EXECUTTIVE OFFTICE O F T HE PRESIDENT

04-May-1995 12:00pm

TO: (See Below)

FROM: Gordon P. Agress
Office of Mgmt and Budget, HD

SUBJECT : VFC Hearing

In today’s oversight hearing, Senator Packwood took more

interest in VFC policy than in implementation. He focused on the
effect of vaccine cost on immunization rates, and seemed skeptical
that it was very important.

GAO reported that there is no evidence that cost is a major
barrier (but took pains to avoid saying it is not); CDC argued
that cost drove referrals, leading to missed opportunities.

Senators Mosely-Braun and Breaux focused on the importance of
prevention and the money saved by proper vaccination.

At one point GAO said CDC had agreed with their findings, citing
agreement on GAO’'s assessment of some diagnostic studies. When
Sen. Packwood followed up, Dr. Satcher noted that CDC might agree
narrowly that a particular study did not identify cost as a
barrier, without agreeing generally to a conclusion on the larger
question of the importance of cost. I thought his answer ended
that line of inquiry very effectively.

I will provide more details later.
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TO: (See Below)

FROM: Gordon P. Agress
Office of Mgmt and Budget, HD

SUBJECT : Senate Finance Hearing on VFC

The Senate Finance Committee today held oversight hearings on the
Vaccines For Children program. Chairman Packwood opened by saying
the program cost three and a half times the original estimates;
that cost of vaccine didn’t seem to be the reason immunization

rates are low; and that he wasn’t sure we needed this program. He
said he had called the hearings to examine the real barriers to
immunization. Other Senators attending included Moynihan,

Simpson, Mosely-Braun, and Breaux. GAO and CDC testified first,
followed by representatives from Mississippi, New York and the
Children’s Health Fund. A wire service summary is attached.

GAO testified that there is no evidence that cost of vaccine is a
barrier to immunization. CDC argued that cost of vaccine does
cause referrals to public clinics and so contributes to missed
opportunities and low immunization rates, and that cost is one of
many barriers the Administration is trying to address. Sen.
Packwood didn’'t seem to think cost was an important barrier, and
Sen. Moynihan questioned the role of a Federal entitlement for
immunization. Sens. Mosely-Braun and Breaux argued that
vaccination is cost-effective, and that the focus should be on the
costs avoided. Details follow.

GAO -- No Evidence Cost Is a Barrier

GAO testified that it had found no conclusive evidence that cost
was a barrier to immunization. GAO took pains throughout the
hearing to note that it was not saying that cost was not a barrier
-- just that there is no evidence that it is. GAO said it based
1ts work on CDC studies. GAO said that other factors, such as
"clinic access, provider and parent knowledge, and missed
opportunities, were major barriers.

CDC -- Cost Is One of Many Barriers

CDC Director Satcher argued that cost was one of many barriers to
immunization, and that the Administration’s immunization
initiative had components to address all of these. He noted that
cost drove physician referrals of patients to clinics, and that



these referrals increased the likelihood of missed opportunities
and quoted a Journal of Pediatrics article that 93% of physicians
said that cost drove referral. He noted that there are many
barriers to immunizations, and that immunization programs
attempted to address all of them.

Do CDC and GAO Agree?

At one point, GAO said that CDC had agreed that there was no
evidence that cost was a barrier to immunization. Senator
Packwood followed up on this point aggressively, asking who GAO
spoke with and that they come to the table -- the persons involved
were not at the hearing. The chairman continued to press until
Dr. Satcher noted that while CDC staff might have agreed that a
particular study did not provide evidence that cost was a barrier,
that was not a conclusion on the general importance of cost. Sen.
Packwood let it go at that.

Sen Packwood -- If Cost is a Barrier, Why Are Some Immunization
Rates High?

Sen. Packwood noted that immunization rates for three doses of DTP
are much higher (20 percentage points) than for those for four
doses, and asked why. Dr. Satcher argued that parents forgot
their appointments for the fourth shot, which occurred later in
the baby’s life. Sen. Packwood asked if cost wasn’t a barrier to
the first three doses, why was it a barrier for the fourth? CDC
reiterated that cost was a barrier, among several others. Sen.
Packwood asked if cost was a barrier to immunization for
preschoolers, whose immunization rates are around 95%. Dr.
Satcher said he could not comment on why parents immunized
children at five rather than two, but that it was important for
health reasons to immunize two-year olds.

Sens. Braun and Breaux: Vaccination Saves Money, Focus on Costs
Avoided

Sen. Mosely-Braun said it was difficult to document savings, but
asked that CDC provide information about the amount of money saved
by not having to react to disease outbreaks that were avoided by
proper immunization. Dr. Satcher said the World Health
Organization estimated eradicating polio would save $3 billion
annually, and that polio eradication would save the U.S. $230
million a year. He said numerous studies showed the
cost-effectiveness of vaccinations. Sen. Mosely-Braun said that
it was important to remember these savings when discussing cost
and immunizations.

Sen. Breaux agreed, and said that the focus should not be on cost
as a determinant of immunization rates but on the cost of not
immunizing children. He asked CDC what the cost would be if VFC
had not immunized children, and how many children VFC had
immunized that would not have otherwise been immunized. CDC
replied that it was impossible to know that number, and Sen.



Packwood interrupted to note that as the program had begun only
seven months agc it was hard to judge its impact yet.

Sen Moynihan: Why Involve the Feds?

Senator Moynihan said as the Congress worked on $500 billion in
deficit reduction in 1993, the Administration said that it needed
a new entitlement for vaccinations. This surprised him, as New
York already had free vaccine, and Rostenkowski told him Chicago
had it too, and he didn’t understand why the Federal government
would involve itself in something the municipalities had been
doing for a century. He said he hoped we would get away from
simple answers to complex behavioral problems. Dr. Satcher said
that CDC was also trying to address behavioral issues with its
educational campaigns and efforts to improve access to clinics and
tracking systems.

Sen. Simpson: Do People Fear Needlesg?

Sen. Simpson suggested that low immunization rates in inner cities
were caused by an association of needles not with medicines but
with drugs. CDC staff replied that studies showed that only a
very small percentage of parents don’'t want their children
immunized, and that most of those cited religious reasons. He
also noted that he had not come across such a perception in his
work in clinics.

Other Witnesses

State health officials and the president of the Children’s Health
Fund criticized the program for offering free vaccination to
children with health insurance but without coverage for
vaccination only in Federally Qualified Health Centers. They said
these are not always convenient. A State health official from
Mississippli suggested rethinking the program and letting the
States have more latitude, but the others said the program should
be left as is and its problems fixed.
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SUBJECT: VACCINE PROGRAM FACES PROBLEMS OF MISSED OPPORTUNITIES

Date: 05/04/95 Time: 14:31
Vaccine Pfogram Faces Problems of Missed Opportunities

WASHINGTON (AP) As many as 2 million American children under
the age of 2 don’'t have all the vaccinations they need because of
problems ranging from missed opportunities at the doctor’s office
to inadequate services for the poor, experts told a Senate panel on
Thursday.

Even with the 7-month-old government Vaccine For Children
Program, which provides free vaccines for uninsured, underinsured,
Medicaid-eligible, and some minorities, many children still fall
through the cracks, said Dr. David Satcher, director of the Centers
For Disease Control and Preventiormn.

Dr. F.E. Thompson Jr. of the Mississippi Health Department told
the Senate Finance Committee that physicians often do not check on
whether their young patients have been vaccinated.

'‘*A policy of stick ‘em while you got ‘em is critical,’’
Thompson said.

Finding ways to track the children in their complicated
schedules of immunizations is key, said Thompson, whose state just
set up a computerized tracking system.

Many unimmunized children are the nation’s very poorest. Often
no one knows they don’t have the shots since they have no central
place where all their health care needs are met, said Dr. Irwin
Redlener, president of the Children’s Health Fund, a foundation
which tries to establish comprehensive pediatric programs for some
of the nation’s neediest. .

‘*These kids that we’re dealing with are sick, they’'re
extraordinarily disadvantaged, they’re suffering terribly and they
are not ilmmunized,’’ said Redlener.

‘*The kind of health care we’'re interested in for children is a
comprehensive, continuity-based, organized system where the health

provider becomes the medical home’’ for the child, Redlener said.
The government vaccine program will help, the health officials
said. But there is one key problem: Underinsured children whose

families have insurance that doesn’'t cover immunization are



required under the program to go to specific federally qualified
health clinics, not their own doctors or state health departments.

Such clinics ‘‘are generally located in poor, inner-city or
rural areas, relatively inaccessible to the large percentage of
middle-class families that will fall into this category,’’ said
David Wood, a pediatrician practicing in an inner-city clinic in
Los Angeles.

Thompson suggested the panel rethink the entire government
program, and consider letting the states arrange vaccines
themselves.

But others said the program must stay, just with glitches fixed.

'*Our job now 1s to make the adjustments in an important program
that will permit it to function with maximal impact and in the
spirit intended by its original drafters,’’ said Redlener.
APNP-05-04-95 1432EDT
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May 4, 1995

First Lady Hillary Rodham Clinton
The White House
Washington, DC 20500

Dear Hillary:
1 hope this finds you well. I Jook forward to seeing you later this month.

This morning 1 had an opportunity to testify before the Senate Finance Committee
on the Vaccine for Children program. This has been a difficult issue for me on
a number of levels which I have shared with Donna Shalala, her staff and others.
I have been, as constructively as possible, trying to clarify my own perspective
on immunization which differs from the current operational perspective of VFC.

In essence, while the cost of vaccine may be a problem for some working-poor
families, the more intractable issues around underimmunization have to do with
the millions of children who do not have a medical home or any regular source
of health care where immunizations can be administered and tracked. I testified
before Senator Packwood's committee as a strong supporter of the VFC, but in
a modified form with several key changes which T believe are essential.

By the way, my written testimony had already received fairly negative feedback
from folks in the administration; and, ironically a very negative reaction from
some of our very large funders within the vaccine manufacturing industry. My
assessment of the hearing was that Senator Packwood--and others—are looking to
take VEFC down for a variety of reasons, not the least of which is plain old
politics.

What I am concerned about, however, is that there is a legitimare case to be made
for de-emphasizing the focus on vaccine purchase. There ought to be a
redirecting of resources toward solving some of the more challenging aspects of
ensuring a medical home for children who are profoundly medically underserved
and at greatest risk for underimmunization.

Here’s my strategic suggestion:

I think the administration should declare a victory in "Phase I" of the VFC
program. In many cases, the availability of subsidized vaccine has helped
families for whomn affordability was a problem. We should now move to "Phase
" of the VFC program which would:

. move more VFC money fo infrastructure and resource
development;
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First Lady Hillary Rodham Clinton
May 4, 1995
Page Two.

suggest *hat states devise ways to require all family
heaith insurance policies to cover recommended
childhood vaccines;

- attempt to close loopholes which currently permit states
to use public resources for supplying vaccine to
insured or well- off families; and,

- encourage and support innovative ways of really
reaching underserved populations.

Such a "Phase 11" approach could have a number of major beneficial results. For
one thing, we would really begin maximizing resources to get to the kids who
most need assistance. In addition, it would pre-emptively neutralize the biggest
and most legitimate argument made by opponents of VFC. Finally, it would put
the administration out front on this issue.

I would be happy to provicde you with some additional information on this matter.
Perhaps a "Phase 11" approach would be helpful in cooling things down, moving
the program forward and gaining some new allies in the process.

Best regards,

IR: kms

enclosure

The Children’s Health Fund * 217 East 64th Street * New York, New York 10021 » Telephone 212-535-9400 + FAX 212-535-7488
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March 24, 1995

The Honorablc Donna E. Shalala
Secretary

Department of Health and Huinan Services
200 Independence Avenue, S.W,
Washington, D.C. 20201

Dear Secretary Shalala:

1t was good to s2¢ you carlier this week at the White House. I want to
take this opportunity to review our position on national immunization
strategies.

