
THE INFLUENCE OF CLIENT, STAFF AND WORKFLOW 

CHARACTERISTICS ON IMMUNIZATION 

CLINIC ENCOUNTER TIME 

By 

Pamela Kay Dallabetta 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 

For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1998 



2 

STATEMENT BY THE AUTHOR 

This thesis has been submitted in partial fulfillment of the requirements 

for an advanced degree at the University of Arizona and is deposited in the 

University Library to be made available to borrowers under the rules of the 

Library. 

Brief quotations from this thesis are allowable without special permission 

provided that accurate acknowledgement of source is made. Requests for 

permission for extended quotation from or reproduction of this manuscript in 

whole or in part may be granted by the head of the major department or the 

Dean of the Graduate College when in his or her judgment the proposed use of 

the material is in the interest of scholarship. In all other instances, however, 

permission must be granted by the author. 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 



3 

ACKNOWLEDGEMENTS 

No work of this magnitude is ever accomplished alone. There are many 

people who helped me along the way. I would like to first express my sincere 

appreciation to my thesis chairperson, Dr. Judith Effken, for her patience, 

support, and time. She shared her expertise with me and I am truly grateful. 

I wish to thank my other committee members, Dr. Kathleen May and Ms. 

Marylyn Morris-McEwen, for taking their time to read and critique my work and 

help guide the final product. Their encouragement and kindness are most 

appreciated. 

My family and friends have shown genuine interest in my work and its 

progress which has given me much support and encouragement. 

And finally, I would like to thank Dr. Ann Woodtli, my advisor, for her 

guidance and support during my entire graduate experience. She gave me 

encouragement when no one else could. 



4 

TABLE OF CONTENTS 

Page 

LIST OF FIGURES. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 

LIST OF TABLES. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 

ABSTRACT.................................................... 8 

CHAPTER 1. INTRODUCTION. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 

Research Questions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 

Definition of Terms . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 

Overview of the Problem. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11 

Problem Statement . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 3 

Purpose of Research . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 4 

Significance of The Study . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15 

Summary.............. . ................................ . 15 

CHAPTER 2. CONCEPTUAL FRAMEWORK AND 

REVIEW OF LITERATURE. . . . . . . . . . . . . . . . . . . . . . 16 

Conceptual Framework. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16 

Contingency Theory . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 9 

Complexity of Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 O 

Client Characteristics. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25 

Communication ................................ . ...... 27 

Degree of Acculturation ................................ 29 

Summary .................................................. 30 

CHAPTER 3. METHOD ........................................ 32 

Research Design . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 32 

Setting .............................................. 32 

Sample ................................................... 37 

Protection of Human Subjects . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 7 

Instruments. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 38 

Pima County Immunization Encounter Form .................. 38 

Language and Degree of Acculturation 

Assessment Tool ......................................... 40 

Data Collection. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 41 

Data Analysis .............................................. 42 

Summary ................................................. 42 



Figure 1. 

Figure 2. 

LIST OF FIGURES 

Page 

Nursing Technology Model by Verran and Shaw ...... 23 

Model Demonstrating Client Characteristics and 
Complexity of Care ................. , . . . . . . . . . . . . . . 26 

6 



Table 1. 

Table 2. 

Table 3. 

Table 4. 

Table 5. 

Table 6. 

LIST OF TABLES 

Page 

Overview of Technology Models. . . . . . . . . . . . . . . . . . . . 24 

Definitions and Measures . . . . . . . . . . . . . . . . . . . . . . . . . 39 

Clinic Encounter Time by Dominant Language 
for 157 Clients in an Immunization Clinic. . . . . . . . . . . . 47 

Clinic Encounter Time by Degree of Acculturation 
for 109 Clients in an Immunization Clinic . . . . . . . . . . . 49 

Clinic Encounter Time by Spanish Communication 
Type for 103 Clients in an Immunization Clinic . . ...... 51 

Clinic Encounter Time by Workflow Variability for 
84 Clients in an Immunization Clinic .... .. ... . ....... 53 

7 



8 

ABSTRACT 

Using a conceptual framework derived from contingency theory and 

Verran and Shaw's (1986) Nursing Technology Model, this exploratory 

descriptive, comparative study examined the effect of clients' dominant 

language and degree of acculturation, staff's dominant language, and workflow 

variability on the time required to preconference clients at one immunization 

clinic in Southern Arizona. An investigator-developed tool was used to classify 

clients into three dominant language groups (English-only, Spanish-only, and 

bilingual), three levels of acculturation (low, moderate, and high), and assess 

workflow variability (low, moderate, high). Nursing staff conducting the 

preconferencing session were categorized by self-report into three dominant 

language groups (English-only, partial Spanish, and bilingual). It was expected 

that clinic encounter time would increase when miss-matches between client's 

and staff's dominant language required the use of a translator, with decreased 

levels of client acculturation and with increased levels of workflow variability 

(i.e., with more exceptions to standard procedures). The results of the research 

failed to support these hypotheses. Analysis of variance revealed no significant 

differences between the mean scores for any of the variables measured. 

However, some variables did order as predicted (e.g., encounters done by 

bilingual staff took less time than encounters using a translator). The high 

variability in the scores suggests the need for researchers to consider other 

factors in addition to those measured here when determining the predictors of 

encounter time. 
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The purpose of this study was to examine the effect of two client 

characteristics, dominant language and degree of acculturation, one staff 

characteristic, dominant language, and varying degrees of workflow variability? 

on the time required to deliver immunization services. 

Chapter I provides an overview of the problem and definitions of terms. 

The problem statement and the purpose of this study are followed by the 

significance of the study and a summary. Four research questions were 

addressed: 

1. To what extent does clinic encounter time vary when 

preconferencing clients who differ in dominant language? 

2. To what extent does clinic encounter time vary w~en 

preconferencing clients with varying degrees of acculturation? 

3. To what extent does clinic encounter time vary when 

Spanish-speaking clients are preconferenced by bilingual 

nurses or non-Spanish-speaking nurses using a translator? 

4. To what extent does clinic encounter time vary when preconferencing 

clients requiring varying degrees of workflow variability? 

Definition of Terms 

Definitions adopted for the purposes of this study are as follows: 
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Acculturation 

Conceptual definition - the degree to which a Hispanic person from a 

Latin country living in the United States accepts and integrates into the 

American culture. 

Operational definition 

Degree of Acculturation- the degree to which a Hispanic person 

from a Latin country living in the United States accepts and integrates into the 

North American culture as measured by the Language and Acculturation 

Assessment Tool. The tool differentiates acculturation into three levels: low, 

moderate, and high. A low degree of acculturation is defined as a Hispanic 

person from a Latin country living in the United States who is unable to speak 

English, has lived in the United States for less than one year, and has never 

been to the immunization clinic before. A moderate degree of acculturation is 

defined as any two of the above measures. A high degree of acculturation is 

defined as a Hispanic person from a Latin country living in the United States 

who speaks English, has lived in the United States for greater than one year, 

and has been to the clinic before. All three values must be present to be 

categorized as high. 

Clinic encounter time - the time required for a nurse to preconference the client, 

beginning when nurse and client (s) are seated at the conference table and 

concluding when the nurse ends the conversation by directing the client (s) to 

the vaccine administration area of the clinic as measured by the time 

documented on the Pima County Immunization Encounter Form by the nurse. 

Language Dominance Terms - The Language and Degree of Acculturation 



Assessment Tool distinguishes three language dominance categories: 

dominant English, dominant Spanish, and bilingual. 

1 1 

Dominant English - the client speaks only English or English with limited 

or no knowledge of Spanish. 

Dominant Spanish - the client speaks only Spanish or Spanish with little 

or no knowledge of English. 

Bilingual - the client/nurse speaks both English and Spanish fluently. 

Preconference - the review and analysis by the nurse of the client's 

immunization history and the determination of needed vaccines. 

Workflow Variability - the number of exceptions to the standard treatment 

ordinarily given to clients. For the purpose of this research, standard treatment 

is the provision of immunization services to clients who speak English, have an 

understanding of the process they will go through in receiving immunization 

services, and have an Arizona Immunization Record. 

Overview of the Problem 

Healthy People 2000 has set a goal that 90% of all children in the United 

States will have received the primary series of immunizations by the time they 

are 24 months old (Diptheria-Tetanus-Pertussis, Haemophilus Influenza, Polio, 

Measles-Mumps-Rubella) (U.S. Public Health Service, 1995). Reaching this 

goal would provide a level of protection from vaccine-preventable diseases that 

would reduce the population's risk of contracting these diseases and thus 

reduce illness, suffering, and debilitation . Achieving this goal also could 
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reduce the costs associated with providing health care to the unimmunized 

children who contract a disease. 

Recently, a national immunization coverage survey of 19-35 month old 

children in the United States indicated that only 75% had received the primary 

vaccination series. The survey also showed that vaccination coverage varied 

widely (61 % to 88%) across states (National Center for Health Statistics, 1994). 

In addition, large differences were found between urban and rural areas and 

between ethnic groups such as Hispanics and African-Americans (Guyer. 

Hughart, Holt, et al., 1994). A major factor in urban underimmunization is the 

failure of health care providers to vaccinate children when they visit the office for 

other purposes. A study conducted in Baltimore (Guyer et al., 1994) revealed 

that 75% of the 12-17 month old children had well child visits, but only 53% of 

these children received a Measles-Mumps-Rubella (MMR) vaccination during 

the visit despite the fact that MMR is recommended for this age group. A similar 

study of 24 month old children in Los Angeles (Guyer et al., 1994) showed that 

only 25% of the African-American children and 42% of Latino children were fully 

immunized despite the fact that these children averaged 15-17 visits to the clinic 

in their first two years of life. Provider failure to immunize adequately at the 

appropriate age and the use of possibly invalid contraindications for not 

immunizing, e.g. mild illnesses such as a cold or viral infection with a low grade 

fever, are cited as the main causes of underimmunization (Guyer et al). Urban 

immunization rates are low, but rural immunization rates are even lower, 

possibly because when fewer health care services are available, there are 

fewer opportunities to immunize. In addition, there may be other barriers such 
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as finding transportation to immunization clinics (Guyer et al.). Other possible 

causes of the differences in vaccination rates among states and regions need to 

be examined. 

