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ABSTRACT

Addressing the health needs among refugee populations requires an approach that recognizes social, cultural and language issues
and has a platform for interventions that actively use the strengths and competencies from a variety of healthcare disciplines. An
interprofessional practice model was implemented in 2012 at the University of Louisville as part of a program aimed at providing
age-appropriate vaccines for newly arriving refugees in the Louisville community. During 2012-2014, the program involved more
than 35 faculty, 22 residents and fellows, 278 students, 28 support staff and 16 researchers in collaborative work representing
nursing, medicine, public health, pharmacy, and social services disciplines in addition to students and faculty from business and
engineering. As of early 2015, more than 20,000 doses of vaccine have been safely provided to more than 5,000 refugees. The
processes and outcomes have been deemed as beneficial by the refugees and healthcare providers. This type of interprofessional
practice model may serve as a deliberative learning platform for other refugee health services.
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1. INTRODUCTION

According to the Department of Homeland Security, approx-
imately 75,000 refugees and 450,000 legal permanent im-
migrants are resettled into the United States each year and
represent nearly every country in the world and a major-
ity of spoken languages and cultures.[1, 2] According to the
Catholic Charities of Louisville, Inc. (CC) and Kentucky
Office for Refugees (KOR), during the calendar year 2013,
almost 2,500 refugees arrived in Kentucky as part of the fed-

eral refugee resettlement program. Within this group, over
40% arrived from Cuba, 12% from Iraq, 11% from Bhutan,
8% from Somalia, 8% from Burma/Myanmar. In addition,
refugees entered in smaller numbers from the Democratic Re-
public of the Congo, Ethiopia, Afghanistan, Sudan, Rwanda,
Burundi, Djibouti, Kenya, and Syria. These groups represent
a variety of cultures and an array of languages are spoken
including; Spanish, Arabic, Nepali, Somali, Swahili, Karen,
Burmese, Chin, Amharic, Oromo, Russian and Kinyarwanda.
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Refugees arriving in Kentucky were placed in one of four
cities with 1,800 (72%) being placed in Louisville and the
remainder in Bowling Green, Lexington, or Owensboro (Ken-
tucky Office of Refugees, personal communication, 2014).
The overarching problem, as well as the opportunity, involves
how to address the diversity of health issues within the chal-
lenging social and economic framework posed by broad
language differences and cultural backgrounds. Further, ac-
complishing this through a practice and educational process
that is sustainable and consistent requires a new perspective
for the education and training of all healthcare personnel
participating in the resettlement process. Little is written
about interprofessional approaches in care of refugees, but
the need for approaches that capture a full range of skills has
been recognized. The importance of a workforce that can
address language barriers, differences in living skills, and the
expectations of the individual refugee groups was described
by Australian researchers.[3] The provision of dental care
for refugees using teams of dentists, physicians, and nurses
resulted in a holistic approach for care that improved access
to dental care for the refugees while increasing humanitarian
values among the healthcare participants.[4] Oregon Health
& Science University implemented interdisciplinary elec-
tive courses focused on activities provided within refugee
community centers.[5] Each of these authors recognized the
importance of bringing multiple disciplines together to pro-
vide a more expansive service approach while enabling a
richer educational experience for the student participants.
Improved access to care and service as well as an empha-
sis on disease prevention and health promotion were also
common threads across those three reports.

With healthcare reform, the ability of individuals to access
care is changing and the emphasis on prevention and health
promotion has taken on new significance. The ability of
the healthcare infrastructure to address unique health needs
within a construct that acknowledges and addresses language,
culture, social and economic barriers and differences will be
critical in the provision of quality and affordable care. Ger-
maine to this issue are new practice and education techniques
that actively enable the healthcare workforce to provide care
that is culturally competent, inclusive, and of acceptable and
consistent quality. Accomplishing this necessitates a method-
ology that is actively collaborative and in recognition of the
varied skill sets and competencies of all participants.

