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Immunization Coverage Measurement  
“What Gets Measured – Gets Done!” 

 
             In 1995, Congress directed the Centers 
for Disease Control and Prevention (CDC) to 
ensure that all states receiving federal immuni-
zation funds conduct annual provider site as-
sessments in all public clinics. Additionally, fed-
eral guidelines encouraged periodic private pro-
vider immunization assessments.  This recom-
mendation was based upon previous studies 
suggesting that immunization status measure-
ment and feedback to clinicians produced dra-
matic apparent rises in individual provider-
measured coverage (up to 20-45 percentage 
points) generated by improvements in individual 
provider record keeping.  The interventions’ ef-
fects on population-based immunization rates 
was more likely to be a steady and incremental 
increase of 5 percentage points annually. 
 
             Unfortunately, private sector immuniza-
tion status measurement lags behind the public 
sector,  possibly limiting improvements in immu-
nization performance. Three years after Con-
gress mandated measurement of immunization 
coverage in all public clinics, 48% of public clin-
ics were measured and 4 states reported com-
plete compliance. However, only 6% of the na-
tion’s private practices were measured despite 
the fact that 82% of the birth cohort likely had its 
medical home in the private sector. Indeed, 
other studies have clearly demonstrated that 
75% of VFC eligible children receive their immu-
nization in private practice medical homes.  
[Abstracted from: LeBaron et al., The Status of Immunization Meas-
urement and Feedback in the US, Arch Pediatr Adolesc Med, Vol 
154, Aug 2000] 

             
            IEP strongly recommends that primary 
care practices implement periodic immunization 
status measurement protocols and recall-
reminder systems to improve the immunization 
performance of the practice. An office-based 
IEP includes a Clinic Assessment Software Ap-
plication (CASA) evaluation of children’s immu-
nization status followed by an education ses-
sion.  The educational session uses practice-
specific data to identify ways in which the prac-
tice can modify its office protocols and proce-
dures to improve immunization performance. 
IEP programs are free to practices.  The spe-
cific practice’s data are PRIVATE and CONFI-
DENTIAL. The CASA evaluation is performed 
by PA AAP nurses and requires a half day 
chart review. The IEP education program is 
usually given during the practice lunch period. 
IEP participation provides CME Category 1 
Credit for physicians, CEUs for nurses, and 0.5 
Quality Capitation Points for participating 
Aetna-USHC physicians.  
 
For more information, and to schedule an IEP 
and CASA, call: (800) 375-5214.   
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Risk Factors for Under Immunization 

 
             Physicians and their office staffs take 
justifiable pride in providing quality, comprehen-
sive pediatric care to their patients in a medical 
home. This includes enabling the family to keep 
their child’s preventive care assessments and 
immunizations up-to-date. When asked, most 
office staff feel that the immunization coverage 
of patients whom they see is high. Yet, in some 
situations when a CASA evaluation of immuni-
zation performance is done using a random 
sample of ALL patients in the age cohort, the 
measured immunization performance of the 
practice is lower than staff anticipated.  
 
             Despite our attempts to provide the best 
care that we can, missed opportunities to pro-
vide preventive care and immunizations are 
more common in private sector practices than 
previously thought. A recent study published in 
Pediatrics, involving 45 private medical prac-
tices in California, makes us aware that certain 
office characteristics and patient risk factors 
can yield low immunization coverage. The 
study’s population consisted of children 12-35 
months of age followed by those practices.  
 
             The median immunization coverage at 
24 months of age (4:3:1 = DTaP, Polio, MMR) 

(Continued on page 3) 

 
Immunization Reminder/Recall Systems 

are Cost Effective 
 

            Reminder/recall systems to improve 
immunization coverage and keep preventive 
care appointments are more cost effective in 
small, private pediatric practices with large 
pediatric populations. They previously have 
been shown to improve immunization cover-
age levels in public clinics and large HMO’s. 
Although these systems add additional prac-
tice cost, savings balance the system costs in 
reduced morbidity and mortality over the 
short and long term. Reminder/recall systems 
can be as simple as a 3x5 “immunization 
due” or “overdue” post card completed by the 
parent at the time of a visit and filed chrono-
logically in a tickler file for mailing, or tele-
phone reminder calls prior to the next time 
that an immunization is due or overdue.  
 