Problem Statement 

In Arizona, the state government has mandated that immunization 

services must be provided at a nominal fee or free to all persons requesting 

such services for their children (Arizona Legislature, 1990). There are no 

restrictions such as citizenship requirements or proof of residency. Despite the 

availability of services , not all children in Arizona are fully immunized. 

Based on immunization rates for each county and state which are 

submitted to the Centers for Disease Control and Prevention each year, we 

know that the immunization rate for two year old ch ildren in Pima County, 

Arizona is only 40% (ADHS, 1997). There are at least two reasons for the low 

rate. The first is the manner in which the rate is calculated. Clients who usually 

go to their primary health care provider for immunization services but at one 

time have chosen to utilize the county system for whatever reason are entered 

into the county data set in the same manner as clients who use the county as 

their primary immunization provider. These one-time clients may never return to 

the county system, but the computerized data set does not reflect this. All 

immunization records of clients who utilize the county system are used in the 

analysis of immunization rates. When clients do not return to the county system 

it appears that their immunizations are not up to date, eve~ though they may 

have returned to their usual private health care provider for the remainder of 
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their immunizations. The result is an artificially low immunization rate for the 

county system which, at present, is the only data base used in analyzing the 

county's immunization rate as a whole. For this reason, the data do not reflect 

accurately the immunization status of the population served by the Pima County 

Health Department. 

The second reason, and the one that is the focus of this research, is that 

many clients have problems accessing immunization services within the county 

system because of the large numbers of clients requiring services and the 

limited numbers of opportunities for these clients to receive services in their 

community. Available services do not always meet the needs of the clients due 

to barriers such as language, transportation, and location where services are 

offered. 

Staffing of immunization clinics is based on the average number of 

clients seen in all of the clinics. The number of clients seen varies greatly at 

each clinic, but staffing remains the same (Pima County Health Department, 

1996). No studies have been done to identify factors that affect nursing staff, 

such as client encounter time, to explain why numbers of client encounters vary 

among clinics. 

Purpose of Research 

While many factors may potentially influence the length of time necessary 

to provide immunization services, this study explored the effect of two particular 

client characteristics, dominant language and degree of acculturation; one staff 

characteristic, dominant language; and one additional factor, level of workflow 



15 

variability, on one specific part of the immunization encounter time - the time 

required for preconferencing . 

Significance of The Study 

Assuming the availability of mandated immunization services, identifying 

factors that affect access to these services will provide a clearer understanding 

of why differences in vaccination coverage levels exist. The degree to which 

staff characteristics match the needs of the clientele seeking services may affect 

the actual time needed to deliver these services. Length of service time for 

each client may dictate how many clients can receive services on any given 

day. Given the current limitations on numbers of staff and available physical 

space to deliver services, longer service time per family translates to fewer 

clients receiving services. Shorter service time allows more clients to receive 

services. 

Summary 

Low immunization rates in children is a national problem. Efforts to meet 

the demands for immunization services while recognizing the limitations of staff 

must include an analysis of the types of clients accessing ~ervices. Analysis of 

characteristics of those seeking immunization services from an organization can 

be a useful tool in determining what nursing staff characteristics are needed to 

provide services in an efficient manner. This study investigated the effect of two 

client characteristics, dominant language and degree of acculturation, one staff 

characteristic, dominant language, and one additional factor, workflow 

variability, on clinic encounter time. 
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This chapter describes the conceptual framework for the study, 

Contingency Theory and Complexity of Care, and summarizes relevant 

literature on dominant language and acculturation . The chapter concludes with 

a discussion of cultural issues to be considered when analyzing dominant 

language and acculturation in a health care setting. 

Conceptual Framework 

The conceptual framework used for this study is based largely on 

Contingency Theory. First identified by Woodward in the 1950's, Contingency 

Theory was defined further by Burns and Stalker (1961 ), Lawrence and Lorsch 

(1967), Perrow (1967), and finally by Mark (1989). Contingency Theory asserts 

that there is no one best way to organize services and that client requirements 

and the impact of those requirements on delivery of services must be analyzed 

to provide services effectively. 

Contingency Theory originated with a series of studies in England by 

Woodward designed to determine the relationship of scientific management to 

business success. Classical management theory assumed that one set of 

principles could apply anywhere (Morgan, 1986). On the basis of her research, 

Woodward proposed that organizational structure was contingent on the 

predominant technology of the organization (Morgan). Burns and Stalker 
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(1961) extended the theory to include as well the kind of task or environment 

with which the organization is dealing. A "good" organizational arrangement 

depends on the goals of the organization and the conditions ( i.e., tasks, 

technology, or environment) under which the organization attempts to meet 

those goals (Mark, 1989). Organization structure and processes must be 

adapted to environmental demands and task requirements. "Different 

approaches to management may be necessary to perform different tasks within 

the same organization and different types of organization are needed in 

different types of environments. There is no one best way of organizing" (Burns 

& Stalker, 1961, p.49). In this view, organizational structure is contingent on the 

nature of the organization's environment. 

Not only organizations, but also departments within organizations may 

need to modify their organizational structure if the environments in which they 

function differ. That is, variations in the environments of various departments 

may require adaptation of the departmental structure if the department is to 

meet the goals of the organization as a whole (Lawrence & Lorsch, 1967). 

Several concepts of Contingency Theory can be applied to the 

organizational needs of health care systems as a whole. The first is the concept 

of 'mechanistic' versus 'organic' approaches to organization and management. 

Successful mechanistic organizations have stable environments with little 

variability. Routine tasks are the norm with little, if any, predictable change 

(Morgan, 1986). Therefore, tasks can be standardized and performed by all 

personnel with little training or need for previous exposure or expertise in the 

area. Decisions about changes required for task performance can be made by 
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higher management without input from personnel who actually perform the 

tasks (Morgan). 

The organic approach to organization lies at the other end of the 

continuum and functions best in flexible, open organizations where the 

unexpected occurs more frequently (Burns & Stalker, 1961 ). Organic structures 

can accommodate variations in how tasks are peformed more easily because 

they encourage lateral communication among employees for problem solving , 

Organic structures also allow personnel to use their own expertise and 

judgment to solve the unique problems they encounter on 1he job (Burns & 

Stalker) . However, to meet the wide variety of problems encountered, staff 

need considerable experience in the area and a broad knowledge base on 

which they can draw. 

Mechanistic organizations that find they require frequent alterations from 

the usual standard approach to meet varying customer needs often benefit from 
I 

moving towards a more organic, open system (Burns & Stalker, 1961 ). For 

example, health service organizations with unpredictable environments, such 

as the high technology areas of a hospital in which nursing care often varies 

from established standardized procedures, may find the mechanistic approach 

less functional in delivering services (Burns & Stalker). All individuals have a 

distinct set of needs that requires some adaptation of the organization to meet 

those needs effectively (Burns & Stalker). Although many organizations use the 

traditional mechanistic method of organizing their structures regardless of the 

type of activities involved in services they provide, some organizations have 

found there are other more effective ways to structure. 



19 

Contingency Theory 

Identifying the technology or tasks involved in product or service delivery 

is key to Contingency Theory (Mark, 1989). From a contingency point of view, 

technology is defined as "the actions that an individual performs upon an 

object... to make some change in that object" (Perrow, 1965, pp. 913-914). 

Technology or tasks that are routine and repetitive are not complex and do not 

require any knowledge of the worker beyond that required to perform the task. 

Mass production work ( e.g., an assembly line with each worker performing the 

very same task repeatedly) has very low variability. Any worker doing the task 

would do the task the same way. For example, workers on a radio assembly 

line perform one specific task again and again. There is little variation in the 

component coming to the worker at this particular location in the line. 

In contrast, tasks performed by nurses in delivery of health care services 

vary depending on the need of the "object" of that care. The "object" of the 

delivery of health care services is the client, who may be an individual, a family , 

or a community (Perrow, 1967); and each of these "objects" may have very 

different needs. The amount of variability of the work to be performed by the 

nurse can be categorized into functions the nurse may need to assume while 

performing the required work (Verran & Shaw, 1986). Nursing work that is 

predictable, such as the nurse's expectation that the client will speak the same 

language as the nurse and be familiar with the health care system in the 

community, requires the nurse to make little alteration in his approach to 

assessing the client. The routineness of the tasks the nurse will perform 

represents a low level of variability. On the other hand, if dient needs mandate 
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the performance of tasks not normally required of or encountered by the nurse, 

the variability of the care to be given will increase. Exceptions to the norm, such 

as clients who do not speak the same language as the provider and thus make 

communication more difficult and uncertain, increase workflow variability. This 

increased variability requires that the nurse have additional knowledge, skill, 

and/or judgment in order to provide comprehensive, effective care to the client. 

Complexity of Care 

Perrow (1967) refers to knowledge, skill, and judgment collectively as 

Knowledge Technology. Perrow (1967) believes that the form of an 

organization's structure depends on the complexity of the knowledge 

technology required to alter its basic materials. The Nursing Technology Model 

(Verran & Shaw, 1986) uses Perrow's (1967) concepts of basic materials and 

technology to explain complexity of care. From a health care perspective, 

basic materials refer to the clients served by the system. The Nursing 

Technology Model stresses the importance of determining the needs of the 

client, as reflected in unique and individual characteristics, as an essential 

determinant of care complexity. 