My observations and concerns on this matter in gencral and the VFC
program in particular are based on nearly 25 years of experience in
caring for some of the most disadvantaged and medically underserved
children in the country. At this time, we are running the country’s
largest health care program for homeless children here in New York, in
addition to intensive medical services for children in South Central LA,
Anacostia in D.C., south Florida, Newark, rural M1551ssxpp1, West
Virginia, Dallas and the South Bronx.

Immunization status in children is, of course, a determinant of
vulnerability to vaccine preventable disease. But from the public heaith
and policy perspectives, immunization status is one of the better markers
of accessibility to good quality primary care in children. This is a key
concept: children who have "medical home" type comprehensive,
continuity-driven health care have an excellent chance of being up to date
in their immunization schedule.

Conversely, the most important reason why millions of children are
behind in their immunizations, from my point of view, is that they do
not have a regular source of medical home type pediatric care. Isolated,
categorical programs to vaccinate children without atteading to their
source of on-going care problems either (1) fail to provide a way of
sustaining immunization levels or (2) do not reach the most vulnerable
and intractably unimmunized populations.

_ The Children’s Health Fund « 317 East 64th Street « New York, New York 10021 ¢ Telephena 212-535-9400 ¢ FAX 212-535-7488
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March 24, 1995
Page Two.

I have been arguing this point for years with many people in
government, including my friend Walter Orenstein at the CDC. Isolated
immunization programs may actually reduce the incentive for parents to
identify and utilize a pediatric medical home for their children, thus
depriving those kids of a variety of other necessary health care services.

The VFC program is a concept which has become, in my judgement,
increasingly irrelevant to the extracrdinary needs of children most likely
to be partially or totally unimmunized. The VFC program does nothing
for my paticats who, until they get into a medical home relationship,
have as much as a 90% chance of being behind in their shots. This 1s
true for homeless kids in New York and children living in rural isolation
and poverty in the Mississippi delta.

VEC helps parents who are, for the most part, already in private
pediatric practices, but without insurance coverage for vaccines. What
does the program do for the five to ten million children who simply have
no doctor? These are the children about whom I am most desperately
worried.

My point is that if we have moncy to improve immunization rates, let’s
use as much of that as possible to give children access to complete health
services. It is health care, not vaccines, that should be guaranteed for
children by government.

Many states are taking advantage of provisions in the VFC program, and
are doing so in ways which represent a gold mine for insurance
companies. The latter are "off the hook" in terms of covering vaccine
since it will simply be paid for by the government, irrespective of family
financial status.

Donna, I am deeply worried that VFC is & program in trouble. Some of
the criticism is legitimate; some 1s politically driven and dangerous. I
think, however, that the program can be fixed to do what was intended
without some of the flaws currently inherent in its design.

The Children’s Heaith Fund * 317 East 64th Street » New York, New York 10021 * Telephone 212-535-9400 * FAX 212-535-7288
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I am hoping that our meetings with you and/or your staff will allow us to
suggest some possible mechanisms to fix VFC in ways that will keep all
of us who care about children on the same wavelength.

Sincerely,

<.

in Redlener, MD
Associaie Professor of Pediatrics
Albert Einstein College of Medicine
- Montefiore Medical Center

The Children’s Health Fund * 317 East 64th Street * New York, New York 10021 » Telephone 212-535-9400 * FAX 212-535-7488
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Kovvrer FY

NOTE TC JAKE SIEWERT --

As discussed, Dr. Satcher and Dr. Orenste{n will be testifying on
<ii”?he VFC program tomorrow --_I'm planning o wrote up some talking

points after we get final cf???ﬁﬁte‘ﬁﬁ”fﬁ?lr remarks Irom OMB.

In the meantime, I've attached some "generic" VFC talking points,
and some Or the supportlve letters we've golicited from the
Anerican Academy of Pediatrics and the Match of Dimes. We plan
to distribute thesc to reporters tomorrow, along with the
testimony and the child immunization ract|sheet.

Please share these with Ginny, and let me)know if you need
anything else. -

Melissa
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;
Talking points ~ Vaccines for Children .

The Vaccines for cChildren program ie a3 important part of the
broader Childhood Imaunisation Initiativd. The CII includes five
Key strategies to improve preschool vag¢cination rates. These
include improving the quality and quantity of vaccination delivery
services; reducing vaccine coete; incroaging awareness, community
participation and partnerships; improving the monitoring of disease
and vaccination coverage; and improving vaccines and vaucine use.

Improving preschool immunisation rates |is one of tha Clinton
Aministration's higheet priorities. Slince taking office, the
Clinton Administration has doubled fundipg, and gquaranteed funde
for new vaccines. Legislation to 1lhunch a new Chiidhood
Immunization Initiative was {ntivduved suun aflexr  Presideal
Clinton's inauguration. A specific g¢goal was sct for 1996:
increasing vaccination levels for two-jear-old children to 90
percent for the moust viitival Juses. Aud|a uew proyram Lo provide
free vaccines to millions of poor and|uninsured children wae
instituted.

While child immunization rates have impréved since the 1909-1991
measles epidemic, VFC is a Key part of the national strategy to
reach the one million american childfen who are not <fully
vaccinated by age twe. A 1993 survey fiound that 33 percent of
pre-schoo!l children (average age 27 months) had not received a full
series of the three most critical vaccinés (MMR, DTP and polio).
About 45 pecrcent had not received the HIB} vaccine, which protects
children against bacterial meningitis; anqd B4 percent had not been
vaccinated against Hepatitis B, which caubes liver disease.

As an integral part of the CII, the VacciL.s for Children program
focuses on making free vaccines more widely available, reducing
costs and misged opportunities for immunmigatiea. In thec past ten
years, immunization costs have increased ten-fold: the private cost
of a full series of immunizations increasdd from about $27 in 1983
to $270 in 1994. A Spring 1992 survey by!the American Academy of
Pediatrics showed that 43 percent of pediatricians had increased
their referrals to public clinics for vaccinations in the preceding
ten years, primarily because of costs.

Under the VFC program, vaccines will de provided free to children
who are enrolled in Nedicaid or uninsured, and to native Americans
and Alaskan natives. That meanc that phycidiane will no lenger have
to refer uninsured children to public clinics, a common practice
that means missed opportunities for immupizations and fragmented
care. And parenta ran chonse which provider makes the most sense
for their child, because the difference in price between the two
settinge ($270 and $129) won't be a factof.
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[

This will make a tremendous difference for nine million uninsured
American children. Wwhile Medicaid rccipiente can receive free
vaceines under current law, working families have not had the same
guarantee. Under VFC, more than one willion infants and toddlers
without insurance will now be guaranteed frece vaccines, and thair
parents will pay only a modest administration fee. And because ten
percent of all American children don't haye health insurance, VFC
will also help millions more older childrcn who need follow-up
vaccines at age four and fifteen.

Undez VFC, every eligible child will receive vaccinations, even if
parents cannot affoerd to pay the aaministration fes. bPrivate
doctors will continue to serve their regular patients, even if the
parent or guardian cannot afford to pay [the administration fee.
Other needy children will not be charged Iee in public clinics.

In addition, VFC will provide free vadoines to ochildren with
limited insurance in rural health clinics and Federally Qualiriea
Health Canters. In these settings, a%?itional children whose
insurance plans don't cover vaccinations will continue to be
eiigible for free vaccines. !

runds for new vaccines will automatically jbe provided. Under VFC,
new childhood vaccines recommended by a tfaderal advisory committee
will automatically be purchased by the; federal government and
provided free to eligible children -- and| budget constrainte will
never again limit or delay federal purchahe of new vaccines.

8tates will be able to save money by opdering vaccines at the
lowver, government price. Because VFC will lower states' Medicaid
costs for vaccines, these savings can be used to keep clinics open
longer, or take other measures to increase]immunization rates. And
more states will be guaranteed the lower CDC price for the vaccines
they 4o purchase.

Child immunigation protacts children and saves money. For example,
every dollar spent on the MMR (measles/mumpgs/rubella) vaccine saves
€21 in potential health care costs. Fer the DTP (diphtheria/
tetanus/pertussis) vaccine, the cost-benefit ratio is 30 to 1. And
for polio, it's 6 to 1. |

|
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May 3 1995

The Honorable Bob Packwood, Chairmun
Committee on Finance

United Gtates Scnate

219 Disksen Senate Office Building

Washington, DC 20510
Dear Mr. Chairman:

It is my understanding that the U.S. Congress is|reviewing the effectiveness of the
Vaccines for Children Program. Tbe March of Dimes has particular interest in this
program becauss our mistion is to improve the health pf babies by preventng birth
defects and infant mortality. Timely childbood immunizations can do both. Our history
includes efforts to prevent polio, as well as ta climinetd rubella and the serious birth
defece congenital rubella syndrome. We also believe np babics should die of mensles --
as many did in the 1990-91 epidemic.

‘When fully implemented, the Vaccines for n Program would cnsure that
poor amd uninswed children have financial access to 8l nece vaccines. While rates
of childhood immunization for individual vaccines have; imp: over the last few years,
only two-thirds of children are fully immunized (4 DTP, 3 polio and 1 MMR) by their
second birthday.

The Federal childhood vaccine program funded |through sppropriations for local
ficalth departments has long fallen short of the nced. For example, before the Vaccines
for Children Program was initigted, the federal distribukion for the Hib meningitls vaccine
was inadequate for three years after it was put on the market Health departments had
to ration the vaccine, rather than protwect all children. |

The shortfall in public funds weas related to stealy mereases in the price of
voosines. At the same tims, many urinsured working ¢ paid double the public
price for vaccines in private physicians offices. When could not afford these prices,
such families were sant to the slready burdened health department clinics. The Vaccines
fin Chlluren Prugiaun vt hielp fawilics iccsive affo immuniration scrvices from
their private pediatricians.

s AW L
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The Vaceines for Children Program can both moaey for federal end state
government and tarpet needed immunizations to childrpn who are uninsured and whose
families cannot afford the out of pocket costs for vaccines. The Vaceines for Children
Program provides relicf to states, who can reallocate public health dollass for outreach,
cducation and services. The federal law also enrrectly protects states’ rights to purchase
vaccines for all children at the Federal price. .

[s 18 fmportant 10 remember that the Vaccines for Children Program was
developed as a bipartisan compromise, including elemsnts from the original Clinton
Administration plan, as well as from hills introduced by Democratic and Republican
Senators in the 108rd Congress (S.733 and $.732 introduced by Senetors Reigle and
Kennedy: and S.886 introduced by Senators Dapforth, Fusebaum, Durenberger, Gregg
and Bond).

As president of the March of Dimes, I urge qu to work for continuation of the
Vaccines for Children Program so that the goal of immunizing all our pation's children
with age-appropriaic vacncs can Le rcached by the Year 2000.

 FRON 202-295-2054 05-03-95 12:45 B P
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Javid Satcher, M.D.

Durector, Cemnrs far Disease Control and
1600 Clifion Road, NE

Atanis. GA 30333

Prevention

Desr Ne. Satchee:

The American Academy of Pediatrics, and, more importantly, the families

we sTve, urge Your continued support for the Yaccine for Children
(VFC) Program. Altough the program s naly in @ infancy (8 months)
snd has bad ware than its share of growing pains, over 36 sues bave &
complete program, with the remaining in various stages of development.

mmmmmme ingncial sccess t comprehensive
health care, the VRC program provides tmportant remedy for obstacles o
our nation's immunization initistive in 4 {®portse

arcas!