In 2012, clinicians and researchers at the University of
Louisville entered into a partnership with CC and KOR
aimed at providing real-time assessments of the health con-
ditions present among refugees resettling in Kentucky. The
first phase of this partnership involved development of re-
ports that summarized the results of initial health screenings

provided to the newly arriving refugees. It was quickly de-
termined that issues relevant to the care and safety of the
refugees as well as the public health of the communities
welcoming those refugees could be improved through a new
approach to the provision of care, assessment of illness and
health need, and prevention through immunization. Each
incoming refugee, both adult and child, needed to receive
age-appropriate vaccines, not only for public health reasons
but also to fulfill the requirement by the United States Citi-
zenship and Immigration Services (USCIS) that all refugees
receive these vaccines before becoming eligible to apply
for a permanent residency card (Green Card) and eventual
US citizenship.[6] Limited information regarding immuniza-
tion history was available and came primarily from overseas
medical examinations provided in the refugees’ country of
origin. Although a medical examination was performed, its
focus was on identification of illnesses that actively repre-
sented a risk to the US population, but not on susceptibil-
ity to vaccine-preventable diseases. That responsibility is
borne by the receiving agencies involved in resettlement. The
challenge for the local community in Louisville, Kentucky
included determination of needed vaccines, recognition of
individual health conditions, development of a method of
care that addressed cultural and language differences, provi-
sion of immunization in a safe manner, and performance of
these activities in a way that recognized limited financial and
workforce resources. The opportunity involved conceptual-
ization then implementation of a novel approach that brought
together relevant health professionals to form the Interprofes-
sional Refugee Immunization Clinic. The clinic supported a
method for provision of high quality immunization care to
the refugees while providing a deliberative learning environ-
ment based upon interprofessional education and practice.
The objective of this manuscript is to describe the develop-
ment, implementation, and outcomes of the University of
Louisville Interprofessional Refugee Immunization Clinic.

2. METHOD

2.1 Interprofessional refugee immunization clinic: De-
velopment

The initial reporting summarizing health conditions among
newly arriving refugees identified the inability to determine
their immunization rates. A pilot program was proposed
that included performance and financial metrics. The per-
formance goal was to develop an immunization process that
would enable access by all refugees during their eight month
resettlement period. The financial goal was accomplish-
ment of immunization without exceeding funds available
for those purposes. Upon acceptance of this program, in
late 2012/early 2013, the University of Louisville School of
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Medicine undertook the planning, development and imple-
mentation of a refugee immunization program that was based
upon a model of interprofessional practice. The objectives of
the program included: 1) development of an immunization
process that addressed the age-appropriate vaccines outlined
in the Centers for Disease Control and Prevention (CDC)
Global Migration and Quarantine guidelines and Health and
Human Services Office of Refugee Resettlement guidelines1;
and 2) alignment of the process with the interprofessional
education and collaboration goals outlined by the 2011 ex-
pert panel report that followed recommendations from the
Institute of Medicine.[7, 8]

Using input from students from the UL Speed School of
Engineering, workflow processes were designed and sim-
ulations conducted to identify aspects that were prone to
error or safety risks and delays in throughput. Public Health
students helped identify steps in the process that posed chal-
lenges for addressing the cultural needs of various refugee
groups, for example privacy needs of Muslim women dur-
ing vaccination, and health literacy needs for refugees who
are illiterate. Students in medicine, nursing, and pharmacy
helped develop the initial immunization procedures recog-
nizing the constraints posed by the physical environment
including small work spaces, lack of immediate access to
sinks for hand hygiene, environmental temperature variations,
and space for emergency response if needed. Roleplaying
provided opportunities for student groups to work together,
ask clarifying questions, demonstrate competence in their
roles and responsibilities, and experience the full process
prior to implementation.