            Technology has an important role as 
well. Practices that have automated their bill-
ing/claims administration can use the immuni-
zation claims information to set up reminder/
recall appointments based upon the Recom-
mended Childhood Immunization Schedule. 
The reminder/recall system can: produce pa-
tient lists for staff to call; generate immuniza-
tion reminder postcards for mailing and a 
subsequent telephone reminder call; or link 
with a commercially available telephone auto-
dialer system. 
 
            Franzini et al. reported the cost-
effectiveness of childhood immunization re-
minder/recall systems in urban private prac-
tices (6 sites) in the July 2000 of Pediatrics. 
The study compared reminder/recall using a 
telephone autodialer with postcards. They 
measured the incremental cost per return visit 
and the incremental cost per immunization 
delivered. Either method produced more re-
turn visits and more children immunized (per 

(Continued on page 4) 

The New Posters are in!!  See enclosed  
order form.  English and Spanish available. 
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(Continued from page 2) 

was 54%. These levels were lower that those 
estimated by the National Immunization Sur-
vey among children 19-35 months of age dur-
ing the same period.  Five independent risk 
factors were significant predictors of under 
immunization: 
 

1. Practice type – the practice having less 
than 50% active children; 

2. Visit frequency by two years of age – chil-
dren who had fewer than 8 visits; 

3. The percentage of children on Medicaid; 
4. Administration of DTaP4 at a separate 

visit from HiB booster; and 
5. The location of the practice. 

 
[Note – the IEP evaluation study further identified 
small practice size, e.g., solo practices as well as 
specialty (pediatrics vs. family medicine) as addi-
tional risk factors for under immunization.] 
 
 

What can you do to prevent under immuniza-
tion in your office? 

¨ Call PA AAP and arrange an IEP for your 
office.  IEP consultants will visit your of-
fice, perform a confidential CASA immuni-
zation assessment of your patient re-
cords, and utilize your data to provide an 
individualized immunization education 
program for you and your office staff at 
your convenience. 

¨ Avoid missed opportunities to immunize. 
Follow the Standards for Pediatric Immu-
nization Practices. (Call PA AAP if you 
need a copy.) Assess immunization 
status at each visit and administer simul-
taneously all vaccines due at that time 
independent of the purpose of the visit. 

¨ Establish reminder/recall systems to as-
sure that children can remain up-to-date. 

 
For more information and to schedule an IEP for 
your office, call: (800) 375-5214.   
 

Hepatitis B Can Be Prevented! 
 

             Following effective hospital medical 
staff policy and procedures is key to preventing 
hepatitis B in children and minimizing the pro-
fessional liability exposure of the hospital and 
attending physicians. 
 
             Pediatricians/physicians attending in 
the newborn nursery should assure that their 
obstetrical colleagues have established proce-
dures that: 

¨ Test every pregnant woman during each 
pregnancy for HBsAg, regardless of her 
hepatitis B vaccination status; 

¨ Send a copy of the original lab report along 
with other prenatal records to the hospital 
where the woman will deliver; 

¨ Notify the local or state health department of 
any positive HBsAg test result in a pregnant 
woman; 

¨ Counsel the pregnant woman about the im-
plications of her positive HBsAg test result 
(i.e., the need for her to receive ongoing 
medical evaluation and the need for house-

hold and sexual contacts to be tested and 
vaccinated); 

¨ Communicate the woman’s positive HBsAg 
status to the clinician who will provide pedi-
atric care to the newborn. 

 
Additionally, if one works in a newborn nursery 
it is essential to: 

¨ Know the HBV risk groups and the HBsAg 
status of every woman giving birth in your 
facility and on your service; 

¨ Administer the first dose of hepatitis B vac-
cine in the hospital to ALL newborns. Ample 
supplies of preservative-free hepatitis B 
vaccine are available; 

¨ Develop hospital policies to assure that all 
mothers are screened for HBsAg and all 
newborns are appropriately managed to 
prevent HBV infections.  Don’t let any infant 
slip through the cracks; 

¨ Make sure that no babies are infected due 
to a medical error. 