Care Complexity has been identified as a useful measure for determining 

staffing needs (Verran & Shaw, 1986). By identifying indicators of care 

complexity, such as those found in the Nursing Technology Model, the model 

can provide the basis for determining staff qualifications and numbers of staff 

needed in health service delivery. In the Nursing Technology Model, Perrow's 

Basic Materials concept is divided into two concepts: Knowledge of Client and 
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Standardized Treatment. Knowledge of Client is defined as the nurse's 

perceptions of how well the clients receiving care understand their current 

health status and anticipated treatment response (Verran & Shaw, 1986). The 

greater the perceived understanding by the nurse, the greater the Knowledge of 

Client. Standardized Treatment is defined as the degree to which the client's 

care deviates from a predetermined, standardized set of procedures used by 

the health care team. If the care required is not identified in the set of standards 

and there is no customary treatment so a change in protocol is necessary, 

Standardized Treatment is low. 

Verran and Shaw's Analysis of Intervention Strategies and Workflow 

Variability (Verran & Shaw, 1986) corresponds to Perrow's technology 

construct. Analysis of Intervention Strategies is defined as the knowledge and 

skill needed by the nurse to determine the nursing care requirements of the 

client. Analysis requirements are high when the nurse has to use professional 

judgment, experience, and intuition to determine appropriate interventions. 

Analysis requirements are low when the nurse is able to determine the care 

required with little searching or review of background information. Workflow 

Variability is defined as the number of exceptions to the norm met while 

delivering client care. Exceptions to the norm, such as unusual responses to 

treatment or an unanticipated problem that arises, necessitate a change in the 

protocol usually used by the nurse. A client with an unusual response to 

treatment or an unusual health problem requires the nurse to use an alternate 

method to meet the client's needs which, therefore, increases Workflow 

Variability. The model makes two predictions: (a) Workflow Variability 
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decreases with highly Standardized Treatment, and (b) when the Knowledge of 

Client is high, there is less need for detailed analysis by the caregiver to select 

intervention strategies. Standardized treatments can be used to achieve the 

desired client outcomes if the nurse perceives the client has a good 

understanding of his or her health status and expected response to therapy. 

In the Nursing Technology Model, Complexity of Care is also affected by 

the relationship between Workflcw Variability and Analysis of Intervention 

Strategies. Analysis of Intervention Strategies is intensified by increased 

Workflow Variability which increases Complexity of Care. Increased need for 

Analysis of Intervention Strategies will increase the complexity of care which in 

turn increases the level of nursing services required. Figure 1 illustrates this 

relationship . 

This study adapted the Nursing Technology Model of Verran and Shaw 

(1986) to the service delivery setting of an immunization clinic using the 

concepts of Knowledge of Client and Workflow Variability. For the purposes of 

this study, indicators of Knowledge of Client and Workflow Variability are as 

stated above. The indicator of Complexity of Care is time. Table 1 shows the 

concepts in the three models. 

In the case of the immunization clinic used for this research, 

Standardized Treatment is constant. Immunization clinic services provided are 

specialized and standardized. All clients have the same expectations - they will 

receive immunization services. Similarly, administrators expect that clients will 

speak English, have an Arizona Immunization Record, and have some 

understanding of what process they will go through during the encounter. 
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Figure 1. Nursing Technology Model by Verran and Shaw, 1986. 



Table 1 
Overview of Technology Models 

Perrow 

Nature of Basic (raw) 
Materials: 
well known - not 
known/recognized 

Task Difficulty: well 
defined to ill defined 
search characteristics 

Task Variability:# of 
exceptions. 
(none - many) 

Nursing Technology Model 

Knowledge of Client: nurse's 
perception of how well client's 
problems, anticipated response 
etc. are understood . 

Analysis of Intervention Strategies: 
amount of nursing knowledge and 
skill needed to determine client care 
required. 

Standardized Treatment: degree 
to which protocols, etc. can define 
client's care 

Workflow Variability : # of exceptions 
to Standardized Treatment. · 
(none - many) 

24 

NTM Adaptation 

Knowledge of Client: 
nurse's perception of 
client 's knowledge of 
health status.anticipated 
response to treatment, 
etc. are understood. 
Indicators: 
- Language barriers 
- Acculturation 

Analysis of Intervention 
Strategies: amount of 
nursing knowledge and 
skill needed to 
determine client care 
required. 

Standardized Treatment: 
- speaks English 
- familiar wijh clinic 
- has Az. immuniz. record 

Workflow Variability:# of 
exceptions. 
(none - many) 
Indicators: 

- need for translator 
- new to clinic 
- no AZ. immuniz. record 
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Although Analysis of Intervention Strategies is affected by Workflow Variability it 

was not analyzed in this study. The value of Knowledge of Client varies based 

on the nurse's perceptions of the client's understanding of services to be 

provided. Workflow Variability, defined as the number of exceptions to the 

norm, increases as Knowledge of Client decreases. For the purpose of this 

study, indicators of Workflow Variability include the need for a translator, lack of 

knowledge of the health care system (indicated by being new to the clinic}, and 

no Arizona Immunization Record. If all of the values of these indicators are 

present, there are three exceptions to the norm which may correspond to an 

increase in service time. Increase in service time represents an increase in 

Complexity of Care. Figure 2 illustrates this relationship. 

The following section describes two indicators of Knowledge of Client -

the client characteristics of dominant language, under the heading 

Communication, and Degree of Acculturation. 

Client Characteristics 

Communication between clients and health care providers enables 

clients to receive health care services in a timely and understandable manner. 

Face to face interactions in clinic encounters allow clients to receive 

understandable education and services that promote healthy lifestyles and 

prevent disease. Dominant language and degree of acculturation are two 

client characteristics that can be barriers to effective communication, changing 

the intent of the encounter, reducing efficiency of client flow through the clinic, 



language 

degree of 
acculturation 

Figure 2. 
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(-) (+) 

Knowledge of Client Workflow Variability 

# exceptions to norm 
- need for translator 
- no AZ immunization record 

- new to clinic 

Complexity of Care 

Time 

Model Demonstrating Client Characteristics and 
Complexity of Care (Adapted from Nursing Technology Model of 
Verran & Shaw, 1986). 
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reducing client understanding of the information and/or services given, and 

decreasing staff resource utilization. Thus, language barriers and degree 

of acculturation are client characteristics that may impact complexity of care. 

Communication 

Language is one component of communication. Health care providers 

learn about various aspects of a client's health status by questioning the client 

verbally and receiving answers from the client in response to the questions. 

Providers must be able to speak the language of the client to have effective 

communication (Erzinger, 1991 ). If providers cannot speak the language of 

clients, translators must be used for communication. Clients are asked to give 

informed consent when receiving health care services to document their 

understanding of what is said and what will be done. The effective delivery of 

health care, in terms of cost in delivering the care and the satisfaction levels of 

the clients and staff, may be hindered by language discordance (Hornberger, 

Gibson, Wood, Dequeldre, Corso, Palla, & Bloch, 1996). For more than 31 

million residents of the United States, the inability to speak the same language 

of their health care providers has the potential to compromise their access to 

care and the quality of that care (Woloshin, Bickell, Schwartz, Gany, & Welch, 

1995). 

According to Takata (1991 ), Wells, Golding, Hough, Burnam, and Kama, 

(1989), and Todd, Samaroo, and Hoffman (1993), non-English-speaking clients 

have been shown to have fewer primary care visits and preventive services 

than English-speaking clients. In Takata's (1991) multivariate analysis of the 

Hispanic Health and Nutrition Examination Survey, children of Mexican descent 
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whose parents spoke English were 12 times more likely to see a health care 

provider for routine, preventive care than Mexican children whose parents did 

not speak English. The lower rate of routine-care visits occurred independent of 

insurance status. Clients of Mexican descent also have a lower rate of 

preventive services such as mammograms and pap smears (Marks, Solis, & 

Richardson, 1987). In a study done by Kirkman-Liff and Mondragon (1991 ), it 

was found that non-English-speaking Hispanics reported lower overall health 

status scores than English-speaking Hispanics. These studies do not identify 

the exact factors that explain the lower use of preventive services and poorer 

overall health status of non-English-speaking Hispanics, but they do raise the 

possibility that deficiencies in the organization's language services may 

discourage non-English-speaking persons from seeking appropriate preventive 

health care services. Discouraging persons from seeking appropriate 

preventive health care services may increase their risk of avoidable morbidity 

and mortality (Harsham, 1984). 

Three communication processes identified by Kaplan, Greenfield, and 

Ware (1989) are associated with improved health outcomes: (a) the amount of 

information exchanged between client and provider, (b) the client's control of 

the dialogue, and (c) the rapport between the client and the provider. Any of 

these processes may be lacking in discordant-language encounters, 

compromising the health status of non-English-speaking clients whose care is 

primarily provided by English-speaking providers (Hornberger, Gibson, Wood, 

et al., 1996). 

Clients and health care providers interpret each other's communication 
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cues based on their own cultural beliefs and values. To interpret nonverbal and 

verbal cues effectively requires that both communicators have an 

understanding of what the cues mean. When both the client and provider share 

the same cultural values and beliefs, appropriate communication occurs. When 

one of the communicators fails to understand the meaning of cues, ineffective 

communication takes place. Normally misinterpretation (or lack of 

interpretation) occurs when either of the communicators learned to speak the 

language without knowledge of the cultural implications of the spoken words 

(Erzinger, 1991 ). Often clients or providers have learned a second language at 

a social or conversational level but lack the cultural interpretation background of 

the terms or phrases. When actual communication takes place, the words are 

understood but the interpretation is not understood, leaving some of the 

meaning of the communication missing. The miscommunication could be the 

link to what care should have been offered and was not (Erzinger). Features of 

the "conversational style" indicative of cultural sensitivity for Hispanics, 

according to Perez-Stable (1987), include simpatia and personalismo -

personal warmth and formal friendliness (Erzinger). Respeto or respect, in 

English, is a rule of conduct in Hispanic interaction. "The client is culturally 

obligated by respeto to demonstrate deference to the health care provider. The 

health care provider, in turn, is expected to demonstrate appreciation for the 

client as a person whose concerns merit serious consideration"(Erzinger, p. 93). 