2.2 Interprofessional refugee immunization clinic: Im-
plementation

2.2.1 The immunization process
An overarching goal for the clinic was safe provision and
documentation of all age-appropriate vaccines recommended
by CDC for all refugees resettling in the Louisville area. For
most adults, these vaccines included: 1) the 3-dose primary
tetanus series including two doses of Td and one dose of
tdap; 2) two doses of the measles-mumps-rubella (MMR)
vaccine; 3) two doses of varicella vaccine unless there was a
documented positive titer; and 4) one dose of influenza vac-
cine during the influenza season. One dose of pneumococcal
vaccine might also be administered depending upon patient’s
age and underlying health conditions. Ten months into the
clinic program, provision of vaccines for the pediatric and
adolescent population was added to the program due to the
need to ensure immunization prior to school entry. These
vaccines included all routine childhood immunizations ac-
cording to current Advisory Committee on Immunization

Practices (ACIP) recommendations. Vaccines for adults, ado-
lescents and children were selected based upon reliable doc-
umentation of prior doses and health indicators such as titer
results, age, underlying medical conditions, and contraindica-
tions. Accomplishing this task required that all participating
healthcare personnel achieve the following competencies: 1)
knowledge of the vaccines and the disease they prevent; 2)
ability to select the correct vaccine(s) for each individual
based upon the ACIP recommendations including dose and
site of administration; 3) ability to handle the vaccine while
maintaining cold chain; 4) use of safe injection practices
during mixing, drawing the administration dose; adminis-
tration of the vaccine; use of safety devices; and disposal
of equipment; 5) querying and educating the patient recip-
ient or parent of the vaccine recipient via the use of onsite
interpreters or a telephone language line; 6) culturally sen-
sitive administration techniques such as offering privacy for
Muslim women and distraction techniques for children; 7)
monitoring of the vaccine recipient post-immunization; and
8) documentation.

Follow up post-immunization was an important part of the
process in that adverse events may occur or health conditions
may change necessitating an alteration in future immuniza-
tion plans. Recognizing this, improvements in the system
that involved development of individual immunization plans
emerged in order to facilitate a nimble approach for each
refugee. Some methods of documenting identifying infor-
mation, health information obtained during decision-making
prior to immunization, existing titer results, and vaccine ad-
ministration needed to be developed. A vaccine “trip tik”
was subsequently crafted (see Figure 1) so health information
relevant to immunization, prior receipt of vaccines, and docu-
mentation of administered vaccines could follow the individ-
ual refugee patient through the process and be maintained in
a database for retrieval and ongoing quality monitoring. The
vaccine “trip tik” formed a basis for assessment, documenta-
tion, translation, education, training, and health information
sharing. Nursing, medicine, pharmacy, and public health
faculty collaborated in development of this “trip tik” and in
its subsequent improvements.

2.2.2 Alignment of the process with interprofessional edu-
cation and collaboration goals

Collaboration among the health professions is not a new
concept. Since the early 1970’s, there has been an empha-
sis on interdisciplinary approaches to the teaching of health
sciences students. The desire to link education with the
practical elements of care, and develop new faculty skills
that enable them to use cooperative models during the ed-
ucation process has been a continuing theme, particularly
within academic health centers. This was voiced specifically
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in the 1972 Institute of Medicine report “Educating for the
Health Team”,[3] and more recently in a 2011 expert panel
report “Core Competencies for Interprofessional Collabora-
tive Practice”.[4] The need for opportunities where a variety
of health disciplines can come together to address complex
problems in an environment that supports deliberative work-

ing and learning has represented educational and practice
nirvana. This clinic offered a unique opportunity to bring
health and other related disciplines together to work on com-
mon goals—the provision of high quality healthcare for a
vulnerable, yet resilient, international population.