 
See enclosure: “Labor & Delivery Unit and Nursery 
Unit Guidelines to Prevent HBV Transmission.” 
[Abstracted from: IAC Express Issue # 193, Sept. 27, 2000] 



�

�������������	
������� �������������� �������������� � �����������������������
��������������������������� ���������� �������������� �������������� ������������� ������

(Continued from page 2) 

1000 children) relative to the control group. 
However, the autodialer group was more effec-
tive than the mail group for both outcomes. The 
autodialer cost per extra immunization was 
$4.06 versus $12.82 in the mail group. 
              
             The autodialer reminder/recall system 
was more effective than a system involving 
postcards in bringing children younger than 12 
months old back for return visits and in getting 
children immunized in private providers’offices. 
Excluding start-up costs, the autodialer system 
had lower costs per child than the mail system. 
However, the costs of the autodialer hardware 
and software can be substantial, and the auto-
dialer needs to be used for a large number of 
children to make it cost-effective compared with 
a postcard mail system that has practically no 
start-up investment.  In the study, the autodialer 
was cost-effective in one year for a practice 
providing immunizations for at least 482 chil-
dren or well child visits to at least 317 children 
younger than 12 months old.  This is consistent 
with other data showing that the average pedi-
atric practice follows about 443 children be-
tween 1 and 12 months of age during a one-
year period.  Autodialer systems can add addi-
tional value to a practice.  For example, the 
autodialer can be programmed to promote the 
delivery of interventions not included in the 
childhood immunization schedules (flu vaccine, 
RSV prophylaxis), as well as to provide addi-
tional prevention messages (dental care, car 
seat use, etc.) to patients and parents. 
              
             Physicians with computerized practice 
management systems (PMS) are encouraged 
to discuss with their vendor the system’s capa-
bility to generate reminder/recall information 
about immunizations and other preventive care.  
A PMS capable of billing insurers electronically 
should be fully capable of participating in the 
PA vaccine registry  (Statewide Immunization 
Information System (SIIS)) that has begun its 
rollout in public health clinics. The linkage of a 
physician PMS capable of generating reminder/
recall notices with the PA SIIS is an excellent 

application of technology to improve the immu-
nization performance and reimbursement of a 
private practice. 

Flu Vaccine for Children 
             

             In 2000, early vaccination of young chil-
dren with high-risk conditions is a priority be-
cause two doses of vaccine administration at 
least 1 month apart are recommended for chil-
dren aged younger than 9 years who are receiv-
ing influenza vaccine for the first time. Two influ-
enza vaccines (Flushield (Wyeth) and Fluzone 
Split (Aventis))are licensed and recommended 
for use in high-risk children aged older than 6 
months of age.  
              
             One other influenza vaccine (Fluvirin 
(Medeva Pharma)) is labeled in the US for use 
only in persons aged older than 4 years of age-
because its efficacy in younger persons has not 
been demonstrated.  Physicians should use 
other approved influenza vaccines for vaccina-
tion of children younger than 4 years of age. 
 
             The PA Department of Health began 
Vaccines For Children (VFC) distribution of flu 
vaccine in October 2000. Physicians are re-
minded of the decision of the PA Department of 
Health VFC program permitting the use of  VFC 
flu vaccine for private, high-risk, non-VFC pa-
tients 18 years of age and under, due to the de-
lay in the distribution of privately purchased flu 
vaccine. VFC vaccine used in this manner must 
be replaced on a dose for dose basis with pri-
vately purchased flu vaccine.  For more informa-
tion, contact the PA VFC Program at 1-800-KID-
VAC3 (800-548-8223). 
              