Degree of Acculturation 

Degree of acculturation is defined as the degree of acceptance and 

integration of a Hispanic person from a Latin country living in the United States 
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into the North American culture. Low acculturation can become a barrier to 

quality and efficient health care services. Evidence of incomplete or low degree 

of acculturation is inability or unwillingness to speak English and lack of 

familiarity with the ways of the dominant culture, e.g., preventive health care 

practice behaviors consistent with the culture (Marin et al., 1987). Health

seeking behaviors such as routine health care visits for immunizations, 

mammograms, and pap smears, are indicative of culturally-appropriate 

behaviors encouraged in the United States (Marin et al.). Hispanic preventive 

health practices and beliefs have been linked to education level, income, and 

degree of acculturation (Stein & Fox, 1990). Lack of familiarity with the health 

care system can also indicate a lower degree of acculturation. The higher the 

levels of income and education of the Hispanic population, regardless of 

country of origin, the higher the levels of acculturation and rates of health

seeking behaviors that are similar to those of the higher educated and higher 

income non-Hispanic population (Stein & Fox) . 

Summary 

Language barriers and degree of acculturation are client characteristics 

that may impact complexity of care. Miscommunication can lead to 

misinterpretation and/or poor understanding of the information. given and 

procedures performed in preventive health care delivery. Complexity of care 

increases when communication and understanding of the health care system 

decrease. Length of time to provide services could increase when these 
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barriers exist. Positive health care outcomes decrease when these client 

characteristics are not acknowledged and addressed. 

Degree of acculturation is defined as the degree to which a Hispanic 

person accepts and integrates into the North American culture. The health care 

system may need to adapt care delivery to meet the additional needs presented 

by a low degree of acculturation. Inability to speak English , unfamiliarity with 

the American health care system, and inability or unwillingness to integrate 

preventive health care practices encouraged by the American culture are 

indicators of a low degree of acculturation. 

Determination of staff characteristics needed to provide culturally 

relevant care to clientele being served is essential for the provision of effective 

and efficient health care services. Complexity of care analysis will aid in 

identification of encounter time variations of clients with language and 

acculturation barriers. 
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This chapter describes the study design and includes a description of the 

population studied, the research design, the population sample, human 

subjects' protection activities, data collection instruments and procedures for 

administration. 

Research Design 

This exploratory comparative, descriptive study examined the effect of 

client language and degree of acculturation on complexity of care as indexed 

by length of clinic encounters necessary for the delivery of immunization 

services. Permission to conduct this study was received from the Director of the 

Pima County Health Department (Appendix B). 

Setting 

Immunization services are available in Pima County, Arizona, at three 

offices of the Pima County Health Department in Tucson and various other 

outlying locations throughout Pima County. The clinics are staffed by registered 

nurses and licensed practical nurses with a consulting physician available by 

telephone during every clinic. Several of the staff are fluent in English and 

Spanish, several speak some Spanish and are fluent in English, and several 

staff members speak only English. One clerical staff member speaks both 

English and Spanish fluently at each of the offices. 

Immunizations, as well as tuberculosis skin testing, are available to all 
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persons who request them. Persons age 18 years or under requiring 

immunizations for school attendance receive the service free of charge through 

the Vaccine For Children Program administered by the county. Persons over 18 

years of age receive immunizations for a nominal fee. All persons requiring 

tuberculosis skin testing for purposes other than school attendance or 

documented exposure to active tuberculosis pay a nominal fee for the service. 

Services are provided on a walk-in, non-appointment basis and are 

offered four days per week at various clinics in the county (once a week at each 

clinic site). The hours for services vary, depending on the location of the clinic 

and. Clinic 'A; of the Pima County Health Department offers immunizations from 

1 p.m. to 4 p.m. every Tuesday and is the site for this study. 

Clinic 'A' is located in the heart of south Tucson , adjacent to a major 

transit center and serves a community that is 90% Hispanic and 85% non

English/ Spanish-speaking (Pima County Health Department, 1996). A 

significant percentage of the community are undocumented aliens from Mexico 

and other Latin American countries. 

Clinic 'A' is well used by the community. The immunization clinic 

averages one hundred (100) client encounters each week of the year from 

September through June. The average number of client encounters rises to 

one hundred fifty (150) each year during the two months prior to the beginning 

of school (July and August) because Arizona State law requires all children to 

be up-to-date on their immunizations to attend public school (Arizona Revised 

Statutes, 1990). 

The lobby of Clinic 'A' can accommodate sixty people per the Tucson 
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Fire Code. An average of 100-150 people are waiting outside the building at 

1 p.m. each clinic day before the doors open for service. The overflow (40-90 

people) must remain outside until seating is available in the lobby. There is no 

shelter from rain or heat outside the building. 

Registration for the clinic takes place in the clinic lobby. An encounter 

form is completed for each person receiving immunizations. The encounter 

form contains basic identifying information such as name, address, age, and 

date of birth and also includes space for an immunization history which is 

completed by the nurse as part of the assessment process to determine what 

immunizations are needed. A parent or legal guardian must sign the encounter 

form giving consent for minors to receive the service. Adjacent to the lobby is a 

classroom that serves as a conference area for the nurses to carry out their 

assessment. Once the assessment has been completed, clients are taken to 

the rear of the clinic where they wait to be called by the immunization nurse. 

The actual administration of the vaccination takes place here. Clients then 

leave the building through the rear exit or return to the lobby and exit through 

the front lobby doors. 

The main goal of Clinic 'A' is to immunize all children from birth through 

e-ighteen years of age against all vaccine preventable diseases using the 

guidelines established by the Pima County Health Department (1997), and 

supported by the Arizona Department of Health Services, Phoenix, Arizona. The 

community, in general, is encouraged to utilize private health care providers 

rather than the county services. A second goal of the clinic is to prevent the 

spread of tuberculosis through skin testing of at-risk and high risk populations. 
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These risk categories include foreign-born children and contacts of known 

tuberculosis cases. 

The demand for services is greater than the staffing resources available 

at Clinic 'A'. All staff work in the clinic every week. It is estimated that 1 O - 30 

clients are denied service each week due to time and staffing limitations. All 

clients turned away are given information in English and Spanish about other 

sites in the county where immunization services are available. If an option, 

clients are referred to their private health care provider, but data show most 

clientele served by Clinic 'A' have no private health care provider (Pima County 

Health Department, 1996). It is believed many of the clientele of Clinic 'A' are 

undocumented aliens, work at minimum wage jobs, and either do not qualify for 

AHCCCS (Arizona Medicaid) health care benefits or do not have work-related 

health care benefits available to them. In contrast, the clientele using the Pima 

County Health Department overall represent all types of insurance coverage. 

In the past, Clinic 'A' offered evening hours and Saturday clinics to 

reduce the numbers of people utilizing the clinic at any one time. Weekly 

advertising and verbal encouragement of clientele to use the alternative service 

did not alleviate the heavy usage of the weekday clinic. Poor attendance at all 

clinics but the Tuesday afternoon clinic indicated that the community was not 

receptive to the other two options. Drive-by shootings occur frequently in the 

south part of Tucson which may be one reason people do not want to go out in 

the evenings to attend clinic (Tucson Police Department, 1996). Weekends 

may be the only time all family members are together which may be a reason 

why the Saturday clinics were not well attended. 
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Safety of the clientele and staff, and efficiency in providing services have 

been identified by the staff as issues that need to be addressed (Pima County 

Health Department, June, 1996). Noise levels and general overcrowding 

during clinic hours are at levels deemed undesirable by both staff and the 

public. Many complaints about inadequate seating and long waiting time have 

been voiced by clients (Pima County Health Department, 1996). 

Factors that affect the crowded conditions and long waiting time at Clinic 

'A', although not experienced by the other clinics in the county, need to be 

identified and solutions found. One cultural factor appears to impact the 

overcrowding problem: eighty-five percent of the clientele served at Clinic 'A' 

are Hispanic (Pima County Health Department, 1996). Most Hispanic families, 

consistent with their strong family values, bring their entire family to the clinic 

(Caudle, 1993). This may mean a family of five comes to the clinic for one child 

to receive immunizations. This represents a two- or threefold increase in the 

numbers of people at the clinic each week. One hundred fifty encounters may 

translate into 450 people coming through the clinic in a four-hour time span 

(Pima County Health Department, 1996). 

WIC (Women, Infants, and Children), a federal nutrition program 

administered by Pima County, is also housed at Clinic 'A'. WIC also has clinic 

on Tuesday afternoons. WIC and the Clinic 'A' immunization clinic share 

waiting room space in both the lobby and the waiting area of the building. 

Although most WIC clients have appointments, many also receive their services 

on a walk-in basis which tends to compound the already overcrowded 

conditions. 
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Identification of the factors that affect encounter time needs to be 

accomplished to understand the reasons why the numbers of clinic encounters 

vary so much week to week. One part of the clinic encounter that may be 

affected by client characteristics is length of time needed to preconference each 

client. Identifying client characteristics such as dominant language spoken and 

degree of acculturation may help in understanding why the amount of time 

required to preconference each type of client varies. Knowing the length of time 

required to preconference each client may assist in determining the number of 

staff needed for each clinic and how many clinic encounters can be expected of 

each type of staff member per clinic day. 

Sample 

The research sample was composed of adults and µarents of children 

receiving immunizations at Immunization Clinic A, Tucson, Pima County, 

Arizona. A convenience sample of 163 families was used. No person over age 

65 years or under age 18 years was included in the study. All persons meeting 

the above criteria were asked to participate in the study. If both parents were 

present, the parent consenting for immunizations was interviewed. 

Protection of Human Subjects 

Approval to conduct this study was granted by the Human Subjects 

Committee, the Institutional Review Board (IRS) of the University of Arizona 
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(Appendix A) and the Pima County Health Department (Appendix B). A 

Disclaimer was read to all clients to establish consent to participate (Appendix 

C). 