1} it provides immunizations for the Increasing membet of children in
working middle-class families whege dependent coverage is either oot
covered or dropped; ’

2) it assures that all eligiblc children will receive the benefits of
Gewly recommmended vaccines for sthaal entry. thus strengthening
inmuaity levels of the community;'

3) It gives smales the option io purghase additionst vactines W cover

the so-called underiosured children who teve ypical fasurance
pulicies which don't include immurtizations; sad

4) it allows Medicaid and oative American families to receive
immunizstions in & madical bome. |

The VFC Program is an integral pan of this nation’s gnaf of protecting its
youngest citizens from the tavages of vaccine-preventable diseases. It must
he viewed within (he comext of all other public and privaw health injtiatives,
cach econsributing sn important clement. A prematurs halt to the VRC
Program in the abeence of universal accesy 1o health care uctuding

mumurizations, woukd Ieave many chil in limbo and vulnezable to

discase.

The VFC Program is deserving of your WPHPOIT.
Sincerely yours,

;._‘J.wf; Y merce, /Mo

Georye D. Comerci, M.D.
Presiderz

—— e

recC &

The A-narican ASademy of Padisirics & ?mmm 1o e anaamun! of cpgmgl phy o,

rantal, &g sooigt heam™ or ail Infan eNidren, sdobacents, and yourg adviig.
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American
Academy of
Pediatrics

|
= News Pelease

CONTACT: Marjorie Tharp FOR RELEASE: May 3, 1995
800/336-5475

202/347-8600 !
BUDGET PROCESS THREATENS VACCINE PROG

;
Washingion, D.C. -- The American Academy of Pediatrics XAAP) is urging Congress to
maintain federal funding for the Vaccines for Children (VF&I) program, which provides free
vaccing o children meeting certain requirements.

“Americans want fiscal responsibility,” AAP President George Comerci, M.D., said, “and in
this case, the economic sense comes from investing moncy 1 a preventlve service now 10
avoid higher health care costs later.”

The Senate Finance Committee will review the VFC program tomorrow, 9:30 am., 213
Dirksen, to determine whether funding should be cut or climjnated so that the savings can be
used towards balancing the budget.

The VFC programn, just 8 months old, guarantees free vaccing to children age 18 or younger
who are Medicaid cligible, uninsured or Native American.
if they receive care at a federally qualified health center.

nderinsured children are eligible

According to the AAP, the VFC program addresses most of the barriers some parents faced in
delaying thoir child’s inmunizartions, such as:

= offering frec humunizatons for children in wodking, middie-class families
where dependent coverage is either not included or bas been dropped;

-Mmore-
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L providing states the option to purchase additipnal vaccines at a reduced
price to cover underinsured children whose igsurance doesn't include
immunizations;

L] allowing Medicaid and Native American famjlies to recoive immunizations
in a medical home.

» assuring that all eligible children will receivejthe benefits of newly
recommended vaccines for school entry, causing immunity levels in the
community 1o strengthen.

“The truth is that medical science has done such a fantastic job of virtually eliminating these

infectious disensos,” Dr. Comerci said. “People have forgotten what it was like whea

diphtheria, polio and other contagious diseases were comm

“Clearly, veccine manufacturers have shared in this suceess . We must ensurc thut they

gre able to continue their research and development of new nd better vaccines.
“But make no doubt about it, we still need the govemment’s'ﬁnam:ia! support for the VFC
program to guarantee that our children, and subscquently the communities they live in, are

free of preventable diseases.

o2 393 6137 PAGE
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WASHINGTON DC

The
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It
CENTER FOR HEALTH POLICY RESEARCH

May 4. 1995

The Honorable John D. (Jay) Rocketfeller [V
United States Senate

Dear Senator Rockefeller,

We are writing in response to your request for further information about our recent study.
Universal Childhood Vaccine Distribution: The Experience of Twelve States  This study is the first
comprehensive study of state universal vaccine distribution programs. It analyzes the 12 state
universal pediatric vaccine procurement and distribution programs which were in effect during the
1993-94 time period.' The study has been cited by Dr. Irwin Redlener in testimony prepared for the
Senate Finance Committee's hearing today on the Vaccines for Children (VFC) program. In his
testimony Dr. Redlener states that our study "verifies" that the "VFC in its current form does not
confront the factors responsible for severe under-immunization in the millions of children who have
no regular source of care".

We would like to take this opportunity to clarify our findings. We request that both this letter
and the full study (a summary version of which was sent to more than 250 state policy makers) be
included in today's hearing record.

Study findings. As part of the study we conducted extensive interviews with state officials
responsible for the administration of their state's childhood immunization programs. We found as
follows:

*As Dr. Redlener notes, virtually all states with universal vaccine procurement and distribution
programs continue to report barriers to childhood immunization that arise from factors other
than the lack of availability of low cost vaccine. The only exception is Vermont, which has
been able to provide a medical care home to nearly all children. Officials in that state reported
that because vaccines are distributed free of charge to all pediatric providers, children are
routinely immunized as part of their ongoing health care. Data available at the time our study
showed that Vermont had the highest rate of childhood immunization among the universal
states.

" Of the 12 states with universal programs that we studied. four are represented on the Finance Committee (Rhode Island.
Wvoming. South Dakota and Alaska). Additionally, since October 1. 1994, five states and the Commonwealth of Puerto Rico
have instituted universal vaccine purchasing and distibution systems. Of these. two (North Dakota and [linois) are represented
on the Finance Committee.

2021 K STREET. N.W., SUITE 800 ® WASHINGTON, DC 20052 ¢ (202) 296-6922 » FAX (202) 785-0114



- However, state officials also uniformly reported that the universal availability of free vaccine
was an essential component of their childhood immunization improvement efforts
(Rosenbaum and Wehr, p. 73). Officials considered the availability of free vaccines to both
publicly funded and office-based providers as a basic building block for all state pediatric
immunization improvement efforts. State initiatives include both the expansion of the public
administration infrastructure for children without health care homes, as well as efforts to
improve the performance of office-based primary care providers in order to reduce the
problem of "missed opportunities”. According to the officials whom we interviewed, the
problem of "missed opportunities” emerged as second most commonly reported barrier after
inadequate pediatric primary care services for underserved children (Appendix 16, table 12).

It is our understanding that the fundamental purpose of the VFC program is to ensure that
in all states there is a sufficient supply of affordable vaccine at least for Medicaid-enrolled, uninsured,
Indian, and medically underserved children cared for at rural and urban health clinics. In this sense,
the VFC program acts as a companion to other federal immunization initiatives including initiatives
to improve infrastructure which are carried out by the CDC with appropriated funds. Were VFC
funds to be reduced or eliminated, it would appear that the CDC would be forced to withdraw some
or most funding for infrastructure improvements in order to once again buy vaccines for many of
these children.

The task of improving childhood immunization levels a three-part undertaking. All three parts
are of equal importance. One part is ensuring the availability of a sufficient and stable vaccine
supply. Another is improving vaccination practices among providers. According to national
statistics provide half of all care received by low income children is furnished by office-based
physicians. The final task is the development of a strong publicly funded preventive health care
infrastructure for children without a health care home. We believe that all three activities are
essential. Given the enormous cost-effectiveness of pediatric immunization according to innumerable
studies, we would recommend that the nation invest in all three legs.

Sincerely,
% thiyce iy,
a Rosenbaum Elizabeth Wehr

Co-Director Research Associate

cc: The Honorable Bob Packwood
The Honorable Daniel Patrick Moynihan
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Statement by Lloyd F. Novick M.D., N.P.H., First Deputy
Commisgioner, New York State Department of Health.

Good morning. My name is Lloyd Novick and I am the Pirst
Deputy Conmmissioner of the New York State Department of Health.
I am here on behalf of Dr. Barbara DeBuono, Commissionsr, New
York State Daepartment of Health., who serves on the Advisory
Committaee on Immunization Practices to the United States Public

Health Service. I am pleased to have the gpportunity today to

presant to che Committee New York's experience with the Vaccines

-for Children program (VFC). Since its iﬁceptian a little over

six months ago, VFC has become an important link in the chain of

~our efforts in New York to improve the vaccination status of our

children and, ultimately, to prevent unnecessayy illness and
death in these, our most vulnerable ¢itizena.

We at the state level have designed 2 unigue system which
successfully serves c¢hildren in New York. In our state, we have
invented a vaccine diprribution system whieh allows children to
be vaccinated by their own pediatrician or family doctor, thus
preserving continuity of care.

States should have the opportunity to design their own
programs, and tho federal government. should coatinue to support
state programs that have demonstrated track records of success.
Statas can henefil from both federal agsigtance and flexibility
in the design and implementacion ©¢f programs of this type. I
strongly recommend to you this morning that you continue to
provide support for immunization of children to achieve our goal
to eliminate vaccine-preventable diseases ln this cousntry.
states need both federal assistance and flexibility in the design
and implementation of programs of this type.

In recent years, New York children have suffered because
vaccine preventapble diseases were not prevented. In 1990 and
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1991. we had the largest measles outbreak in recant memory with
almost 5,000 confirmed cases and 24 deaths. In 1993 and 1994, we
had the highest rates of pertussis, or whooping cough, in over a
dacade. The root of the problem is poor vaccina:ién levels in
preschool children. 1In New York, we have oﬁly recently achieved
the level of 58% of two year olds up-to-dste for the basic series
of vaccipes.

We take a very aggressive approach to childhood vaccination
in New York. We adopted a routine 2-dose measles vaccination
schedule before the rest of the nation. wWe were among the firgt
states to require screening of pregnant women for hepatitis B and
treatment of at-risk newborn babies, and we are the first to
require routine hepatitis B immunizstion for entry into school.

The Naticna! Vaccine Advisory Committee’'s *Measles White,
Paper® in 1991 cpelled eut the barriers to timely preschsol
immunization. These run the gamut from educating and motivating
parents to get their children vaccinated and making preventive
health services available, to ensuring that these services ars
actually provided including ensuriag that vaccines are available.
We will not succeed by removing only one or two of these

barriers; all are critical ligks in the chain leading te the goal

of full vacecination coverage. In New York, we have aggressively
attacked these barrlers oo ail fronts, as ovutlined in the
attachments to my testimony. ' '

The focus of meny of our efforts to improve Vncclnutian
status is the concept of a “medical home* for each child: a
health care provider who the famil& can know and trust, and who
is able to provide vaccinations and other preventive health
servicen. .

The Vaccine program is an important link in our efforts to
build a partnership for immunization between public health and
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the medical care commmunity in New York. This parcnersiiip is

vital because batween two-thirds and three quarters of children
in New York receive thair routine medical care in_the private andg

voluncary secter and not in public health department clinics.
This is in sharp contrast to the situation our colleagues face in
Mississippi and some other states where tha vast majority of
vaccinations are given in public health clinies. No amount of
effert directed at the public health clinics in New York will
golve our immunizatsion problems becauge that is not where most

children are vaccinated.

Despite the problems you may have read about in the
newspaper with the faderal VFC vaccine warehouse, MNew York's VFC
program began on time last October and has grown rapidly into a
major success. We have enrolled over 2,800 physicians and 478
health facilities including 95% cf major Medicaid fee-
for-service billers. We have shipped over 2.8 million dosmas of
vaccine. We have begun a media campaigh informing parents of the
program highlighted by a television spot by the Harlem Globa
Trotters.

Have we had problems? That goes without saying in a progrem
of this magnitcude. Cverall, there have been rémafkably few
problems.

Have physicians smbraced the program? The enrollment
numbers speak for themselves. A recant satisfaction survay of 55
enrolled physician practices ghowed good accaptance of the
program.

Will immunization levele improve as & result of VFC? Again,
I believe the answer is yes, although the impact of VFC will be
hard to separate from that of all of our cther afforts.