             A recent survey of community-based 
pharmacies which usually administer flu vaccine 
during the “flu season” (Rite Aid, CVS, Eckerd 
Drug, Walgreens) found that none of these pro-
grams will have flu vaccine for children. Physi-
cians having problems with vaccine supply are 
encouraged to contact PA AAP at (800) 375-
5214 or the PA VFC program at 800-548-8223. 
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Keep Current with  

Immunization News  
via the WEB!!!   

 
The following sites include a focus 

on vaccine safety: 
www.fda.gov/oc/opacom/kids/html/vaccines.htm  
All About Vaccines.  Information from the FDA writ-
ten with children in mind. 
www.paaap.org/immunize             
Interactive immunization education for health profes-
sionals granting CME Category 1 credits and CEU. 
www.immunize.org           
Immunization Action Coalition – information and ma-
terials on vaccine preventable diseases. Especially 
strong as source of non-English materials, e.g., Vac-
cine Information Statements. 
www.childrensvaccine.org            
Bill & Melinda Gates Children’s Vaccine Program – 
free educational materials including brochures for 
parents and medical training manuals. Note – 
search for “Plain Talk” to find a comprehensive 32 
page booklet in Q&A format to address parents con-
cerns about childhood immunizations. 
www.vaccines.org            
The Vaccine Page (UniSci) – provides links to many 
quality sites and the latest vaccine news. 
www.vaccinesafety.edu   
Key resource for parents and professionals on vac-
cine safety from the Institute for Vaccine Safety.  
(Johns Hopkins University) Very user friendly. 
www.cdc.gov/nip  
Centers for Disease Control and Prevention (CDC) 
National Immunization Program web site.   
www.vaccine.chop.edu    
Excellent site for vaccine safety information for par-
ents and providers.  Has material that can be 
downloaded to use as handouts for parents.  See 
sample tear sheet enclosed with this issue.   
www.immunizationinfo.org  
National Network for Immunization Information’s 
(NNii) mission is to provide the best possible sci-
ence based information.  Organizations involved: 
Infectious Diseases Society of America, American 
Academy of Pediatrics, American Nurses Associa-
tion. 

Parent Concerns About 
Immunization 

 
             According to a 
recent study on parent 
understanding of immunizations, 23% of the 
1,600 parents surveyed agreed with the state-
ment that, “Children get more immunizations 
than are good for them.”  Twenty-five percent 
agreed with the statement, “I am concerned 
that my child’s immune system could be weak-
ened by too many immunizations.”   
(Gellin, B, et al., Do Parents Understand Immunizations?  A Na-
tional Telephone Survey.  Pediatrics, Vol. 106, No. 5, November 
2000, pp. 1097-1102.) 

              
             A new resource helpful in addressing 
vaccine safety concerns such as these is the 
vaccine safety website maintained by Chil-
dren’s Hospital of Philadelphia: www.vaccine.
chop.edu . The site is appropriate for both par-
ents and professionals.  The “Common Con-
cerns About Vaccines” section of the website 
contains the following question and response: 
“Q. Do children get too many shots? 
A. Infants and young children commonly en-
counter and manage many challenges to their 
immune system at the same time…Although 
the mother’s womb is free from bacteria and 
viruses, newborns immediately face a host of 
different challenges to their immune system.  
For example, from the minute they are born, 
thousands of different bacteria start to live on 
the surface of the intestines…In fact, babies 
are capable of responding to millions of differ-
ent viruses and bacteria because they have 
billions of immunologic cells circulating.  There-
fore, the vaccines given in the first two years of 
life are literally a raindrop in the ocean of what 
infant’s immune systems successfully encoun-
ter in their environment every day.” 

 

Vaccine Safety 
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             National Infant Immunization Week is 
April 22-28, 2001. As an immunization advo-
cate in your community, there are many great 
ways to promote immunization completeness 
by age 2. However, have you considered par-
ticipating in a project with teachers and youth 
group leaders to mobilize the youth in your 
community as enthusiastic immunization advo-
cates? 
              
             The Bill and Melinda Gates Children’s 
Vaccine Program provides support materials to 
community groups seeking to mobilize youth as 
immunization advocates. Why involve young 
people in immunization advocacy? 