Figure 1. Green Card Vaccines “Trip-Tik”
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The interprofessional education and collaboration goals mir-
rored those outlined by the 2011 expert panel report in
terms of desired principles that underpin competencies in-
cluding care that is: 1) Patient/family centered; 2) Commu-
nity/population oriented; 3) Relationship focused; 4) Process
oriented; 5) Linked to learning activities educational strate-
gies, and behavioral assessments that are developmentally
appropriate for the learner; 6) Able to be integrated across
the learning continuum; 7) Sensitive to the systems con-
text/applicable across practice settings; 8) Applicable across
professions; 9) Stated in language common and meaningful
across the professions; and 10) Outcome driven.[8]

Each of the participating disciplines had specific areas of
responsibilities with the clinic. Public health professionals
were responsible for addressing the cultural needs of each
refugee including arranging logistics for interpreters, vac-
cine information statements in each language with verbal
review for those unable to read their native language, and
movement through the clinic from check-in to check-out.
Nursing was responsible for administration of each dose of
vaccine, educating each vaccine recipient, and documenta-
tion of each dose received. Pharmacists were responsible for
monitoring the environmental conditions of the vaccine, dis-
tribution of vaccine doses, and addressing questions regard-
ing drug-vaccine interactions. Medicine was responsible for
adherence with the vaccine schedules, addressing questions
concerning contraindications, and stand-by for any emer-
gency response necessary in the event of syncopal episodes
or vaccine reaction. Engineering students helped develop the
process through simulation and implemented adjustments
based upon recognized “choke points” in the process flow.
Roleplaying and simulation before the first vaccine clinic as
well as post-event hot wash discussions helped identify areas
of concern as well as areas of high performance and helped
bring a sense of high fidelity to the process.

The immunization clinics were situated in the community
centers that are the hub of activities for the resettled refugee.
This enabled parents and children to come for immuniza-
tion together and at times convenient for them with work
and school constraints. Scheduling of the clinics focused on
enabling refugees to attend with others from their home coun-
try. This facilitated the ability to address specific cultural
and language needs among each population and incorporate
strategies to build trusted relationships. Use of expertise from
the business and engineering students and faculty helped to
ensure processes that were efficient and safe while also ad-
dressing consistent and appropriate use of limited human
and material resources. Activities specific to the immuniza-
tion process were linked with measurable competencies and

the provision of immunization afforded the opportunity for
the various disciplines to work together and learn from each
other. Figure 2 provides an example of a skills validation
checklist used in the multidisciplinary competence assess-
ment. Use of the checklist enabled opportunities for real-time
intervention and practice redirection.

3. RESULTS
The immunization program used in the clinic was designed
to be a real-time interprofessional practice environment that
began with representation from nursing, medicine, pharmacy
and public health but expanded over the course of twelve
months to include students and faculty from infectious dis-
eases, pediatrics, internal medicine and social services to-
taling more than 35 different faculty, 22 residents and fel-
lows, 278 students, 28 support staff and 16 researchers. A
survey was provided to the initial 200 students and 30 fac-
ulty in an effort to gather perceived benefits from the pro-
cess and enable a 100% survey response rate. Among those
230 respondents, 96% (221/230) indicated their satisfaction
with the process; 100% indicated that they obtained new
knowledge; 100% perceived their knowledge and applica-
tion of cultural awareness and sensitivity improved; 94%
(216/230) indicated they learned something new about the
other participating disciplines; 100% indicated their skill set
and competence regarding vaccine handling and adminis-
tration improved; and 96% (221/230) indicated they found
professional value in the opportunity. Interestingly, 100% of
the responding faculty indicated that they learned something
new about the other disciplines during their participation in
the immunization clinic.

During the first twelve months of the project, more than
5,000 doses of vaccine were provided to more than 1,200
adult refugees. Two episodes of administration errors and six
episodes of fainting among the vaccine recipients were iden-
tified. No needle stick or other injuries were reported by the
participating health discipline students, residents, fellows or
faculty. In the first two months of the project where more than
160 pediatric refugees were immunized, more than 600 doses
of vaccine were administered. No errors or adverse events
were reported among those children. On-site interpreters, lan-
guage line connections, and health professionals from several
of the countries represented by the refugee population helped
facilitate adequate and effective communication among the
refugees and the health professionals. Communication with
case workers helped to ensure that there was a process to
report adverse events or concerns with the process among
the refugee participants. As of May 2015, more than 20,000
doses of vaccine have been provided to more than 5,000 adult
and pediatric refugees using this interprofessional process.
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Figure 2. Managers’ and nurses’ competence assessments