There are a number of ways that we can already measure the
impact of VFC in New York. PFirst, we view VFC as more than a
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vaccine distribution program and are already using it to educate

enrolled providers on good vaccination practices. We

have also taken steps to protect VFC vaccines by supplying many

snrolled providers with continuous temperature recording

| thermometers. we hava also seen a tremendous demand for

" hepatitis B vaccine suggesting that VFC has helped to speed
acceptance of this vaccine. Steps like this will be increasingly
important as new vaccines, like the chickenpex vaccine which
requires lower storage temperatures and different handling

practices than other vaocines, are introduced. We are
coordinating VFC with immunization registry development and
should be able to use the registry as an accountability tool in
the futura. We have also seen a tremendous demand for hepatitis
i B vaccine suggesting that VFC has helped to speed acceptance of
this vaccine for routine use.

. Finally. and most significantly, we have preliminary
evidence that referrals for vacciration to public health clinies
have daclined Aramatically. Data on vaccine usage from the first
327 counties for which they are available indicate an average 30%
drop in vaccine administered in county health department.clinics
in December 1994 - February 1995, compared with the same time
period in 1994. Tf£ this trend continues and is seen in other
counties, it will provide significant evidence suggesting that
VFC has reduced some refezrals to public health departmant

clinics.
I want to conclude by reiterating our support for Eederal

immunization assistance in New York. The program is up and
running in New York and is working well as an important link to
improving our commitment to jmmunization for the sake of our

children‘s health.
Thank you. and I would be glad to answer any Qquestions.

TOTAL PGS
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NEW YORK VACCINES FOR CHILDREN (NY VFC)
STATUS REPORT - APRIL, 199§

The 1993 Omnibus Budget Reconciliation Act created a aew Federal vaccine entitlement
program for children under the age of 19. This program is known as the Vaccines for
Children Program, commonly called VFC. In New York, local fands are used o expand
the program to includs other categories of children,

Eligibility
A child meets federal VFC eligibility requirements in one of the following ways:
28 8 Medicaid recipient,
by not having insuraace,

being underinsured and visiiing a Federal qualified haalth ceater,
being an American Indian/Alaskan native.

New York VFC eligibility includes:
underinsured children in any medical setting other than FGHCs,
nonfederal eligible patients served at a local health department.

Doses Distribinted .

New York State and New York City implemented NY VFC and beganenrolling
providers in July 1994, On September 15, 1994, NY VFC was distributing vaccine to
participating providers and facilities. Since October I, 1994, the effective date for the
program, free vaccine has been available to participating physicians and facilities in New
York State for VFC eligible children. From September 15, 1994 NY VFC has shipped
approximately 2.8M doses {rom the NYC DoH, NYSDoH depots and from the NYSDoH
contracted distribution vendor. Combined federal YEC dollars for New York Siate and

New York City equal approximzicly $30.5 million in calendar year 1995,

Provider Enrollment -

As of April 27, 1995 a total of 2.836 physicians and 478 facilities have enrolled in the
VFC program. The attached maps show physician and facility enrvllatent by county. NY
VFC staff compared 1993 Medicaid billing information related o child vaccinations with
our provider information. 2,160 providers billed Medicaid for childhood vaccinations in
1993, Of these billers, 1,482 are currentiy enrolled in the NY VRC. Qfthe 163
physicians who billed Medicaid for more than 1,000 immunizations in 1993, 95% are

currently enrolled in NY VFC..
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Patient Eligibility Estimates
In order to earoll in NY VFC each provider must estimste their patient population by

eligibifity category. The current summary of the provider profiles estimates of their
patient eligibility status is corpared to the statewide VEC eligibility cstimates below

) 5 ide Eligibility Fat N

41% Medicaid recipieats 51%
15% Uninsured 12%

1% American Indian/Alaskan Native 3%

1% Underinsured served at a Federally Qualified Health Ceater 3%
i3% Underinsured not federally qualified and served in a public clinic 10%
29% ~ Fully insured - not covered by YFC. - 28%
Recruitment of Providers

NY VFC is recruiting physicians on an on-going basis. The following describe some of
our efforts:

. at the request of District IT of the AAP and the Preferrad Providers and
Children (PPAC) Advisory Committee we developed & question and
answer form o respeid to the most commonly expressad conceras about
VFC,

, NY VFC recruitment advertisements have been published in pmfmsmnal
newsletters,

. a second NY VFC recruitment mailing was sent to 4,034 non enrolled
physicians { some of which may not be in active pritnary care practice) in
January {995,

. a mailing will be sent to members of the District T AAP who are not
enroljed in NY VFC.

Consumer Campaign

. posters and pamphiets for waiting rooms and consumers are bemg
distributed to inform consumers of this program.

. & public service announcements featuring the Harlem Globetrotters is
being distributed 1o radio and television stations statewide,

YFC and Provider Referral Practices
Cne of the goals of the VFC Progran is to eliminate the need for private physicians and
other providers to refer their patients without adequate bealth insurance for immunization

to public clinics. Encouraging the immunization by primary care providers of children in
their "medical home™ has beea idemtified as 2 way 10 substantinlly reduce the "missed

opportunities” that often result in delays in immunizing children. A random sample
survey of NYS pediatricians and family physicians was conducted in 1993 to determine
vaccination practices. Fifty percent of physicians stated that they referred all or some of
their patients elsewhere for vaccinations. Eighry-eight pescent of physicians who referred
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patiears for vaccinations indicated financial hardship to be 2 very important reason for
refecral, Fifty-four percent of physicians respoadisg o the survey indicated that tome or
all of the costs of chiidhood vaccinations should be underwritten by government. (Refer
to MD survey for referral information), Preliminary data from a number of couaty public
clinics in New York State indicates that the number of children being referred to their
clinics for immumizations has decreased since the implementation of the program (3
decrease of 45% of vaccines were administered in the S public clinics for which we have
data from similar time period BEFORE VEC & AFTER VRC implemented). This trend
is expected to continue, thereby increasing the number of children who are immunized
on time while visiting their primary care physician

Less than 20% of all two year old children in New York State are served by public
clinics. The vast majority of children are served by the private medical community. It is
clear that the best route to increasing the aumber of children who are iramunized on time
is 10 forge 2 public/private partnership to address this issue. Without the active
participation of private sector providers, any effort 10 improve the immunization levels in
New York State will fall shor of it's goal. The New York Vaccines for Children
represents the best hope thus far for achieving un effective partnership in pursuit of our
goul.

Satisfaction Survey

In order 10 monitor the leve! of satisfaction with the NY VFC Program we have
developed a survey instsumont which is usad by Department of Health field staff when
contacting participating providers. This "satisfaction survey™ (see attached questionnaire)
enables providers to describe their experiences with the program in a way that will both
belp identify aspects of the program that are effective or need to be improved and 10 ask
physicians if they think the program will heip their patients. The most recent survey
conducted included 55 private physicians practices representing 181 individual physicians
and 36 facilities (hospitals and clinics). Of those polied 87% of physicians and 77% of
facilities indicated that the program's vaccine ordering systetn is convenient to-use and a
large majority felt that die operators reached tuough the toll-free number were
knowicdgeable and helpful. Survey responders also indicateq that vaccines were received
in a timely fashion and in good condition. Significantly, 89% of physicians polled stated
that they felt that the VFC program was beneficial for their patients and 58% concluded
that the enhanced vaccine administration reimbursement through VFC provided an
incentve to serve Medicaid enrolled children. Ongoing usa of the survey will aliow the
program's administrators to sce "how they are doing” and to respond quickly to
participant's problems. Complete results of the most recent survey are represented on the
attached sheet entitled "VFC Satisfaction Survey”.

Yaccine Accountability A '
From the inception of the VIC Program it hias been our intention to provide

accountability systems that both represcnt responsible oversight of public funds and
minimize provider burden, This Is iu part because State purchased vaecines are also

being distributed in the system for which we need to maintain accountability. The
specific issuss that we want to be able to account for are proper vaccine handling to

94561715 P,
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minimize waste, appropriate use of specific funds by eligibility criteria and a decmse in -
patient referral pructices away from the "medical home". The following systems currently
arc or will be implemented in New York State 10 assure VFC accountability:

° Pilot State working with CDC w0 develop accounting problems from doctor's
offices that are aot overly burdeasome,

®  Using vaccine ordering records to compare "orders" to "providar profiles® to
determine if profiles should be amended. in most instances providers over
estimated the number of childrea they serve. Ordering practices can be used 1o

adjust the profiles.

®  From aggregated provider profile information determine if pauent status
percentages are in accordance with the state population profiles. This has been
done periodically and percentages are in line with previous statewide estirnates.

° Review vaccine orders to determine that providers are aot ordering vaccines in
cxcess (three month supply) of their patient estirnutss. Specifie vaccines such as
pediatric DT and adult Hep B wil{ have special edits altached to snsure that
vacciner are not usad beyond the C0C or NYS established policies.

® Periodically cross reference vaccine administration billing information from
Medicaid with vaccine ordering and profile information from the same physician.

L4 Conduct random educational/technical assistaence visits to providers Lo make
available vaccine storage and safeguarding infonmation as well as other pertinent
issues about vaccine scheduling, contraindications, school immunization

requimms etc.

] Conduct "spot checks” record raviews among providars whose ordering
patterns/amounts are considered to be outside the norm of othér similarly sized

providers.
®  Conduct periodic random audits of facility providers to review record keeping, -
vaceine handling and verification of provider prefile information. _

* Continue annual jocal health unit visits to revicw vaccine storage/handling and
implementation of Standards of Pediatric Immunization Practices.

' ® Regord instances of vaccine lass by provider name/site. Ensure those sites receive
additional information/tips on vaccine sateguarding. If vaccine loss ocours
frequently, make site visit or remove from NY VFC program.

L Determine through phone call or mail survey what vaceine safeguarding
( systems/policies are in place in sites where large quantities of vaccines are
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maintained. As resources permit, provide those sites with temperature monitoring
devices, model protocols, day-glostickers (o be placed oa outlets and

refrigerator, etc.

o Cormpare aggregate and individual vaccine orders by types of vaccines requesied
to determine if the "expected” ratio of vaccines appesr. (example § DTP, 4 OPV, -
3 Hep B, 3 Hib, and 2 MMR ). Sigeificant deviations from the expected ratio will
serve as one means to sekect sites for office reviews.

Evaluation
The overal] success of the NY VEC Program will be measured in a number of ways. We

pian to continue to encourage recruitinent of providers particularly those providing

! services to lurgs numbers of eligibie children; we will continge to dssess immunization

| levels of two year olds both on a statewide basis as well as for selected subgroups of
children; and we will monitor whether or not the NY VFC decreases the patient referrat
of children from their primary care provider to the local public health clinic as reported by
physicians in 2 1993 survev. The following are specific cxamples of plans to evaluate the

program.

. Compare vaccine usage data of local health umits from equivalent
periods from prior to VIFC and after implementation to determine if
; the program has resulted in decreased referrals to public clinics.

; . Review Medicaid immunization elaims by provider to determnine

’ enrollment in NY VFC,

i . Continue statewide retrospective immumnization survey levels of
. two year olds, '

| »  Review immunizatios status of patients in VFC provider offices
through the peer review project.
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New York State Imwunization Initiatives, 1989-1354

The pariod 1389 to the present has Leen & time of intense activity
for the New York State Deparumast of Health (NYSDOR) Imnunization
Program. The highlighte bave baen efforts to fight the neaples spidemic
and to improve. imsmnization levels in preschool age children through
reduction of barriers te immunization, taking advaatage of every-
opportunity for immunization, cutreach to high-rigk communities, and
developmant of A vAccine ordering and distribution aystem for all health
care pruviders. As examples of the degree of activity, dozes of vaceine
administerad through the program have increased over 400 percent from
250,000 doses (1987) te 1,25%0,000 doses projected ig 1394 and vacclne
expanditures by the program have increacod from approximetely €1.5
million in 1986 to over $18 million prejected in 18934.