¨ Young people are enthusiastic; 
¨ Their communication skills, especially in 

ethnically diverse communities and in 
migrant families can effectively translate 
important information for their elders; 

¨ Teens themselves often need immuni-
zations; 

¨ Young adults of-
ten have younger 
brothers and sis-
ters at home who 
may need to be 
immunized; 

¨ Youth will be-
come parents 
someday – they 
need to know 
what vaccines 
their own children 
will need. 

 
Here are some suggestions for involving youth 
as immunization advocates in the community: 

¨ Through schools and your office, provide 
them with accurate information about vac-
cines and their value to children.  Encour-
age them to discuss immunization in their 
homes and neighborhood. Give them infor-
mational handout materials and flyers. Di-
rect them to the Internet for information and 
teach them critical thinking skills about the  
material that they recover. 

¨ Encourage them to plan activities to raise  
immunization awareness in their neighbor-
hood.  For example, they may be willing to 
do house-to-house visits to announce up-
coming immunization campaigns, partici-
pate in or organize a health fair, distribute 
immunization posters for display in schools 
and childcare programs. 

¨ Recommend immunization advocacy  
groups that they can join. Some may be in-
terested in developing walk-a-thons or other 
fund raising activities to support local immu-
nization campaign efforts. 

¨ Invite them to observe in your office; organ-
ize field trips to your local hospital OPD or 
public health clinic for them to become fa-
miliar with vaccines and preventive care. 

¨ Motivate them to do a “rapid research pro-
ject” about vaccines, vaccine safety, and 
vaccine administration.  Solicit feedback op-
portunities so they can present their re-

search. 
¨ Volunteer to create a participatory 
learning experience at a Middle School 
or High School. Students can divide into 
groups with each group becoming ex-
pert in a specific vaccine preventable 
disease. They can discuss the history of 
vaccine development and its pioneers, 
the management of epidemics, and the 
financial and social costs/benefits of 
preventing disease with vaccines. 
Some may even like to design adver-
tisements for vaccines or develop audio 

public service announcements. Others may 
be more interested in debating the concept 
of vaccines as a public good - whether gov-
ernment should have the right to require 
that all children be immunized. Other ques-
tions include the impact of parents’ choos-
ing not to immunize their child and its im-
pact on the community, and the rights of a 
child if the parents choose not to immunize. 

 
For more information, surf to:                  
www.ChildrensVaccine.org .  

Mobilizing Youth as Immunization Advocates 
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DTaP Available for 5 Consecutive Doses 
 

             In August 2000, the FDA licensed a 
second acellular pertussis vaccineTripedia 
(Aventis, CPT Code 90700) for 5 consecutive 
doses, including the infant series, and recom-
mended booster dose at 4-6 years. Thus, 
Tripedia is indicated for the active immunization 
against diphtheria, tetanus, and pertussis in in-
fants and children 6 weeks up to 7 years of age 
(prior to the seventh birthday), including those 
who have already received 1 or 2 doses of a 
whole-cell DTP vaccine.  This is important as 
physicians are increasingly providing primary 
care to immigrant children whose primary im-
munization may have begun outside the USA 
using whole cell DTwP vaccine. 
              
             Immunization programs that achieve 
high coverage levels with either DTwP or DTaP 
are cost beneficial and result in substantial cost 
savings regardless of the vaccine used.  In 
1997, the Advisory Committee on Immunization 
Practices recommended routine use of acellular 
pertussis vaccines among infants and young 
children in the US.  While DTaP generated a 
small cost increase compared to DTwP, other 
factors played a role in the decision to recom-
mend DTaP.  These factors included: 

¨ Parents and providers would have in-
creased confidence in vaccination due to 
the use of a vaccine associated with fewer 
adverse events; 

¨ The production of acellular pertussis vac-
cines could be better standardized with 
more rigorous quality control than could pro-
duction of whole-cell pertussis vaccines; 
and 

¨ Acellular pertussis vaccines in the future 
may be used as a booster dose in adoles-
cents and adults with potential further de-
crease in pertussis disease. (Note – use of 
DTaP for adolescents and adults is NOT 
currently recommended!)  