Challenges identified included the variation in existing
knowledge and skill regarding vaccine administration among
the participating schools of nursing, existing health literacy
among the refugees concerning health conditions that may

represent vaccine contraindication, and the different process
flow implemented in the vaccine clinics held at two different
sites. To assist schools of nursing with pre-clinic educa-
tion and skill validation for their students, demonstration
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videos and competency checklists were developed and made
available to faculty and students. Addressing health literacy
issues continues to be a challenge but one step taken to ad-
dress it involved the hiring of former refugees to participate
in the vaccine clinics as “connectors”. Their presence pro-
vided assistance to refugee families as they transitioned into
healthcare in their new community.

4. DISCUSSION
The Interprofessional Refugee Immunization Clinic evolved
to include both adults and pediatric refugees in an effort to
meet medical and social needs of this population. Further,
barriers to successful integration into the community could
be addressed as a family. One important example involved
the ability to ensure that children received vaccines neces-
sary to attend school thereby enabling parents to go to work
and continue their path toward self-sufficiency. From an
interprofessional education perspective, this enabled active
learning among adult and pediatric practitioners, pharma-
cists, and public health professionals. The processes in the
refugee immunization clinic enabled active learning among
adult and pediatric healthcare professionals, pharmacists and
public health professionals. This served to underscore the
importance of active participation in issues such as vaccine-
preventable diseases and the importance of immunization.
The health professionals worked together to consider ap-
proaches to immunization guided by individual needs while
ensuring public health protection. Real-time circumstances
and active clinical environments provided situations where
these health professionals could problem-solve, experience
the competencies and role expectations of the varied dis-
ciplines, and practice professional interactions. The clinic
also demonstrated process development and the importance
of work practice standards and continuous evaluation. A
number of process improvements came directly from the
health profession students as they discovered new ways of
approaching problems. Their ability to recognize best prac-
tices and deviations, develop rapid interventions, and assess
impact were achievements voiced by participants. Each stu-
dent and faculty participant observed and experienced the
language and cultural realities involved in refugee healthcare.
Although each refugee will need to enter American society,
they will do so within their existing cultural being. It is
critical that each participating healthcare student and faculty
recognize the importance of cultural competencies and ac-
tively learn how to ensure it as this is a cornerstone to their
individual practice. In the provision of immunization this is
evident in situations such as administration of vaccine to a

Muslim woman. Ensuring that she has the privacy necessary
to enable the healthcare worker to visualize the injection site,
provide coverage with her clothing, and have another woman
administering the vaccine was an important demonstration of
a common cultural difference requiring a culturally sensitive
approach. It was important for all clinic participants to recog-
nize this need and develop their own approaches to find the
common grounds necessary for trust and ongoing relation-
ships. A number of interesting projects emerged from the
collaborations including development of multidisciplinary
health promotion projects, poster presentations, and multi-
disciplinary study groups. Further, the School of Medicine
has expanded their existing global health distinction path-
way as well as a rotation focused on social justice with both
including participation in the refugee immunization clinic.

5. CONCLUSION
In order to address the needs of patients in a changing com-
munity, the competencies of its healthcare and public health
workforce must also change. Not only must training and edu-
cation recognize cultural and language diversity, but in order
to adequately address those needs, the healthcare and public
health workforce must refine their abilities to work together.
Through an embracing of interprofessional education and
practice, necessary steps can be taken toward this goal. Use
of real-time learning environments, such as those provided
by our novel Interprofessional Refugee Immunization Clinic,
enables this type of practice and learning to occur locally.
Helping the refugees address health-related issues and move
toward a sustainable and healthy lifestyle represents an in-
valuable and transformative opportunity for them and for the
professionals involved in their care.
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