Thae pwriod has seen five majer additvicns to the Public Health Lav
(PHL) affscting imnunizations (mandatory perinatal hepatitis B
screeninyg, college imminization requirgoent, Haemophilus influenzae
type b {Hib)} Qay-cess roquirement, hepakitis B school requirement and
insurance-mandated coverage for immunization). five major amendments
to stace regulations {those related to PHL changes plus two-dose mearles
requirements f£or kindergarten and heolth care workers) and three
statements of departmental policy in the form of Health Series Memoranda
affecting heospitals and other regulated facilities., Valid
contraindications to immualzatioan, cuthareak control guidelinag and
raquired screuwning and provisien of immunizations in health care

facilities.

A timeline of highlights of immunizatien activities over the past
four years follows: : .

1. February - Jums, 1989, Widespzead measles cutbreaks affecting 12
colleges and nine sacondary scheols with Sl ceses and over 50,000
doses of M@sles—mﬂ:&s—:ubellu {(MMR) upsed in sutbreak control.
Total outbreak control costs exceed $1 millienm.

2. April. 1969. NYSDOH recompends routine two-dose measles
immmunization in advance of national advisory ¢roups.

3. June., 1969. PHL 2165 mapdates that all post-secondary students in
the state provide proof of immmity to measles, mumps and rubella

in order to attend college.

4. May. 1990, PHL 2500-a mandates screening of all pregnant women for
hepatitis 8 and treatmant of all exposed newborsn infants,

5. June, 1990. . Msasles epidemic boglas in Wow York City (NYT) and
surreunding counties.

6. July. 1950. Amendment to PEL 2164 mandates Hib immunization £eor
al) children less than age five years sttending child day caze,
nursery schoel or pre-kindergarten programs.
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september - Novamber, 1990, WIC immunization initiative in WNYC in
response to the measles epidemic. Ninsty-five thousand four
hundred fifteen children in over 100 WIC clinies bad measles
iomunization scacus screened, 8,394 (8.8 percent) needed measles
immunization and were known vaccinated ag a result of WIT efforcs
{3,132 - 37 percent} or referred for immunization.

Septamber - November, 1990, Hospital immunizatien initiative in
New York City. Over 40,000 doses of MR vaccine wera digtributed
TO 42 hospitals for use in nontraditional settings such as emergeacy
departmants in accordance with Pubii¢ Realth Law 2805~h requiring
hospitals to screen and make available immmmizations to all
patients under their care less than 18 years ¢ld. Vaeccine shortages
wera identiiied in mcum faclilitios es a harrier to immmization.

January, 1881. Statewide policy adopted to screen immunization
status i all childran attending WIC and vaccinate or refer those
needing immunizations. WIC medical referral form updated to
include dates of receipt cf all vasocines.

April - Noverber, 1991, Study of strategies tu achieve immunization
through WIC participation, funded by the Centers for Disease
Contrel and Prevention (CDC) InZant Immunizatien Iaitiative grant.
Attempted to give MMR to eligible children at six NYC WIC eites by
gscart to nearby pedistric clinie (two sites), triage to monthly
WIC check pick-up until proof of MMR provided (two szites) or
referral for ipmunigation without other incentive (two sitms). 3ix
thousand children enrolled, 13 percent were gligible for measles
immunization, and immunization was achieved in 79 percent (escort),
73 percent {check triage) and 35 pezxcent (referral) by the end of

the study periled.

May, 1991. NYSDOH and NYCDOH succesrfully request an additional
51 million from CIX to address vaccine shortages in the NYC Health

and Hogpitals corporation facilities.

June, 1991. NYSDOK sponsors a one-day conference in NYC for
hogpital directors of pediatrics to discuss removing bharriers to
immunization withia the health care system and encouragiag
provision of impGaizations in nontzaditional settings like
emergency Gapartments in accordance with PHL 2805-h. Notables
attend 5uch as Dr, faul Exugman, professor emeritus at New York
University and Dr. Walter Creastein, director of immunization as

coC.

June, 1951. Informal telephone survey conducted of pediatric
directors by DOH professional staff to elucidate barriexs to
imunisation astivities in hospitals. Salient responses include:
high oost of vaccines in private sector and lack of specific
reimbursement for vaccines in clinics and emergency depaztments,
lack of primary care slots resulting in long waite for appointments,
and reluctapce. to provide immunizations ocutside the primary care

setting (e.g., emergency departments),

F.
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Juna, 1991. Sectiaor €05.3 of state regulaticns axended to regquire
all workers in regulated health care facilities to provide proof
of immunicty to measlies including two doses of measles vaccine. This
was in respunse to widesprsad nosocomial medsles outhreaks
jpvolving heospital staff: 'In 1990, 19 hospitals repozted & total
af 74 nomocimial measles cases., 25 imvelving gtaff. Four patients
died@ who acguired measles in the hospital. Pifty-cwo hospitals were
requirsd by the State to adopt nosovomial cutbresk contrel meagnres
because of massles exposure. Qver 22 hagpital worker cases reported
in 1991 including job titles ranging from pedistric neurcsurgecn

to housekeeler,

August - October, 1391, NYSDOH and New York State Department of
Social Services (NYSDEQ) eonduct an {mmunization campaign in NYC
yaing cammunity-based organizations (CBOs) to outreach teo
high-risk, hard-to-reach populations such as mincrities and iliegal
immigrants. In all, 31 CBOs participated and 77 clinics werw held
at various neighborhood sites, four Incoms Maintenance Cenrers and
three NYS Bousing Authority iocations. Pive thousand six hundred
and five pezsone were immmized, 1,101 (}8 percent) in the target

- prescheol age groups {under five years cold).

Docember, 1041. NYSDOH hosts a statewide Immuniration Retreat
involving representatives ¢f local healtil departhmonts, State
agencies ineluding the Departments of Social Services and
Insurance, bospital and professional organizations, physician
groups ineluding PPAC providers, the pharmaceutical industzy and
CDC. The agenda involves universal provisien of vascine by the
public gector, but Giscussion quickly focusas on the teed for a
written, cemprebensive state immunization plan. Tha key components
of the plan are discussed. _

March, 1992.  Mealth Sexies Memoraadum sstabliching meansles
outbreak control policies in health care facilities is published.

Apxil, 1992, ‘Health Series Memorandum concerning state policy om
valid and invalid coptraindication to vaccination is pubklished.

January, 1992. Stete Tremmnization Plan (later texrmed Immunization
Actien Plan) is developed and cver 20 individuals or organizations
representing health care providers, State/locel adjunct health
agencies, wvoluntary associations, child health advocates ara
enlisted to become coalition members to impreve immunization levels
of New York sState's 0-2 year children.

December, 1992, NYSOOH hosts a National WIC/Immunization
confarence in NYC attendsd by WIC and Immmmization staff Erom each
state and U.S. territory. Mrs. Cuomo was the Keynote Speaker.

April, 1992. One million two hundred fifty thousand dollars of NYE
Miblic Health Campaign (PHC) funds are directed to immunizstion

initiatives. Twe hundred fifty thousand dellarxs of State funds are
matched with Federal funds te create a total of $400,000 to support
11 community-based organization in NYC's highest rigk neighborhood

P.
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to identify Mﬁimmlm children and to link them te primary care
services. Seven local health umits receive PHC funds o expand
their clinic service hours, dates and locatians to better serve

underisovunired childrea..

rebruazy..lsea. Health Series Memorandum detziling requirements
of Public Health Law 2305-h o acreen and immmunize, a8 appropriate,
e‘c? child under 18 yewara of age whe presants to a health care
facility. '

April, 1993. A randox survey of 1,137 licensed pediacriciang and
family-practice physicians in New York were gpurveyad about
vaccination practicea, The responses from this survey provided
informatisn’ regirding adherence to the Standards for Pediatric
Ingrunization Practices, physician attitudes about DoH Immunizativu
initiatives such as vaccine availability and the develepment of a
statawide immmunization registry.

June ~ Octobexr, 1993. NYSDOR and PSS copduct a pilot study desigmed
to access children under six years of age who receive AFDC benefits
and review ‘their immuuization stacus. Three models are pileted in
three locations ih NYC. 7The study revealed that the children are
both poorly ilmmunized and receptive to the design of the project.
The immunigation levels cf the childrem less than two years of age
ranged batween 20-30 percent and over 80 percent of the families
brought the immunization records to the AFDC recertificatioa site
as requested. As a result, addirtional State-funded projects are
underway in AFDC.sites around NYS (see NRA halow).

Septamher, 1523 - The Izmunization Program developed a PSA to
encourage immunization of children by the age of two which features
the entertainer Shari Lewis and Ler puppet Lamdb Chop. This PSA is
colorful amd aptertaining and portrayc Shari Lewis and Lamb Chop
in a birthday perty celabration sotting with balloons, streamers
and a birthday cake. A humorous dialogue takes place between the
twa whish informs parents of the need to complete a child’a
immunization series by their second pirthday. Whea this PSA was
distributed to TV gtations statewide, the Greowing Up Healthy
Hotline experienced an imcreass iz calls requesting (nformation on

immunizatioos.
1993, 'HiStcric-low point fer measles inciderce in N¥S and nation.

1893. Passage of Child Health Insurance Referw Bill mandating that
regulated ihcurance companies in NYS cever routine pediscric
primary care.including irmunizations (effective Apzril 1, 1854).

1904, ‘fhe NYS DOH Immunizatien Program sstablished contracts with
the ninetean federally funded community health centers in Nv8
(exclusive of NYC). Each CHC was asked Lo perfoym two specific
eackes: the first is to perform an assepswent of the immunization
scatus of childrern two years of age sexved at their centers; the
cacond 48 to identify barrisra that may exist in their practices
that may be contzibuting to underimmunization. The goal of the

P,
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Program ig to ensure that each of these CHC's inmgtitutionalize the
process of agsessing the immunization status of children two years
of age and to identify and eliminate barriers that exist preventing
children from being fully immmized.

April, 1994. Nineteen Neighbwrhood Baged Alliances (NRA) receive
State FHC Humding to hire, train, and place cutreach workers at
local PSS AFIC sites to sereen immunization levels and enwuze lead
poisoning cCests are conducted for children less than six years of
age., The cutroxch workers are responsible for refarring and
following up on children who are behind in thair irmmunisations ox

who have not been tested for lead poisoning.

June, 1994. ;m&;iaati.aa logizlation passez vhich includes
hepatitis B lmmunization requirement for school attendance {first
State in the nations to do #0), hroadens the definition of who i

eligible to conseat for the immunization of a child to include adult

fanily wembers other than the parent, and allews pilot testing to
determine the fessibility of a statewide immunization registry.

October, 199¢. Implementation of the New York vaccines for Children
Program (NY VFC). A Federal vaccine entitlement progwyam for
Madicaid and underinsured children is implemented st the Stace
level and expended with State and City funds to cover underinsured
ehildran and all patients seen at local health departmemts. An
estimated 5,000 private physicians couwld benefit from the program
by receiving vaccines at no charge to provide to their eligible
patieats. Parents who cannot afford the high cost ¢f immumization
will not have to be referred f£rom providers ro their lecal health
unit for one aspect of their child's primary health care needs.

. October 193¢ ~ The Immunization Pregram aponssred a statewide

cenference entitled *Immunization in the Exra of Health Care Reform-
which occurred at the Mehonk Mountain House, New Paltz, New York.
Tbim one and one-half day conference was co-spensored by the Medical
Sociaty of the State nf New York. the New York State Academy of
Family Physicians, the American Acadeny of Pediatricz and the nNew
York State Association of County Health Officials., This prograsm
was designed to hring together physicians from the private sector
to discuss the challeages of moders immunization practices in the
delivery of primary care., Physiclans attending this conference
gainad an in-depth understanding of the regulatory and zlimjeal
strategies designed to increase the imminization status or childzen

by the age of two.