These considerations, and the fact that the use 
of DTaP generates net savings, supported the 
decision to switch from DTwP to DTaP. 
[Abstracted from Ekwueme et al. Economic Evaluation of Use of 
DTaP, 1997, Archives of Pediatric and Adolescent Medicine. Vol. 
154, August 2000] 

Immunization Coverage:  
Is it really as high as reported? 

 
             The Centers of Disease Control and 
Prevention (CDC) report that the immunization 
coverage of PA children at two years of age is 
86.0 % (1999 National Immunization Survey 
data for 4 DTP, 3 Polio, 1 measles containing 
vaccine, 3 HiB).    
 
             However, York City Bureau of Health 
data, as reported by Director David L. Hawk, 
M.D., raises the question of how accurately 
the CDC statewide data reflect local data.  The 
York City Bureau of Health annually performs 
a retrospective kindergarten immunization sur-
vey each year.  Data for 1999-2000 
(conducted in the spring) report an immuniza-
tion coverage rate of 60% at two years of age 
for 4 DTP, 3 Polio, and 1 MMR.  The results 
have ranged from 55%-65% for 5 years, be-
ginning in 1995-1996.  While for minority chil-
dren, immunization completeness at two years 
remains low, progress in immunizing Hispanic 
and African American from prior years was 
demonstrated. What data should we believe? 
It is hard to tell! 
 
             Do you know the true immunization 
coverage of children in your practice?  Com-
plete immunization coverage for all children by 
age 2 years in accordance with the Recom-
mended Childhood Immunization Schedule is 
good preventive care and good business. 
Managed care values high immunization lev-
els since immunization coverage is a key com-
ponent of HEDIS. 
 
             You can maximize your practice’s im-
munization coverage by: 

¨ Implementing automated or manual re-
minder/recall systems; 

¨ Routinely auditing immunization coverage 
by using WinCASA – free computer soft-
ware available from PA AAP. WinCASA 
immunization assessments enable prac-
tices to identify gaps in practice policy and 

(Continued on page 9) 
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Vaccine Extraimmunization –  
Too Much of a Good Thing? 

 
             Achieving and sustaining high levels of 
immunization coverage in US children is an im-
portant focus of public health policy. However, 
little attention has been given to extraimmuniza-
tion – vaccine doses given in excess of the rec-
ommended schedule.  Extra doses may be 
given as a result of untargeted educational 
campaigns, sub optimal record keeping by 
medical offices, failure of parents to maintain a 
personal immunization record for each child 
and bring it to every visit, absence of a state-
wide immunization registry, and lack of aware-
ness among physicians of school regulations 
on minimum age for immunization and mini-
mum interval between doses.  
 
             Feikema et al, reported the extent and 
cost of extraimmunization in children using 
1997 National Immunization Survey data of 
children 19-35 months of age.  The main out-
come measures reported in the study included 
the frequency of extraimmunization by vaccine 
type compared with adequate immunization, 
and factors related to and cost of extraimmuni-
zation. 
 
             The frequency of extraimmunization 
was less than 5% for each vaccine considered, 
with the exception of poliovirus vaccine, for 
which 14% of children had received one or 
more extra doses.  In the study cohort, only 
50% of the children were adequately immu-
nized, 27% were under immunized for at least 
one vaccine but were not extraimmunized, 17% 
were extraimmunized for at least one vaccine 
but were not under immunized for any vaccine, 
and 4% were both under immunized and ex-
traimmunized for at least one vaccine. Overall, 
21% of children received an extra dose of at 
least one vaccine, compared with 31% of chil-
dren who had not received any vaccines. Thus, 
nearly 1 in five children receive at least one ex-
tra vaccine dose by the age of 19-35 months. 
             The only child or family characteristics 
of statistical significance for extraimmunization 

were Hispanic or Asian/Pacific ethnicity and 
older age (30-35 months). The two factors most 
closely associated with extraimmunization 
were: 

¨ Having more than one immunization provider; 
¨ Having multiple types of providers (private and 

public). 
             