Subjects' confidentiality was maintained by assigning each client a 

numeric identification code on the corresponding interview and encounter 

forms. All data that would identify an individual participant or family were 

deleted from the interview and encounter forms. 

Instruments 

The following instruments were used in the study: Pima County 

Immunization Encounter Form and the Language and Degree of Acculturation 

Assessment tool. The purpose and a brief description of each instrument 

follows. 

Pima County Immunization Encounter Form 

The Pima County Immunization Encounter Form (Appendix D) is a one

page form, available in English and Spanish, that is used routinely in the 

immunization clinic, and that was used to obtain demographic information about 

the client. It also includes the immunization history, consent signature for 

administration of immunizations, names of vaccinations given, signature of the 

preconferencing nurse and the administration nurse. The starting and ending 

time of the preconferencing interview was documented by the preconferencing 

nurse on this form. All encounter forms were numbered to match the Language 

and Degree of Acculturation Assessment tool. 



Table 2 
Definitions and Measures 

Conceptual Definition 

Dominant Language - the stated 
dominant language spoken by a 
person. 

Acculturation - the degree to which 
a Hispanic person from a Latin 
American country living in the U.S. 
accepts and integrates into the 
American culture. 

Workflow Variability - # of exceptions 

Operational Definition 

Dominant Language - the stated dominant 
language spoken by a person as measured 
by the Language and Degree of Acculturation 
Assessment Tool. 

Low Degree ofAcculturation - a Hispanic person 
from a Latin American country living in the U.S. 
who is unable to speak English, has lived in the 
U.S. for less than one year, and has never been 
to the immunization clinic before. 
Moderate Degree of Acculturation - a Hispanic 
person from a Latin American country living in the 
U.S. with two of the above measures present. 
High Degree of Acculturation - a Hispanic person 
from a Latin American country living in the U.S. 
who speaks English, has lived in the U.S. for more 
than one year, and has been to the immunization 
clinic before. 

Workflow Variability - # exceptions to the normal 
flow in clinic - need for translator, need for more 
indepth information, no AZ. immunization record. 

Measure 

Assessment Tool 
- Question 1 

Assessment Tool 
- Question 2 
- Question 3 
- Question 4 

Assessment Tool 
- "T" designation 
- Question 4 
- Question 5 

w 
(0 
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Language and Degree of Acculturation Assessment Tool 

The Language and Degree of Acculturation Assessment Tool 

(Appendix E) is a researcher-constructed instrument developed to gather 

information not found on the Pima County Immunization Encounter Form. 

Table 2 displays the variables and measures used from the Language and 

Degree of Acculturation Assessment Tool. Although it is generally accepted 

that clients who have requested English encounter forms speak English and 

clients that have requested Spanish encounter forms speak Spanish, there is 

no information on the encounter form that documents other pertinent 

information. Information about language spoken , length of time in the U.S. , and 

first visit to the county-run immunization clinics were gathered using this tool. A 

scale from low to high was used to categorize degree of Acculturation. 

Lack of Arizona immunization record , first visit to a county-run 

immunization clinic, and need for a translator were used as indicators of 

Workflow Variability. If more indepth information about the clinic process and/or 

immunizations was given by the preconferencing nurse, a check mark was 

placed next to "additional support given" designated in the upper right area of 

the encounter form. If a translator was used, a 'T' was written in the upper right 

area by the preconferencing nurse. A scale of zero to three was used to 

determine the number of exceptions to standardized treatment, or Workflow 

Variability. 
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Data Collection 

One adult or parent of minors in each family accessing immunization 

services was interviewed individually using the Language and Degree of 

Acculturation Assessment Tool (Appendix E). The interview questions were 

asked by bilingual volunteers upon registration for the immunization clinic. The 

volunteers routinely work in the immunization clinic and are assigned by the 

Volunteer Bureau of Tucson. To increase interrater reliability, the volunteers 

were given instructions by the researcher on the process of administering the 

tool. The volunteer administering the tool initialed the bottom right area of the 

tool to designate who administered the tool. 

The preconferencing nurse called the client when it was time to 

preconference and started timing the encounter once all were seated. All 

preconferencing nurses used the routine Pima County Immunization Encounter 

Form to document the need for a translator and/or more indepth information in 

the upper right area of the form. The preconferencing time ended after the 

nurse verified with the client the 1 J were no further questions. The nurse 

documented the encounter time period and escorted the client and family to the 

next area of the clinic for vaccine administration. Starting and ending times 

were recorded at the top of the encounter form. 

The data were collected at three consecutive walk-in immunization 

clinics at Clinic 'A'. All staff were given instructions on the procedures to be 

used the day before clinic. The interview tool was explained by the researcher 

to all staff who might administer it. One-half hour before each clinic started, all 

staff were instructed again by the researcher on the process of timing 
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encounters and reminded of the importance of adhering to the guidelines as 

established. All encounter forms were copied by the clinic clerical staff after 

each clinic and numbered with the corresponding number of the interview form. 

All other identifiers were deleted. 

An attempt was made to control possible threats to validity by training all 

nurses prior to the start of the study and before all three clinics. Each training 

session took about 30 minutes. During the sessions the researcher instructed 

the staff about the order in which to ask the questions, when to start timing the 

encounter and when to end the timing. All procedures were outlined in detail to 

minimize variations. 

Data Analysis 

Descriptive statistics were used to summarize the demographic 

characteristics of the study population such as age, ethnicity , dominant 

language, etc. The encounter times obtained from the Pima County 

Immunization Encounter Forms were analyzed for differences between the 

various groups of characteristics using analysis of variance. 

Summary 

This chapter described the methodology used for this exploratory study. 

A descriptive, comparative design was used. The setting for the research was 

the weekly immunization clinic at Clinic 'A' of the Pima County Health 

Department. Bilingual volunteers were enlisted to interview clients and the 

usual clinic nurses timed the preconference session. The sample included all 
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persons between the ages of 18 and 64 years accessing immunization services 

that wished to participate. 

The study explored the effect of client language and degree of 

acculturation on complexity of care as indexed by length of clinic encounters 

necessary for the delivery of immunization services. The Pima County 

Immunization Encounter Form and the Language and Degree of Acculturation 

Assessment Tool were used to gather data. 
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CHAPTER 4 

RESULTS OF DATA ANALYSIS 

The results are presented in two sections. In the first section the 

characteristics of the sample are presented. The second section addresses 

each of the four research questions of the study individually. 

Statistical analysis was conducted to answer the research questions 

proposed in Chapter One. The level of statistical significance in this study was 

set at Q < 0.05. 

Descriptive statistics, including frequency, mean, standard deviation, 

median, mode, and inferential statistics, specifically, analysis of variance 

(ANOV A) were used to analyze the data in relationship to the research 

questions. The results of these analyses are presented in the following section. 

Characteristics of the Sample 

The sample was composed of 163 subjects between the ages of 18 to 

64. The mean age of the sample was 32.5 (fill= 9.21) median= 31, mode= 

27 , range = 18-64. 

Out of the total 163 subjects, 24 (15%) identified themselves as English

only speakers, 81 (50%) identified themselves as Spanish-only speakers, and 

57 (35%) as bilingual English-Spanish speakers. When asked where they 

were born, 48 (30%) of the subjects stated they were born in the United States, 

112 (69%) stated they were born in a Latin American country, and 2 (1 %) stated 
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they were born in a country other than the United States or a Latin American 

country. 

When questioned about dominant language, 104 (75%) of the subjects 

stated they were dominant Spanish-speakers and 34 (25%) stated they were 

bilingual English-Spanish speakers. 

In response to the question of how long they had lived in the United 

States, 15 (9%) of the subjects stated they had lived in the United States for less 

than one year and 147 (91 %) stated they had lived in the United States for one 

or more years. 

When asked if they had been to the clinic before, 45 (28%) of the 

subjects stated they had never been to the clinic before and 117 (72%) stated 

they had been to the clinic previously. 

The number of participants who brought to the clinic an Arizona 

Immunization record was 117 (72%) while 45 (28%) did not have an Arizona 

Immunization record with them. 

The time to preconference clients ranged from 2 - 34 minutes with a 

mean of 9.6 (SD= 5.54), a median of 8, and a mode of 5. 

Preconferencing was done by the nurse without the use of a translator 

for 125 (80%) of the subjects. A translator was used for 32 (20%) of the 

subjects. Bilingual staff conducled preconferencing for 83 (53%) of the 

subjects, partial Spanish-speaking staff for 28 (18%) of the clinic encounters, 

and English-speaking only staff for 46 (29%) of the clinic encounters. The 

sample was a convenience sample collected at one site of a county-run walk-in 
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immunization clinic. Three different days over three weeks were used to collect 

the sample. 

Results Related to Research Questions 

Research Question 1 

To what extent does clinic encounter time vary when preconferencing 

clients who differ in dominant language? 

Of the 157 subjects who had complete data, 80 (51 %) of the subjects 

were Spanish-speaking only , 21 (13%) of the subjects were English-speaking 

only, and 56 (36%) of the subjects were bilingual (both English- and Spanish

speaking) . Mean clinic encounter times were 10.38 minutes for the English

speaking group, 9. 76 minutes for the Spanish-speaking group, and 9.11 

minutes for the bilingual group. Table 3 depicts mean clinic encounter times 

and standard deviations by language group. A one-way analysis of variance 

(ANOVA) revealed that the means were not significantly different (E < 1 ). 

Research Question 2 

To what extent does clinic encounter time vary when preconferencing 

clients with varying degrees of acculturation? 

Degree of acculturation was measured by the following: 

Spanish-speaking only, living in the United States less than one year, and first 

visit to the clinic. The presence of all three measures was categorized as low 

acculturation, the presence of two of the measures was categorized as 

moderate acculturation, and the presence of one measure was categorized as 

high acculturation. 