October 1994 - Since 1593, local health units have received fumding
for local Immanization Action Plans (IAP). To date, 70 new climic
gites have been added operating an additional 10,000 hours
including 2,000 evening and 500 weekend hours. Nere than 1,000
cutreach activities and 800 educational events have been conducted.

December, 1994 - The rmmunization Frogzam developed an educationsl
campaign entitled "Rindezrgarten Registration® to assist in meeting
the pnational goal of ensuring that mere than 0% of New York's

34581715 P,
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two-yoar old children are adequately immuniged by the ysar 200C.
The objective of this sducational campaign is to incrsase parent's
awareness of- the lxportance of age approprlate immunizacicns during
kindergaxten registration. The fecus of rhis cammaioe is on the
immunization sratus of younger siblings. The material to be handed
out and dis¢usasd by the school nurse includes a parent flyez,
story/coloring .book and a stick-on-badge. The campaign was piloted
throughout New York State during 1994 and is scheduled for '
implementation &uring the 1995-96 school yeax.

Spring, 10885. Three sites wers selected for pilot school based
adolescent Hepatitis B iniciatives. Rura], suburban and urban
based schools were selegcted by three county health departments to
implement an educational and Immunizetion Hepatitis B pilot.
Scheol based clinics and referrals to healthcare providers will be
measured to deteimine the begt means to ensvre adequate
immunization coverage for adolescents. . The pilots will take placa
in the fall -of 1985,

P.13
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¢ I. MMWR Junmery 13, 1998
Heaith Objocﬂm fnrtchaﬂon
' Physiclen Vaccindtion Referrsl Practices
wmmm—m York, 1994

Anhough vaomﬂoup s among the most sffective preventive public health
megsures tvmhble. veny. efikdrun are not appropristely vecsinated on time (15 One
identified barrierto mmiv vaceinstion is refarral by primary-care physicians of chit-

. dren w other muacdioa nwwtur vaccination (2). This repart summsrites 8 survey by
the New York $rate/Oepaitmient of Hexith of vaccination roferrsi practices among New
York ghysicians'258.3éscrbes. the implementstion in New York.of Vacsines for Chil-
dren (VFC). a nauomwwﬂcm maldng fegerally purchased vaccines availabie at no
cost 1o heaith-caed providers for administration to eiigible ehildren (3),

During Apyil tm, tundom sample of 1137 licensed pediatriclans and family prac-
tice physiclens tiotyt Mmﬂ i Now York wers survoyed by mall sbout veceination
practices. Of 752 .(Gﬁﬁ) fasponses, 502 (57%) ware Trom actively practicing primary-
care physicipnrg. Ol hera, 250 (50%! referred alt or some of their patients slsewhere
for veccinstions. Df eeierring physiclans, 228 (91%} reterrad pationts 10 3 local hepith
department ciinic: 109:(84%) Bad increased the number of patient referrsis during
1983-1993, wihille.teven (3%) had decreased reférrais. In adaition, €3 (28%) reported
the number of weli<chiid viskts had cecreased during 1983-1893, white five (3%} re-
portad incresses. dum that time, Reasons for refurral were previded by 248 of the
250 rofemng pnyﬂc(m ﬁibie 1} 3nd rated as “vary imponant®, ‘somewhat impor-
tant®, or ‘nok. mmm Finencie! hardship was “very Importam® ressan for
217 {GB%) al ttose. surveyed; the lack of vacrinatian coverage by privete insurence
w3 “very imporiam™ for 132 (B4%). Physicians als0 were ssked whether the govern.
ment should: eriderwrie the cost of mandatory vaccinations. Ovarall, 409 (39%)
respondents indicited that some of aH of the costa of childhood vactination shouid be
underwritten.

Since Octobet 1, 1994, free vaccing hes been svailadie st all participating providers
in New Yark {hronigh 'VFC. Categaties of fedsratly ehgible children include those aged
<19 yssrs on Megicsid; untsured, underinsuted who visited federally austified heokh
cunters, snd.Amaricen indiurvAlsskar Native children. New York siso extented elig-
bility 10 intiude’ VITSEHir¥ired children in any medicsl setting and any nonfaderally
sligitie chitd.fenved a3 locel heeith departmant,

mtmm%um recruited for VFC through articles publwhtd in profee-
slona! organization ne #rs and by mailing of registration packets to Ticsnted
 pediatricians, family physiclats, ostropathic physicians, siwd medical faciiities. As of
Decamber 27, 1984, .4 fotal of 378 physician practices in New York (including 1972
individusl mnhom ad 362 heatth-care tacilities) were participating in VPC,

To determing:the, axtenit of enroliment by Medicsia providers, tin tist of VFC wn-
rolievs was evmnmo &'list of provicers who bliled Medicald for childhood vaccines
during federalfischl vabr 1993 Of 2169 phrysicians who billed Medicald for childhood
vaccines in 199&?233MMMM Among the 188 phyticians submitting &
minimum of W it for individust veecines, 143 (86%) had enrolied, while
§53 (68%) of: ssoghmm not yat enrolied had submitted tewer than 50 claims.
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VYaccines for CHIGHIN == Contirved _

In September 1594, 1he New York Sturte Deportrmemt of Heaith conducted & tele-
phone survey of Lssith-caiy providers whe had retumed registretion forms and
declined participstionsin the pragrim to determine raasons for nonperticipation end to
guide future recrintinens sffors. Of the 41 physiclans who hed deciined, 29 (1% were
contacted. Of thasd, five (17%F were retired, five (17%) did not sccept patisnts agec
219 vears. six mw subspscisiiits or in academic medicine and did not provide
vaccinations, ¢ax(Z79. iidicated that most of their patients wouid not w eligibie, ang
one (2%} hed mukiple mestns Tor not registering; $ix (21%) with petients wha could
benefit from VEC aGraed o register a3 2 result of the ghone call,

From Septomber 15, 1994, (the first date vaccines cauld be ordered) through Qe-
cembar 27, 15&4: » minimum of 2.496.000 doses of vatcine had besn ordered and
more then 2,456,000 doses were shipped to VFC participants. The aversge time be-
tween placement of orders and racaipt of vaccine by providers was 1 week.
Reported by: NG Cioiraile, MD. GA Bunn, DR Lynch. SC Meldrum, MS, GE Birkhead, MO, New
York State Degit of Haaith: 'S Gressatan, MO, N Jerkusky, MPH, %17 i

S0, New York:City:Dept:of Health, EE Schulte, MU, Albany Medics! Center, Aldeny, New York,
Edftarist Mote: In the Uritod Siates, coversge rates for vaecinating preschocl-sged
children sgminst yuccine-preventable dissaset sre among the lowest in the world (ref-
srence ). in New Nork, only 83% of 2-year-olds during 1989 were sppropristely
vaccinstad with thesscommarnded vaccinas (4). Importent barriers to timely vaccina-
tion inciude the:high costs of vactines snd the referrst of children fram the private
sectur to the public sector, which deleys vaccination. Thie report demonstrstes tha:
vaccination refetrals, i pant antributatie to high vaccine costs, sre common smong
New York primury-cefw.providers. Implementation of VFC is expected to reguce these

barriers.
TABLE 1. importaiice of ressons for vacsination referral by pirysicisns® — New York,

P
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The actusl numbler of VFC pavticipenis in New York probably is underestimated
because many physicians work infectiities or in group practices whare onty the physi-
clan-in-chief it regisered.in’ thie program. in addition. the impact of the progrem on
vaceinstion coverage.and aveisll cecurrencs of vascine-preventable disesses cannat
be determined yat; Kowever, VEC has stiowed Now York 12 incresse provision of vac-
clne to more chlidren, and-in siates where vaccines have been made svailabie for sl
children, vaccination‘tates of preschociers sre spproximately 10% higher than the na-
tional average (AG Holtmann, University of Mismi, unpublished data, 1993).

The Childhood Tmmunization initistive has designeted vactination of preschoot.
pued children & nationa! pridrity end haes established » year 2000 gosl of vaccinatng at
test 90% of children by sgo 2 yesrs with the recommended number of doses of diph-
theria and tetanus toxoids and pertussis, pGlic, Nesmophilus inflyenzas type b,
hepatitis B, megsles, mumps, end Tubells vaccine, YFC end slimination of bartiers to
vaccination sre intégral pirts of this initistive and witl assist physicisns and other

heatth-care providers i resching this gosl.
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Current Trends

oportioriate Mortality from Pulmonary Tuberculosis.
Associited With Occupétions — 28 States, 1979-1990
The riek for cecypationsl Exposure to tuberculosis (TB) is incressed smong health-
care snd other. woKers expoded to perseny with active TB, workers exposed to siica
or other sgsits That increice susceptitriity 10 T8, and workers int occupations sssaci-
ated with.low:socioasencmic watus (SES). Accutate estimates of snd surveitance far
occypationaly Bequited TH erd limited becauta most reports of incidem TB cases lack
cccupational Sate. Afthaugh occupation i routinsly recorded on death certificates.
this informatios is ot routinely eoded and entered into vitel Rtmtistics date fiies. To
identify OqUPsYnE wesosiated: with incrassed riak for TB monality, COG'e National
(nstituts for Occupsiranel Belaty and Has!th (NIOSH) used data from the Nations! Oc-
cupationsl Momitity Survelitenca INOMS) database® to conduct 8 proportionsts
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n, Now.Jorsey, . Mo Mexioo, New York, North Cargling, Ohie, Oklahoms, u-
:.ilmw'ﬁ;'aoum Cavoling, Tannessee, Utsh, Vermont, Weshington, West Virginia, snd
Wisconhsin.
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Immunization Hearing

A brief update on my progress on the immunization hearing that will be held

tomorrow before the Senate Finance Committee:

1.

|09

LI

Testimony. As I wrote last night, the witnesses are: Dr. David Satcher from the
CDC, a representative from GAO, representatives from the New York State and
Mississippi Departments of Health, Irwin and Dr. David Wood (a pediatrician from
Cedars-Sinai Medical Center).

Here are the highlights of the testimony:

. Satcher’s testimony provides a strong defense of the program as well as solid
analysis of the problems he was asked to address. He will also emphasize
that VFC is only one part of the Childhood Immunization Initiative (which
also includes investments in infrastructure and efforts to raise awareness
about the importance of age-appropriate immunization).

. [rwin’s testimony is slightly better than it looked last night, but will still be
very damaging. The other physician’s written testimony discusses
immunization rates and barriers to immunization and does not address
problems in the VFC program specifically.

. The State Health Officer from Mississippi will testify that cost and
availability of vaccine are not problems in Mississippi. He will talk about the
success they have had immunizing children at public clinics. The
representative from New York will testify that, in New York, studies have
found that cost is a problem and that the VFC program has substantially
improved New York’s ability to immunize children.

Members. In addition to the supportive Democrats on the Committee who will be
at the hearing (Rockefeller, Graham, Pryor (who is trying to come), Moynihan and
Moseley-Braun), we expect that Senator Breaux will be very helpful. As of this

evening, Mack McLarty was supposed to call Breaux to thank him for his support.

Groups and Governors Support. We have letters of support for VFC that will be
submitted for the record from: the Association of State and Territorial Health
Officers, SmithKline, the American Academy of Pediatrics. the Children’s Defense
Fund, the March of Dimes and the American Public Welfare Association. These
groups have been very active on the hill in preparation for the hearing.




As you know, we also have letters of support from Governors Engler. Dean,
Sundquist and Carnahan.

We will continue to work with the groups and the governors. Unfortunately, we
were unable to get support on the record from the Medicaid directors or the National
Governors Association.