            Extrapolating the data nationally, the 
researchers estimate that 1.8 million extra 
doses of vaccine were administered during the 
survey period yielding an extra cost of about 
$18.2 million.  Additionally, nearly 100,000 vac-
cine doses were wasted plus more than 
400,000 clinic/office visits were made to receive 
only extra vaccine doses.  Thus, annual costs 
associated with extraimmunization were esti-
mated at $26.5 million.  No specific adverse 
medical outcomes were identified.  However, 
the authors reinforce the need to avoid extra 
doses of diphtheria and tetanus toxoids to pre-
vent potential adverse events. 
 
            What can/should be done to minimize 
and/or eliminate extraimmunization?  Consider 
the following: 

¨ Survey immunization status at each visit; 
¨ Use standardized immunization records and 

Health Passports to reduce confusion and er-
ror; 

¨ Develop and implement vaccine recall/
reminder systems based upon your claims/
encounter records in your practice manage-
ment system; 

¨ Prepare to participate in the PA SIIS (vaccine 
registry) which will link immunization histories 
across providers; and 

¨ Ease the process of accurate medical record 
and vaccine registry data entry through tech-
nology, e.g., bar codes, etc. 

 
[abstracted from Davis, RL, JAMA 2000; 283: 1339-1340] 



������������	
�������� �������������� �������������� � �����������������������
��������������������������� ���������� �������������� �������������� ������������� ������

Flu Vaccine and Asthma 
 

             Asthma is a large and growing health 
problem, especially among children. It is the 
most common cause of hospitalization in chil-
dren with rates increasing in recent decades. 
Asthma may be precipitated by viral infec-
tions of the respiratory tract, including influ-
enza.  Influenza infection can exacerbate 
wheezing and life-threatening bronchial ob-
struction.  While health authorities recom-
mend annual flu vaccine for patients with 
asthma, only a small percentage of children 
with asthma actually receive an annual flu 
vaccine. 
 
             One reason for low flu vaccine cover-
age among children with asthma may be con-
cern that flu vaccine may induce an exacer-
bation of asthma, as measured by hospitali-
zations and emergency room visits. To date, 
evidence that flu vaccine exacerbates asthma 
is conflicting.  However, recently in the AMA 
Archives of Family Medicine, a large retro-
spective cohort study concluded that influ-
enza vaccination did not lead to an exacerba-
tion of asthma within 2 days or 2 weeks after 
vaccination.  The study used the Vaccine  
Safety Datalink  which contains demographic, 
immunization, and medical encounter data on 
more than 1 million children enrolled in 4 
large HMO’s on the West Coast.  The study 
was restricted to children 1 – 6 years of age. 
The study’s analysis controlled for asthma 
severity.  The results were true despite possi-
ble sub clinical physiological effects on pul-
monary function.  Three influenza seasons 
(1993-1996) were reviewed and the results 
were consistent across the three seasons.  
              
             Children with asthma are considered 
high-risk and should be given flu vaccine 
when available. Children younger than 9 
years of age who have never received flu 
vaccine require two doses of flu vaccine at 
least one month apart. 

(Continued from page 7) 

procedures to avoid missed opportuni-
ties to immunize; 

¨ Participating in the PA Vaccines for 
Children program.  Obtain free vaccine 
for eligible children and technical assis-
tance via the VFC Quality Program; and 

¨ Calling PA AAP to request an IEP for 
your office.  PA AAP consultants will 
come to your office, perform a confiden-
tial CASA evaluation and use the data 
as feedback for an IEP education pro-
gram for  the entire office over the lunch 
hour. 

PA VFC Program’s “Benchmark 2000”  
Effort Winding Down 

 
            The PA VFC Program is very pleased to 
report that more than 90 percent of VFC-enrolled 
providers have responded to the benchmarking 
effort.  As a result, the effort has been a tremen-
dous success! 
 
            Those providers who failed to benchmark 
are being contacted by phone and encouraged to 
return a completed Benchmark Form by Decem-
ber 29 to ensure that they will be able to continue 
to participate in the VFC program. 
 