Table 3 

Clinic Encounter Times By Dominant Language for 157 Clients in an 

Immunization Clinic 

Dominant 
Language 

English 

Spanish 

Both 

Freque:·,cy 

21 

80 

56 

Clinic Encounter Time 

10.38 6.42 

9.76 5.85 

9.10 4.70 

47 
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Of the 163 subjects, 109 (70%) of the client encounters were identified as 

meeting the acculturation criteria of being born in a Latin American country. All 

clinic encounters of Hispanics born in a Latin American country were included 

in the degree of acculturation measure. Of the 109, 20 (18%) of the subjects 

were categorized as having a low degree of acculturation (all measures 

present), 77 (71 %) of the subjects were categorized as having a moderate 

degree of acculturation (two measures present), and 12 (11 %) of the subjects 

were categorized as having a high degree of acculturation (one measure 

present). Mean clinic encounter times for the three acculturation groups were 

ordered as expected: 10.20 minutes for the low degree of acculturation group, 

9.38 minutes for the moderate degree of acculturation group, and 8.67 minutes 

for the high degree of acculturation group. Means and standard deviations are 

shown in Table 4. 

Encounter times ranged from 5 - 18 minutes for the low degree of 

acculturation, 3 - 28 minutes for the moderate degree of acculturation, and 4 -

15 minutes for the high degree of acculturation. As predicted, shorter clinic 

encounter times occurred when the client had high degree of acculturation 

scores. However, a one-way analysis of variance (ANOVA) revealed that the 

means were not significantly different (E < 1 ). 

Research Question 3 

To what extent does clinic encounter time vary when Spanish-speaking 

clients are preconferenced by bilingual nurses or non-Spanish-speaking 

nurses using a translator? 

Of the 157 subjects in the sample, 103 (66%) were preconferenced using 



Table 4 

Clinic Encounter Time By Degree of Acculturation for 109 Clients at an 

Immunization Clinic 

Clinic Encounter Time 

Acculturation Frequency ..M 

Low degree 20 10.20 4.31 

Moderate degree 77 9.37 5.53 

High Degree 12 8.66 4.09 

49 
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a translator or by a bilingual or partial Spanish-speaking nurse. Of those, 30 

(29%) used a translator for preconferencing, 60 (58%) were performed by 

bilingual staff, and 13 (13%) were performed by partial Spanish-speaking 

nurses. Table 5 depicts the means and standard deviations of the Spanish

language encounters. The means for these preconferences were ordered as 

predicted with a mean clinic encounter time for the bilingual staff of 9. 78 

minutes, and a mean clinic encounter time for the non-Spanish-speaking staff 

using a translator of 11.23 minutes. 

Encounter times ranged widely: 3 - 34 minutes (bilingual nurses), 3 - 28 

minutes (partial Spanish-speaking nurses), and 4 - 28 minutes (translators). 

A one-way analysis of variance (ANOV A) revealed that the means were not 

significantly different (.E = 1.2). 

Research Question 4 

To what extent does clinic encounter time vary when preconferencing 

clients requiring varying levels of workflow variability? 

Workflow variability was defined using the following measures: new to 

the clinic, no Arizona Immunization record, need for translator. Categorization 

as low workflow variability required the presence of one of the above identified 

measures. Categorization as moderate workflow variability required the 

presence of two of the above identified measures. Categorization as high 

workflow variability required the presence of all three of the above identified 

measures. 

Clinic encounters of clients with no requirements for changes in the 

workflow accounted for 76 (47%) of the subjects. Of the 84 clinic encounters 
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Table 5 

Clinic Encounter Time by Spanish Communication Type for 103 Clients in an 

Immunization Clinic 

Spanish Clinic Fncounter Time 

Communication Types Frequency M 

Bilingual Staff 60 9.78 4.88 

Partial Sp/Sp Staff 13 8.46 6.87 

Translator 30 11.23 6.44 

Partial Spanish-speaking staff= staff that can communicate with Spanish-speaking clients in 
Spanish when level of communication is basic. 
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that did have workflow variability requirements, 53 (63%) had low workflow 

variability requirements, 26 (31 %) of the clinic encounters had moderate 

workflow variability requirements, and five (6%) of the clinic encounters had 

high workflow variability requirements. 

The mean clinic time for the low workflow variability group was 10.68 

minutes, the mean clinic encounter time for the moderate workflow variability 

group was 11.92 minutes, and the mean clinic encounter time for the high 

workflow variability group was 9.00 minutes. The means were not ordered as 

predicted ; that is, with increased workflow variability , encounter times did not 

increase. Table 6 shows the means and standard deviations of workflow 

variability and clinic encounter time. A one-way analysis of variance (ANOVA) 

revealed that the means were not significantly different (E < 1 ). 

A correlation of the individual measures that were used to define the 

variable Degree of Acculturation was done to determine if there was a 

significant relationship between them that would indicate the variable was not 

measuring different characteristics. Using Smith's (1997) definition of .20 to .40 

as having a small but definite correlation and .40 and greater as having a 

significant correlation, length of time in the United States and having been to 

the clinic previously were significant (r =.28, Q < .001 ). The other measures did 

not show significant correlations. 

A correlation of the individual measures used to define the variable 

Workflow Variability was also done. Having an Arizona Immunization record 

and having been to the clinic previously were correlated (r =.29, Q < .001 ). The 

other measures did not show significant correlations. 
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Table 6 

Clinic Encounter Time by Workflow Variability for 84 Clients in an Immunization 

Clinic 

Clinic Encounter Time 

Workflow Variability Frequency M 

Low 53 10.67 6.21 

Moderate 26 11.92 7.11 

High 5 9.00 4.18 



54 

Summary 

It was expected that clinic encounter time would increase when miss

matches between client's and staff's dominant language required the use of a 

translator, with decreased levels of client acculturation and with increased 

levels of workflow variability (i.e., with more exceptions to standard procedures). 

The results of the research failed to support these hypotheses. Analysis of 

variance revealed no significant differences between the mean scores for any of 

the variables measured. However, some variables did order as predicted (e.g., 

encounters done by bilingual staff took less time than encounters using a 

translator). 
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CHAPTER FIVE 

DISCUSSION OF RESULTS AND SUMMARY 

In this final chapter a discussion about the results of data analysis is 

presented. Implications for nursing practice and recommendations for further 

research are also discussed. 

Discussion of the Results 

The purpose of this study was to examine the effect of two client 

characteristics, dominant language and degree of acculturation, one staff 

characteristic, dominant language, and varying degrees of workflow variability, 

on the time required to deliver immunization services. Several concepts of 

Contingency Theory (Mark, 1989) were used as the conceptual framework for 

this study. The foundation of the theory is the recognition that all organizations 

have goals to accomplish. How an organization completes the tasks necessary 

to achieve the goals is continger.t on the organization's structure, the amount of 

variability or predictability of the tasks, and the environment in which the tasks 

are performed. Perrow (1967) believes that the form of an organization's 

structure depends on the complexity of the knowledge technology required to 

alter its basic materials. The Nursing Technology Model of Verran and Shaw 

(1986) uses Perrow's (1967) concepts of basic materials (clients served by the 

system) and technology (the tasks to be performed on the clients). Verran and 

Shaw (1986) identify complexity of care as a useful measure for determining 

nursing staffing needs. Knowing clients' expectations of care and providing 
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appropriate staff to meet those expectations should meet the needs of the 

system. Variations in clients' expectations could result in skill deficits in the staff 

with an unmet need existing causing the system to be less than successful in 

meeting its goals - in this study, timely immunization service delivery. This 

rationale was used as the basis for examining various characteristics of the 

clients being served by one county-run walk-in immunization clinic. It was 

assumed that knowledge of client characteristics and their effects on service 

delivery time (clinic encounter time) could be used to help identify the nursing 

staff characteristics needed to provide optimal service delivery. Decreasing 

barriers to immunization services would enhance service delivery and provide 

opportunities for increased utilization by the community served. With the 

consistently low immunization rates seen in many urban and rural areas of the 

United States, recognizing factors that may be barriers and taking action to 

decrease them should result in better utilization of services. Analysis of the 

population being served and staff characteristics is necessary to provide 

immunization services in the most efficient and effective manner for that specific 

population. 

Verran and Reid (1987) found that the greater the Knowledge of Client, 

the lower the Standardized Treatment. Client characteristics of varying 

dominant languages and varying degrees of acculturation were used as 

f!)easures of Knowledge of Client in this study. 

Workflow Variability was operationalized by the following measures: 

need for a translator, new to the clinic, and no Arizona immunization record. 

The predicted outcome was that clinic encounter time would increase with an 
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increased number of exceptions to the norm. The norm was defined as serving 

clients who are English-speaking from the United States with an understanding 

of the United States health care system. Nearly one-half of the sample had no 

workflow variability requirements so this expectation held true. 

It was expected that the clinic encounter time would vary when 

preconferencing clients who differ in dominant language. This hypothesis was 

not supported for the three groups. The English-speaking only group had a 

mean encounter time of 10.38, the bilingual group had a mean encounter time 

of 9. 11, and the Spanish-speaking only group had a mean encounter time of 

9. 78. These means were not statistically different. The wide standard 

deviations indicate there is a wide variation in clinic encounter times during 

preconferencing. The widest range of clinic encounter times, 3-34 minutes, was 

in the Spanish-speaking only group, while the range of the bilingual group was 

3-28 minutes, and the narrowest range (2-27 minutes) was in the English

speaking only group. With a larger sample size and the use of multiple sites 

this difference may become statistically significant. 

It was expected that clinic encounter time would increase for clients with 

a lower degree of acculturation. As predicted, the high degree of acculturation 

group did have a lower mean clinic encounter time (M = 8.667, SD = 4.10) than 

the low (M = 9.38 minutes, fill= 5.53) degree of acculturation group. However, 

the moderate degree of acculturation group had the highest mean encounter 

time (M = 10.20 minutes, fill= 4.31) of the three groups. Possibly the frequency 

of the low and high degrees of acculturation groups (n=20 and 12, respectively) 

were not sufficient to give statistically significant results. In addition, these 
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measures may not be good indicators of acculturation and its effect on clinic 

encounter time. 