Senator Rockefeller will submit a letter from Sara Rosenbaum clarifying the findings
of her recent study of the 12 universal purchase states. The study found that while
barriers to immunization still exist in those states, the states have had tremendous
success in increasing immunization rates because they provide free vaccine. Irwin
uses the study incorrectly in his testimony by concluding that the study shows that:
"VFC, in its current form, does not confront the factors responsible for severe
underimmunization in the millions of children who have no regular place for health
care. These are the children who really need assistance in getting and sustaining up-
to-date immunizations."

Press. Finally, I have our press office and the HHS press office ready to field any
calls.



Assuring that the Budgetary and Health Care Challenges that Confront
the Nation are Evaluated Fairly and Equitably

WHEREAS the Congress is beginning a historical debate about changes in the Medicare and
Medicaid programs at the same time the delegates of the White House Conference on Aging
are meeting to develop aging and health policy recommendations for the Nation;

WHEREAS the health care cost and coverage shortcomings of the Nation continue to go
unaddressed;

WHEREAS the need for health reform, deficit reduction and assuring the solvency of the
Medicare Trust Fund are inextricably intertwined;

WHEREAS Democratic and Republican Members of Congress joined together before the
Conference to express their support for the Medicare program and the need to strengthen it;

WHEREAS the President of the United States addressed the delegates of the White House
Conference on Aging to further illustrate his commitment to and support for the Medicare and
Medicaid programs, as well as to challenge the delegates to come together on a multi-
generational, bipartisan basis to address the real problems facing this Nation.

THEREFORE, BE IT RESOLVED by the White House Conference on Aging that we
should respond to our Government's challenge to help develop sound health and budget policy
by recommending that any major proposal affecting the Medicare and Medicaid programs
should only be considered in the context of broad-based health reform and should adhere to
the following principles:

Proposals should above all not take our system backwards by reducing coverage for health
care and long-term care, and should be designed to expand coverage and increase long-term
care options;

Older Americans should be provided more choices for alternative health plans, but no

proposal should have the effect of financially coercing beneficiaries into plans that do not
guarantee access to their own doctors.

Quality must not be undermined by proposals to cut the Medicare and Medicaid programs;

Proposals should not produce cost increases to beneficiaries that make health care
unaffordable;

Arbitrary deficit reduction targets should not be the driving force behind reform, but rather
deficit reduction should be a logical outgrowth of sound health policy reforms; and

Savings from proposals that cut the Medicare and Medicaid programs must not be used to pay
for tax cuts for our most well off citizens.
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Chairman Packwood, members of the committee, I am here to support the Vaccines for Children
ngram-Mquﬂifythhmmbmduponceminwmmwhichmmbeuddmndby
introducing a few important modificstions. lngmmllmwgguﬁngm'eeom-nrchinggoalsfm
the program: 5

1. As increasing atention i3 paid to budget defichs and state versus federal control of public
programs, we need to protect the integrity of the VFC program snd health cors sccess for children.
The national agenda for children should not be undermined by multiple state interpeetations of what
Amsrica's children pesd. And, VFC should not be endangered by limitations related to possible
fiundamental changes in Medicaid structure.

2. Wemustmfeguudagninnmmnﬁcipndeonnqumoﬁhepmmnith currently organized
» including the mormimmmmmwmﬂnmmmm goals of VEC ir the
most efficient manner possible.

e 3. Conversely, we need to maximize all available resources -including those provided through VFC -
s0 that the program targets the children most in need with expenditures targeted 10 address their
spocific baxriers 1o health care and immunizations.

1 am Dr. Irwin Redlensr, director of community pedistrics and sssociate professor of pediatrics at
the Montefiore Medical Center und Albest Einstein College of Medicine in New York. | have had
some 25 years experience in delivering hesith care and developing programs for disadvantaged
chiidren.

| am also president of the Children's Ilealth Fund, & foundstion responsible for establishing
comprehensive pediatric progrums for some of the most medically underserved children in the
nation, including the children of homcless, migrant end otherwise severely disadvantaged families
in a wide range of communities.

Children's Health Fund programs operate in New York City; Newark, New Jersey; Dallas, Texas;
rural Mississippi; West Virginia; South Florida; South Central Los Angeles; and Washington, D.C.
These programs heve, to date, provided acarly 180,000 medical primary health care encountess to
our designared targer populations.

mepojmim!mdﬁﬂﬁnomnewukukechﬂdmwhohlwhudmliﬂlemglniml, quality -
hea!thcarcandmovide&emMthmethmisdeﬁwndbymedicalmv&:omcomnﬂmdm -

quality and continuity.
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We ascribe to & notion that the care gll children receive should be the kind of care we expect for owr
own children. This care should be comprehensive, preventive and organized. Immunizations should
be administered at a place where the rest of their health care is delivered; where follow-up
vaccinatons and followsup for medical problems cun be trecked and managed. Where, if needed,
specielty care and hospital care can be coordinated and eosured.

Pedistricians refer to this kind of care as being provided in a "medical heme." It is the appropriate
way 10 do what's right. If's what all children deserve to have.

Children withou a medical home may get health carc, but it is the worst kind of episodic,
fragmented and expensive medical attention in emetgency rooms &nd drop-in clinies. This kind of
care typicaily entails little or no follow-up; and, it often does not happen until {ilness has progressed
oo far.

In othar words, medically homeless children get the wrong kind of care, in the wrong places, at the

~ wrong time. Tt is precisely these children, without regular, dependable access to primary care that

ars most likely to be underimmunized.

Conversely, the wmost important pisce of evidence that & child is medically underserved is
anderimmunizsetion.

In fact, our programs provide medical care to some of the most medically underserved children in
tae United States. For tie homeless and extremely indigent children cared for by our flagship
mobile upit program, the New York Children's Health Project, the immunizstion rates are
devastgting:

Some 90% of cur pediatric patients, on their first visit to our program are behind in - or
cannot dosument - their routine immnuizstions.

This is s extraordinary indictment of the bealth care system for indigent children and it, to our
knowledge, one of the absolirte worst imumunization situtions in the United States.

Actually, in all of our sites, sursl axd wben, inmunization ratss we terrifyingly low and,
importently, reflective of the sorry stale of the child health safety net in the United States. Itismy
apinion. that because of factors ranging from lack of health insurunce to severe muldistribution of -
health professionals, at least 15 million children under the age of 18 yeans lack appropriate
access to appropriste health cars.
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1 need to cmphagize this reality: in terms of the most sigmificant causes for the nation's problems
atound immunizing our children, the cost of vaceine is not the major factor. Rather, jtislackof
access to & medical bome type of bealth care relationship and the absence of s functiening child
health care safety net in this country which are cverwhelmingly responsibls for our seeming
insbility to consistently protect our children through on-time immunizations.

The Vaccine for Children Program (VFC) is clearly based on an esseutial and laudable principle that
all children need 10 be immunizad in an appropriste apd timely manmer. Our country cannot afford
otherwise. President Clinton and his entire sdministration are corunitted to this goal and it needs
to be achieved.

We are, therefore, strong supportsss of the VFC but have insisted that it be modified in several
important ways in order o enhance the program's ability to improve the nation's childhood
irununteation rates.

/;—-\ Modifications are necessary because of certain problems and iuﬁca which have become apparent
' as the program unfolds.

1 would like to share with you my four principal concems and specific recommendations to re-shape
VFC: :

ks dR e

Concarn #!

George Washington University's Center for Health Policy Research recently reported o study of
imununization issues in 12 states where there is universal purchase of vaceine for all children. In
these states, cost - pasociated harricrs bave been effectively dealt with as facrtors in
underimmunization.

Ilowever, this study verifics our clinicel experience in providing immunizations gnd primary care
10 underserved children around the U.S.: VFC, in ity currcat form, does not confront the factors
responsibic for scvere enderimmunization in the millions of children who heve no regular
place for health care. These are the children who really need assistance in getting and sustaining
up-to-date immunizations. They ased medical bomes.

You might look at the issue in this way: underimmunization is a symptom of lack of access 1o
70 relevant pediatric heslth care. The real "trestment” for this problem is guaranteeing access to

3
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comprehensive health care where imnunizations can be given ever time and on-schedule.

For the 15 million medically undesserved children in the United States the total amount of funds
including the VFC program, Section 317 and other public sector initistives is ingufficient to mest
existing needs. However, right now | am concamed that the relationship between funds spemt on
vaceine purchase versus new bealth provider capacity for dissdvamaged children is not m
sppropriate balence,

Recommandation:

Cengress needs to safeguard the total expenditure for vacrine-related programs so as

0ot to jeopardize the long-term nazional agenda for children. But, tax dollars should
not be used to purchase or subsidize vaccines for families with sufficlent lucome
or insurance coversge. These dollars should be re-directed to providing access 10
health care for as many medically underserved children as possible. This mesns
support for infrastructure that is, pgw capacity to provide compreheasive,

primary health cars. Such investments will help public sector provider systems
become morc consistent with the medical home modsl. At the same time, we
need to ensure that funds to provide vaceines are alwsys sufficient to meet the-

needs of tha children identified as "t risk.”

tRtwthRe®

Conoarn #2:

The VFC purchase and distribution plan helps families who have & regular source of heaith care -
pedistrician, family physician, clinic, etc. - but cannot afford or are not covered for vaccines inthat
setting. Somc are directed 1o use public health clinics, thareby fragmenting cars. Studies have
shown that VFC can help many of these families. But under curvent VFC guidelines, there is |
iusufficient monitoriag and oversight of under what circumstances and for how long these
familics would be eligible for free or subeldized vaccine. In addition, certain VFC provisions
permit states to insppropristely usc public funds to provide vaccines for insured or non-needy

children. : .

Resaromendtion
VEC should not offer opportunitiss for states to use limited public

4
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resources to provide free or MBM vaceines to non-needy or insured

patients. In addition, VFC fimds should only provide vaceine to families
until Modicald or private {nserance coverage is obtained.

Concemn #3

The VEC program is, of course, 2 grest assistance to private physicians and their patients since it
eliminntes the need to utilize public clinics for vaccinations. Yet, although tha privats practitioner
benefits from the VFC as 3 government subsidy, private doctors may still refuse to provide
subsidized vaccine, or any bealth care, to Meadicaid or low-income patients - precisely the
children who are most i need.

Recommendation
| Physiciams or elinics participating in any sopect of VIFC should be
~~ required to accept children covered by Medicaid, children who are

uninsured or thosc who sre otherwise unsble o obtain appropriste
health care.

SRSRESRNSt
Concern #4

Many insurance companies do aot include immunizations in their family coverage. Companies
may surmise thet respousibility for the cost of vaccines will simply be sssuned by a tax-supported

program.
Recommendation
All insurance policies covering familias, whether fee-for-service or
capitxted premium based, should be required to Include sl
recommended vacecines for children.
[ L2 2211
Members of the Committes:

N As I stated earlier chiléren need real medics] homes, If every child In this country had & medicat "'
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home, we weuld 8ot have the unconscionably low Immunization rates we experieoce in rusal and

urban arcas around the country.

We need VEC. But it must be modified so that it can really take on and solve ore of the most
important challenges of our time.

Finally, it s zmy bope - and that of virtually every health profssional and provider organization - that

we can find a way to make sure that every child in the United States has access 10 appropriate and
essential health caze.