            Vaccine accountability (which is tracked 
by benchmarking) is a requirement of all VFC-
enrolled providers and is mandated by the Cen-
ters for Disease Control and Prevention.  Bench-
marking is also important in assisting the program 
with planning for future vaccine purchases to en-
sure that VFC-eligible children can obtain needed 
immunizations in a private medical setting. 
 
            We thank those of you who responded to 
our “Benchmark 2000” effort and ask those who 
have yet to comply to please do so by December 
29 so that you can continue to immunize Penn-
sylvania’s VFC-eligible children.  If you have any 
questions about benchmarking or any PA VFC-
related issue, please call 1-800-KID-VAC3 (543-
8223). 



�

�������������	
������� �������������� �������������� � �����������������������
��������������������������� ���������� �������������� �������������� ������������� �������

To Contact the IEP:  
Immunization Education Program          
PA Chapter, American Academy of Pediatrics 
Rosemont Business Campus 
919 Conestoga Road 
Bldg. 2, Ste. 307 
Rosement, PA  19010 
Phone: (800) 375-5214  PA only 
(610) 527-0970 
Fax: (610) 520-9177 
e-mail: paaap@voicenet.com.  Put 
“immunization” as the subject. 
Web site : www.paaap.org/ 
Click on Immunization Initiatives. 

Immunization 
Education Program (IEP) 

 
            The IEP represents a public-private 
partnership between the Pennsylvania 
Department of Health (DOH) and the 
Pennsylvania Chapter of the American 
Academy of Pediatrics (PA AAP).  The IEP 
is based upon the Educating Physicians In 
their Communities (EPIC) model.   
            An IEP presenter team (physician, 
practice manager, and immunization nurse) 
can come to your office at your conven-
ience to present an interactive, free, CME/
CEU program for physicians and the entire 
office staff.  IEP staff can also conduct a 
confidential assessment of your practice’s 
immunization coverage using the CDC 
software CASA (Clinic Assessment Soft-
ware Application). 
            Contact the IEP to schedule a pres-
entation and CASA assessment.   

             The KIDS Immunization Database/
Tracking System (KIDS) contains the immuni-
zation histories of children, under the age of 
six, living in Philadelphia. The KIDS Registry 
can assist providers in numerous ways: ascer-
taining a child’s immunization history regard-
less of where in the City the child received the 
immunization; generating recall letters/
postcards to reach the parents/guardians of 
children who are overdue; and determining a 
practice’s up-to-date immunization rates. 
 
             KIDS is growing by leaps and bounds.  
KIDS now houses records for over 238,000 
children and 1.6 million immunizations.   Cur-
rently over 80% of the 375 practices in Phila-
delphia report to the Registry. The goal of the 
Registry is to have all practices participating by 

the spring of 2001. The Registry also contracts 
with three Community Based Organizations 
(CBOs) to outreach children in targeted areas 
who are not up-to-date (based on data con-
tained in KIDS). CBO staff contact the child’s 
parent or guardian by telephone or home visit 
and encourage them to bring their child to their 
usual source of care for immunizations.  If the 
child has no medical home, CBO staff assist 
with arranging one.   
 
             If you would like to discuss how the 
KIDS Registry could help your practice, call 
Janet Cherry, KIDS Registry Coordinator, at 
(215) 685-6829. If your practice does not report 
to KIDS call John O’Callaghan, KIDS Market-
ing Coordinator, at (215) 685-6869.  If you want 
immunization information on a specific child, 
call the KIDS Help Line: (215) 685-6784.   

KIDS Registry 

To order the materials enclosed 
as inserts with this newsletter – 
 
Vaccine Safety tear sheets – pads of 50 
sheets – Contact the Vaccine Education Center 
at The Children’s Hospital of Philadelphia.   
Web site: www.vaccine.chop.edu  
Vaccine Administration Record – Contact the 
national office of the American Academy of Pe-
diatrics, publications department.   
Phone: (800) 433-9016.   
Web site:  www.aap.org  