The majority of the sample (71 %) fell into the moderate degree of 

acculturation group. This represents 48% of the entire sample and has 

significance when evaluating possible numbers of client encounters that can be 

performed by the staff on any given day at this clinic. 

It was expected that clinic encounter time would be longer when using a 

translator than when preconferencing was done by bilingual staff. The 

underlying hypotheses of the model of increased Complexity of Care with 

decreased Knowledge of Client was supported. Bilingual staff took an average 

of 9.78 minutes to preconference clients who spoke only Spanish compared to 

preconferencing done with the use of a translator which took an average of 

11.23 minutes. Preconferencing done by partial Spanish-speaking nurses took 

an average of 8.46 minutes. Partial Spanish-speaking nurses preconferenced 

clients who required basic Spanish language skills. This may indicate that the 

clients of the partial Spanish-speaking nurses had a greater level of 

understanding of the English language than they stated or realized which 

resulted in a shorter encounter time than that for the bilingual group. 

It was expected that clinic encounter time would increase as workflow 

variability increased. In contrast to expectations, the ANOVA showed no 

statistically significant difference between the three groups - low, moderate, and 

high workflow variability. Although clinic encounter times were longer for 

moderate than for low workflow variability groups (means = 10.67 minutes and 

11.92 minutes, respectively), this was not true for the high workflow variability 
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group (mean = 9.00 minutes). The number of client encounters that fell into this 

group was small (N = 5) which could explain why the results did not hold true to 

the prediction that clinic encounter time would be highest in this group. It also 

indicates that relatively few client encounters fall into this group (6% of all client 

encounters). 

Perhaps due to the limitations of the study, as presented in this chapter, it 

was not possible to conclude what factors most influence clinic encounter time. 

Staff characteristics such as age, experience level, varying levels of comfort 

with culturally diverse populations, and individual variations in providing 

preconferencing services were not addressed. Other factors which could 

impact clinic encounter time such as physical space limitations and noise levels 

during preconferencing were not addressed in this study. 

The study by Verran and Reid (1987) showed that the greater the 

Knowledge of Client, the lower the Standardized Treatment. This study showed 

similar results in predicted order of the means although the results were not 

significantly significant. An inadequate sample size may be the cause of this 

difference. Using inappropriate measures for Knowledge of Client may also 

account for this lack of significance. 

Staff characteristics and mannerisms used when preconferencing clients 

may have an impact on clinic er~ounter time. Some nurses have a more 

talkative, relaxed attitude with clients of their own culture and dominant 

language which may affect the length of time required to preconference. Staff 

may also have biases towards a particular type of client or client characteristic 

that may affect preconferencing encounter time. 
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Limitations of the Study 

The results of this study may not give a complete picture of various client 

characteristics and their effect on clinic encounter time. The sample was limited 

to one county-run walk-in immunization clinic. Generalizability of these results 

is limited to, at best, similar clinics. Although a large sample was obtained, 

some cells had limited numbers. Lack of statistical significance could be due to 

lack of power of the study or lack of real effect. Another limitation of the study 

was that the reliability and validity of the data collection instrument were not 

determined in this study. 

Declaration of the client characteristics was made by the clients and no 

attempt was made to determine their reliability. The possibility of categorizing 

clients incorrectly due to the declaratory nature of the data collection could 

cause the analysis to be flawed. Language speaking abilities could be 

declared based on the client's comfort in speaking a second language. Clients 

may understand English but state they are monolingual Spanish-speakers. 

Workflow variability was examined to determine what effect this variability 

had _on clinic encounter time. Less than one-half of the clinic encounters were 

identified as meeting the standard expectations of the staff of no requirements 

for changes in the workflow. In other words, more than one-half of the clinic 

encounters did not meet the staff expectation of no requirements for changes in 

the workflow. Repeating this study with a larger sample and at multiple sites 

could prove that staff expectations are no longer the norm. Staffing changes to 

meet this new requirement could result in a more appropriate staffing mix to 

meet the true requirements of the population being served. 
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Identification of the percentage of cients receiving immunization services 

that require multiple vaccinations could also explain the length of clinic 

encounter time needed to provide service. High numbers of clients who are 

behind on their immunization schedules and who need more vaccinations 

would require a longer preconferencing time. 

The method used to assess dominant language was subjective. Each 

participant stated his or her language preference when asked. No attempt was 

made to test each participant to determine actual language dominance. This 

was, therefore, also a limitation of the study. 

Times were documented by the preconferencing nurses. Although 

attempts were made to minimize variations on the techniques used, variations 

may exist. Types of timepieces used such as the wall clock or a wrist watch and 

the type of wrist watch used, dial-type or digital, were not specified. This was, 

therefore , a limitation of the study. 

Implications for Nursing 

Public Health Nurses have a unique opportunity to improve 

immunization rates by offering walk-in immunization clinics. Searching for the 

best methods to reach all segments of the population seeking services needs to 

be ongoing. Attempts to provide the services with a close match to the needs of 

the population will ensure that services are efficient and effective. Preventive 

health care must continue to look for ways to reach all segments of the 

population to ensure optimum health status. 



62 

Recommendations for Further Research 

Recommendations for further research include the need to use a larger 

sample and include more sites for data collection to be more representative of 

the population. Larger cell sizes may reveal some significant differences not 

seen in this study. Additionally, examination of various staff characteristics and 

environmental characteristics that may effect clinic encounter time may reveal 

significant differences. 

Development of an instrument to measure Degree of Acculturation and 

Workflow Variability and establishing reliability and validity would provide 

support for the results of future research . 

Analysis of the types of clinic encounters usually seen at any given site 

may provide insight into variations in clinic encounter time. Size of families 

being seen, numbers of family members receiving immunizations and number 

of immunizations needed per family member may impact clinic encounter time 

and explain why one site is able to see more clients than another site. 

Videotaping the preconferencing session would assist in documenting 

the actual clinic encounter times and remove any possible error made by the 

preconferencing nurse. 

Summary 

The purpose of this study was to determine what effect two client 

characteristics, dominant language and degree of acculturation, one staff 

characteristic, dominant language, and one factor, level of workflow variability, 



have on one specific part of the immunization encounter - the time for 

preconferencing. None of these variables was found to be statistically 

significant. 
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The Nursing Technology Model (Verran & Shaw, 1986) was adapted for 

this study. Knowledge of Client, operationalized by dominant language and 

degree of acculturation, and Workflow Variability, operationalized by three 

possible exceptions to the standard expectation of staff - need for translator, 

new to the clinic, and no Arizona immunization record - were used to indicate 

increases in complexity of care shown by an increase in clinic encounter time 

during preconferencing. Analysis of Intervention Strategies was assumed to 

remain constant in this study. 

A limitation of this model was that it was not entirely comprehensive. 

Many variables affect clinic encounter time. Other client and staff characteristics 

that may affect clinic encounter time need to be examined. 

This final chapter discussed the results of the data analysis. Limitations 

of the study were cited. Findings of this study were explored, implications of the 

findings for nursing practice were discussed, and re(.;ommendations for further 

research were presented. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL 



llum:.111 Suhj l'. US l~ommi11ec 

30 September 1997 

Pam Dallabetta, M.S. 
c/o Judith Effken, Ph.D. 
College of Nursing 
PO BOX 210203 

THE. UNIYE.RSITY OF 

ARIZONA\~ 
HE.ALTii SCIENCES CENTER 
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1622 £' . ~lahd Si. 
I' tl . ll11 x 2·Vi I l 7 
l'll LS\1 11 , ,\ri : 1111;1 fl j 7 ! ·1-5 J J7 
(520 ) n26-t'l7.!I 

RE: VARIOUS CLIENT CHARACTERISTICS AND THEIR IMPACT ON CLINIC 
ENCOUNTER TIME 

Dear Ms. Dallabetta: 

We have received documents concerning your above cited project. Regulations published by the U.S. Department of Health and Human Services (45 CFR Part 46.lOl(b) (2)] exempt this type of research from review by our Committee. 

Thank you for informing us of your work. If you have any questions concerning the above, please contact this office. 

Sincerely yours, 

William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD: j s 
cc: Departmental/College Review Committe~ 
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APPENDIX 8 

PERMISSION FROM 

PIMA COUNTY HEAL TH DEPARTMENT 



University of Arizona 
I luman Subjects Co111111ittce Office 
1622 I~. l\fab<.:I 
Tucson, i\ri1.011a 

To Whom It May Concern: 
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Pl!\·IA COUNTY IIEALTII DEPARTMENT 
Office of the Director 

I SOW. Con~rcss 
Tucson, Arizona 8571 

Phone: 740-8261 

Scptc111hcr 15. I 1) 1)7 

I l1crcby authorize the use or l'i111a Co1111ty I Ic:dlli I )cp;11 t1m:11t, Soul Ii Ol'licc, :is a sile for the 
research study to be <lone by Pam Dallabelln, gra<lunte stw.knt with the College Nursing. I un<ler.,tand 
this study will involve the ndministration or interviews to clients between the riges or 18 nn<l 6'1 years 
and is completely voluntary. The s.imple or the study will be clie11ts who access the South Orfiec 
Immunization clinic . I also l!ndcrstand the study will be conductcJ by Ms. Dallabetta and several voJ,11&:uL 
Dennis Douglas, Dir{ctor ...... 
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APPENDIX C 

SUBJECT DISCLAIMER 

- - -- - - - --- - -------------



UNIVERSITY OF ARIZONA HEAL TH SCIENCE CENTER 
SUBJECT'S DISCLAIMER FORM 

VARIO US CLIENT CHARACTERISTICS AND THEIR IMP ACT ON 
CLINIC ENCOUNTER TIME 

You are being asked to voluntarily participate in a study exploring the length of 
time necessary to provide immunization services at the South Office of the Pima 
County Health Department's Immunization Clinic. By responding to questions 
in an interview, you will be giving your consent to participate in the study. 

