey tool 007 x

Rachie Van Hesst <revTOEE2 I b8 Mhal adu=

o douglas.opel -

Doar Dr. Cpal,

Jan 24

) [
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Appendix I
Adjusted Raw PACYV Scores
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APPENDIX I

Raw Adjusted
score score

21 70
18 64
28 93
17 57
22 73
23 77
14 47
20 67
24 80
7 27
15 58
1 3

29 97
20 67
27 90
27 90
21 70
28 93
10 33
14 47

10 33
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