The interview will take place in the lobby or preconferencing area of the clinic 
and will take approximately two (2) minutes. With your permission, questions 
will be asked directly of you. Your identity will not be revealed and your 
confidentiality will be maintained in all reports of this project. The interview 
materials will be locked in a cabinet in a secure place. 

You may choose not to answer some or all of the questions. Any questions you 
have will be answered and you may withdraw from the study at any time with 
no consequences whatsoever. There are no known risks involved in your 
participation. 

The overall aim of this study is to help nurses serve you more efficiently. 

Thank you. 

Pam Dallabetta 
Investigator 

889-9543 
Telephone Number 

August. 1997 
Date 
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UNIVERSITY OF ARIZONA HEAL TH SCIENCE CENTER 
SUBJECT'S DISCLAIMER FORM 

VARIO US CLIENT CHARACTERISTICS AND THEIR IMP ACT ON 
CLINIC ENCOUNTER TIME 

Le preguntamos si voluntariamente podria participar en un estudio 
explorando el tiempo necesario para aplicar los servicios de vacunas en la 
clinica del Sur del Departamento del Condado de Pima. Respondiendo a las 
preguntas en la entrevista, usted nos estara dando su consentimiento en 
participar en el estudio. 

La entrevista sera en la sala de espera o en el cuarto de conferencia a el 
rededor de la clinica y tomara aproximada dos minutos. Con su permiso, 
preguntas seran preguntadas directamente de usted. Su identidad no sera 
revelada y su confidencialidad sera mantenida en todos los reportes de este 
projecto. Los materiales de esta entrevista seran guardados en un cabinete y en 
un lugar seguro. 

Usted no necesita contestar todas las preguntas. Cualquier preguntas 
que tenga seran contestada y usted podra salirse del estudio en cualquier 
momento sin ninguna consequencia. No hay riesgos envolucrados en su 
participacion. 

Lo que tratamos de hacer con estes estudio es ayudar a las enfermeras 
servirle mas eficientemente. 

Gracias. 

Pam Dallabetta 

Investigator 

889-9543 
Telephone Number 

August. 1997 

Date 
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Prcconference st~.~i~l~ \}.l.,··.L!J~,g~f~re~~~t?.P tip~e _____ -----------
0 Has current AHCCCS Plan • ........ ,.,-.-

Name ___ Client •------ CONSENT FOR IMMUNIZATION ate: 
tinic: 
ddress : 

a Hu no health insurance 
a Is a Nllive American 

a Hu health in.runnce thll docs not pay for the vaccine 
a 0th« 

1 
/ 

INFORMATION ABOUT PERSON TO RECEIVE VACCINE (PLEASE PRINU: 
NAME:Lm First Ml Birthdale Age Sex M_F_ ~ Ethnicity 

ADDRESS: Street City County Zip Code Phone 

AZ ________________ _ 

CHILD'S Soci;\J Security Number. Mothet'a Name (First & Maiden ): Mothe(s Birth<iale 

HISTORY 

Type of Vaccine 1st 2nd 3rd ,,h Sth 
Mo{Day/Yr Mo{Day/Yr Mo{Day/Yr Mo{Day/Yr Mo{Day/Yr 

DTP/DT/DTaP (Diphtheria, TeUnus & Per:tussis) 

Td (Tetanus, diphtheria) 

OPV/IPV (rolio) 

Hib (Haem<'phihn lnfluenzae b) 

Hep B (Hcpalitis B) 

MMR (MC-'ISICS, Mumps, Rubella) 

Hep A (Hcpatit is A) 

Varicella (Chicken Pox) 

PPD 

I. I have ht-.e.n given a copy of the "Important Information Statement(s)" 2. I agree to release information about all of these vaccinations to the 
foe the dL~•·asc.(s) and vaccine(s) circled below. I have read the Arizona State Immunization Information System (ASIIS), other health 
Statement(~) ~nd all my questions have been answaed. I understand the care provideis, day care centers and schools in order to avoid receiving 
benefits ar,rl risks of the vaccines requested and ask that the vaccine(s) unnece~ vaccinations and to provide information about what 
circled belnw be given to me or to the person named above for whom I vaccinatioos have been received. I understand that I am not required to 

am authori1.cd to make this request. agree to the release of this information in ordcr to receive the 
vaccinatioos I request 

I. ---·---------------------- 2. -----------------------------Signahire of Parent/guardian or adult vaccine recipient Signature of Parent/guardian or adult vaccine recipient 

CIRCLE TODA Y'S DOSE# MFG. &. VACCINE Comments: 
VACCINn ORDER LOT#. SITE 

DTP/OT/ DTar/ Td 

Hib or DTr/Hib 
I HAVE CHECKED FOR CONTRAINDICATIONS AND NONE 

OPV/IPV ARE APPLICABLE FOR THESE VACCINES. 

MMR 

-----------------------------
Hep B Screene(s Signature Date 

Hep A ------------------------------
Varicella (Chicken Pox) Giver's Signature Date 

Innuenza RETURN DATE: -----------
Pnewnococc al 

Month Day Year 

--

Other 
SPECIAL INSTRUCTIONS: 

Test: PPD PCHD OTHER 

PCHD/CND -tna (6/95) 
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D th.s ,;\J1Teni MICCCS PIM 
Prcconferenc·e start time , , . Preconference. stop time ______ ....-----------, ,,.- ,·• .. ---..--.. ~~ .. ~-

Name ____ aicnt •------ t.:urc:,r.rc,,mir. .. ,v r,u(J\ VI\LUNAS ale: 
linic : 
ddrcu : 

O Has no hulth insurance 
o Is a Native American 
O Ha.~ halth insurance that docs not pay for the vaccine 
O Other 

INFORMACION SOBRF. LA rERSONA QUE VA A RECIRIR VACUNA croR FAVOR ESCRIBA EN LETRA MOLDE}: 
NOMBRE: Apcllido Primer lnicial Fccha de Nacimie11to Edad Scxo M_F _ Rua l,.tnlcidad 

DOMICILIO: Calle Ciudad CmdMlo E.stac.lo 7.A•ll Postal TelUono 

·---------------------- ______ AZ ________________ _ 
Numero de Scguro Social de p:r.;ona que recibc vacuna(s) : Nombrc de madrc (Primcro y de soltcra) : Fedu de Na.cimiento 

l!ISTORIA Mf.:mcA- ----

I 

I 

Tipo de VlC\llla Ira 
Mcs{Dla/AJ\o 

DTP/DT(DT;tr (Difteria., Tft&10, Tos l"crin•) 

Td (Tctano, diftcria) 

OPV{IPV (PC1liomiclitis) 

Hih (Hacmnph il11~ ln0ucn7AC h) 

Her B (Hepatitis 8) 

MMR (Sanmpion, Papcras, Ruhcola) 

Hep A (Hcpatiti~ A) 

Vuiccla 

PPD 

I. He obtenitlo una copia, la cual he leitlo, o sc ha cxplicado la 
infomiacfon contcnitla en cl documcnto "lnformadon lmportantc", sobrc 
lilS sig11ientc.,; cnfemicdades y vacunas quc estan circuladas. He leido la 
infonnacfon, tuvc la oportunidatl <le haccr prcguntas, y sc han ccmtcstado 
con claridad y a mi satisfacdon. Rccon~o las ricsgos y bcacficios de 
la(s) vacuna(s), y autorizo sc me administrc la(s) vacuna(s) o a la 
persona indicada en cstc rcgistro medico, a quicn yo lcgalmcntc 
rcprcscnto. 

I. -------------------------Fillna del p~drc/guar<lian o rccihidor adulto de vacuna(s) 

CIRCLE TODA Y'S DOSE# MFG.& 
VACCINE ORDER LOT#. 

DTP/OT/ DTaP/ Td 

Hib or DTT'/llih 

OPV/IPV 

MMR 

llcp B 

llep A 

Vlricclla (Chicken rox) 

lnnucnu 

PncumoccxcA.I 

Other 

Test: PrD 

r'~HD/CND-IOA- S r ((>{?~) 

VACCINE 
SITE 

2d.a 3ra 4ta Sta 
Mcs{Dfa/Mo Mc.s/Dfa/Ano Me.s{Dla/Al'to Me.s{Dfa/AJ\o 

2. Autorizo al a<lministrador de vac1111as divulgar informadon sobrc las 
vacunas recibi<la.~. o a la persona indicada en cl registro medico, al 
Arizorta Stale lmm11niza1ion /nfom,ation System (ASIIS), otros 
provectlorcs de salud y oficialc.~ cscolarcs para cvitar vacunas 
inncccsarias. Enticndo que no cs nccc.qrio de consentimicnto para 
divulgar la informac!on para rccibir las vat.,mas . 

2. 
Fuma del padrl'/guardian o rccibidor adulto tic vacuna(s) 

Comments: 

I HAVE CHECKED FOR CONTRAINDICATIONS AND NONE 
ARE ArrLICAULE FOR THESE VACCINES. 

Scrccne(s Signature Date 

---~----------~-----------Giver's Signature Date 

DIA DE REGRESO: 
MES -DIAANO 

INSTRUCCl6NF.S ESl'ECIALES: 

- - - - - - - - ------------
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No. 

Language and Degree of Acculturation Assessment 

Age_ 

(To be asked of client) 

1. What language do you speak at home? (0) English (1) Spanish (2) Both 
Cual idioma habla en la casa? only only 

2 . Code: (0) Dominant Spanish 
( 1) Bilingual-states comfortable in both languages 

Where were you born? 
A donde nacio? 

(0) U.S. (1) Latin American (2) Other 

3. How long have you been in the U.S.? (0) <1yr. (1) >1yr. 

4. Have you ever been in our clinic before? (1) Yes (0) No 
A venido a este clinica antes? 

(To be answered by interviewer) 

5. Does client have AZ.. immunization card? (0) Yes (1) No 

initials of interviewer ---
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