At the end of the day, It is health care, not vaecines, that should be guaranteed for children by

guvernment.

care for the nation's children.

j

1 know that the President and the Adminlstration sre deeply commitied to VFC and access to health

Owjabnawistomkeﬂnadjusuﬂeminanimpommmgmmthnv\&npmitit to fungtion with |

maximal impect and in the spirit intended by its original drafters. In this day and age, where ever

more children are vlnerable, endangered and facing &n uncestain future, making VFC as effective

a3 it can possibly be is the least we shoyld do.
Thank you.
Sd¥
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Thank you Mr. Chalrman for the opportunity to address you today on
rhis important topic. My name is Dr. David Woed. I am 2
pediatrician practicing in an inner city clinic in Los Angeles
~alled Para Las Americas. I am alsc a Assistant Protfessor ot
Pediatrics at UCLA at a health services researcher at RAND and
redars-Sinai Medical Center in Los Angeles. I am the principal
investigator on a CDC funded research project to diagnose the
causes of under immunization in Los Angeles. The research team is
~omposed of health sociclogists. maternal child health experts,
cconomists and statisticians from UCLA Schoeol of Public Health and
Tept. of Sociology and RAND, Santa Monica, CA.

The major points I would like to make today are:

1. There continues to be a significant percentage of children who
are under-immunized irn this country, especially in pcor, urban
sopulations. A sustained and coordinated effort is needed by
government and the privare health care system to raise
immurization rates and keep them high. :

2., Accerding te current research, the interventions most likelv -
ro make significant gains in immunization rates are those focused
on the delivery and finarncing systems for wall child care and
inmurizations. The primary gozls of the interventions should be
ro; 1j increase the access for all children to timely well child
visits for all preschool children; 2) increase {inancial
incentives and reducc adminietrative barriers for well child care
and immunizatione for both providers and parents; and 3) improve
the quality of well child care and immunization delivery by
ntilizing all copportunities to delivery thc appropriate
immunizations. Due to the complexity of the ¢hild health care
delivery and financing systems, the accomplishment of these goals
may require substantially different approaches for different
health sectors.

A significant under-immunization problem still exiscts.

While surveys of immunization coverage conducted by the Centers of
Dissase Control and Prevention (National Health Interview Survey)
have shown increasing rates of immunization coverage for the
population ag a whole, disparities in coverage persist.! Poor
~hildren, those from traditionally underserved minority groups.
and “hose who live in urban areas are significantly less likely to
he immunized than the general population. When these rigk factors
converge, as they do in many inner city areas, immunization rates
are much lower than for other parts of the US. According to our
data in Los Angeles, at 3 months only 70% of Latino and 51% of
African Americans had received their first immunizations and by 24
months oniy 42% of Latino children and 25% of African American

children were fully immunized.
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However, these demographic indicators identify not only people-
groups but also the health delivery systems that serve them.
Research clearly demonstrates that the problem lies in these
health delivery and financiuy systems. While we do know that
variation exists in parental knowledge of immunizations and
motivaticn to seek immunizitions, parents of both immunized and
unimmunized children are equalily likely to valu= immunizations,
believe i1n the seriousness of vaccine preventable disease and
believe in their efficacy.?'? The data suggest that children are
immunized not because of their parents’ belief or motivation,
instead parents rather passively fcllow the advice and direction
of their doctors. Again, problems in the child health delivery
and financing system are largely responsible tor the under-
immunization of preschool children in the US.

Moreover, rather than blame parents it is important to search for
new methods to empower tamilies tc increase demand for
imminizations with their providers, especially among particularly
high risk populations. Health passports, distributed widely in
Utah and receatly instituted in California and case-management
demonstration projects are all important pleces te¢ the puzzle of
more actively involving parents in the delivery of immunizations.
These 2fforts need to be sustained long-term, and they must be
coordinated with other educational efforts in WIC and other

programs.

Where do we need to iatervene?

It is imperative that we make the existing health delivery and
health financing systam improve its afficiency at delivering
immunizations to young children. An important first step in this
process is to promote timely entry into the well child and
Luaunizatien system. We muet reach the mothers before they give
birth. Several studies have found that timely receipt of the
first set of immunizaticns is related to receipt of prenatal care,
early educalion at WIC visits during prenatal cara, and receiving
the appointment for the first well child visit.¢ Prenatal care
provides a crucial bridge for a smocth and timely entrance to a
series ¢f recownended health maintenance viscite. Increaging the
connectedness between prenatal care and early well child care can
be accomplished by 1) increasing access to prenatal care for poor,
inner c¢ity families, 2) exponding access to WIC and other prcnatal
care education programs (such as California‘s Perinatal Case-
management Program (CPSP) and 3) insuring the connection te a
primary provider for the newborn with «u appointment before

leaving the hospital.

Making the well child and immunization delivery system
work.

The American Academy of rediatrics and EPSDT recummend 7-5 well
child visits during the first twe years of life, most of which
correspond with the schedule for immunizations. Half of all
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vaccines delivered in the public clinics iu Los Angeles and almoat
all of the vaccines delivered in private doctors’ offices occur
during well child visits. However, in many areas the majority
children receive less than adequate numbers of well child visils
during the first two years of life, as few as two or three.®
Moreover, even among those that receive adeguate numbers Qf well
child visits only approximately halt receive the recommended
vaccinations. Why isn‘t the health care system delivering these
important services to our Nations' children?

To answer that question one must examine our complex child health
deliverv and firancing system in several discreet sectors; 1)
Medicaid fee-for-service, 2) Medicaid capitated systems, 3)
private health insurance fee-for-service, 4) private capitateaq
aystems and 5) and the uninsured and the systems of care they
access. Each of these sectors has a unigue set of incentives and
disincentives for the delivery of well child care and

immuni zarions. I will examine the barriers to well child care and
immunizations and potential interventions to raise immunization
rates within each of these sectors. '

‘Medicaid Fee-for-service,

Medicaid and FEPSDT are the primary financing systems for well
~hild czre and immunizations for approximately 25% of america's
children. In our study we found that African American children
with Medicaid insurance were conly one-fourth as likely to be fully
immunized by 24 months as African American childrer with private
insurance.b A 1990 American Academy of Pediatrics study of
preventive servicees use by California Medicaid children found that
only 20%-30% received preventive EPSDT services in the prior year.’
children on Medicaid are much less likely to have had a preventive
Lealth examination in the paet year than privately insured
children.®

Why is Medicaid so ineffective at promoting timely well child care
and immunizations? The answer is primarily that Medicaid does not
adequately reimburse providers for the services. Under Medicaid
foe-for-services, reinbursement rates for well child care and
immunizations are notoriously low and payments are often delaved.?
State reimbursement rates to private providers for a vaccine and
its administration average appruxiwmately cne-half of the UCR for
rhese services. Compared to UCR fees, the typical Medicaid
program underpays physicians $40 to $60 per well child visit
‘physical examination and immunization admiagistlration). Medicaid
payment rates for these services have eroded badly over the past
decade as States have been slow to review and raise payment
schedules. California has not raised the immunization
administration fee in over a decade.!?

As a result of these poor reimpursemnent raies pruviders are either
neglecting to provide these services to their Medicalid patients as
compulsively as recommendad or they are increasingly referring
patients to the public sector for these services. Undegr elther
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scenario, fewer and tewer children are receiving timely well child
care and immunizations under the current Medicaid fee-for-service

system.

Recommendation. Reimbursement rates for well child care and
immunizations under Medicaid must be increased in order to promote
thelr timely delivery. A state or federal based bulk vaccine
purchase program is one vehicle to accomplish this. It has the
substantial advantage of being cost-neutral., Under Medicaid fee-
for-service programs, physicians purchase vaccine at the catalogue
price and States reimburse providers for the catalogue price of a
vaccine, approximately double the cost of the bulk purchased
vaccine.ll The substantial savings accrued under bulk purchase can
be invested in increasing the administrative fees to providers.
This approach was suggested by a California nonpartisan task force

report in 1992.17

Thus. under a bulk purchase program pcsitive incentives to private
providers include relieving them of carrying the substantial cost
of a vaccine supply, and raising reimbursement rates for vaccine
administration. In States that already bulk purchase and
discribute vaccine this approach has been successfully at
increasing providers willingness to administer vaccine and reduce
referrals te the pnhlia clinics. i Important factors in the
success of a bulk purchase program are that; 1) the distribution
system be efficient, and 2) providers not be overly burdened with
eligibility determinations nor vaccine use reporting. The
California Vaccines for Children has recently instituted a bulk
purchase program with a private pharmaceutical distributor that
appears to be user friendly and makes minimal papsrwork demands on

providers,

A alternative approach is to zimply raise Medircaid fee-for-
services reimbursement fees tc providers for well child visits and
for the administration cf immunizations. However, this approach
would entall substantial incrcases in cogts in the Madicaid

programn.

Medicaid Managed Care.

We found the lowest immunization rates in the inner city of Los
Angeles among children enrolled in Mediceid managed care.14 0Of
children in HMOs only 33% were UTD. Between 1987 and 1992 states'
total enrollment in Medicaid managed care more than doubled.l5 In
December of this year approximately 2.5 million California
Medicaid recipients will be switched from Medicaid fee-for-service
to Medicaid Managed care.!® The few studies that have examined
Medicaid managed care indicate that it way or may not increase
access to routine preventive services.l? In some gettings, access
to weil child care and immunizations may even deteriorate.

?rivate managed care premiums are established based on the cost of
providing & determined set of benefits. Medicaid managed care
benefits are set by federal regulation and are generally bLroader



MAY-84-1995 ©9:28  FROM 0 34561715 P.29

than those provided in the private sector. In order to reduce
costs, however, States set Medicaid capitation rates based
capitation rates not on the costs of providing the benefit package
but on a reduced percentage of expenditures in the Medicaid fee-
for-service program. Morecover. to the extent that Medicaid
programs are already among the lowest paying third-party pavers.
further discounting rates in managed care can leave providers
without sufficient funds to provide needed care and may
dramatically increase the incentive to under-serve.l® Routine
preventive services such as well child care and immunizations
comprise a significant proportion of the capitated reimbursement
during the first two vears of life (after birth related health
expenses), and they may be easy targets for undsr-service by

plans.

Health Maintenance Organizations under managed care capitated
contracts traditionally have actively promoted preventive services
as a means "o prevent more costly events in the future, such as a
hospitalization for a measles infection. Indeed, Kaiser and other
HMOs serving the middle class have some of the highest
immunization rates in the Nation. However, uider Medicaid managed
care the incentive to provide preventive services is largely
eroded by the extreme instability of the enreolled population. It
is estimatad that 40% of Medicaid AFDC enrollees loose Medicaid
coverage each year.'? When they regain coverage after of period of
months. they are likely t¢ join a different health plan, causing
dramatic populations cnifte among managad care plan. One managed
care medical director characterized the problem in the following
terms; "If ouvr plan expends significant resources to bring
children that are behind, up-to-date on their immunizatisns, which
we do, we are doing the work the previous p;an should have done,
and we are saving money for the next plan 1n whick the child will
enroll six monthis from now"??

Recommendations. The Federal and State governments must
structure the Medicaid wanaged care programs such that all
children have access to well child care and immunizations
according to the EPSDT guidelines. States should set Medicaid
managed care capitation rates to lusure that there are adequatc
resources to provide the mandated services at high quality.

States must provide adegquate over31ght to Medicaid managed care
plans. The Federal Health Care Financing Administration strongly
criticized the State of California for its near complete lack of
oversight of early experiments with Medicaid managed care.?l! Many
abuses of Medicaid managed care resulted, includilg very low
immunization rates in inner-city Los Angeles.

To increase the effectiveness of States' oversight of Medicaid
managed care plans delivery of preventive services, States should
raquiring plans to report encounter based data on EPSDT services.
including immunizations and pepulation based immuanization rates.
In the fall California passed legislation requiring this kind of
reporting of all Medicaid managed care plans. To put teeth into
the oversight process, States should provide financial incentives
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to plans for raising immunization rates and providing other EPSDT
services according to the guidelines as well as penalize plans
that do not perform well. This program could be financed in part
from the savings accrued from a vaccine bulk purchase program
similar to the Vaccines for Children program.

Private Insurance system.

Approximately 60% of US children are covered by employee baged
private insurance.?? A 1989 by the Health Insurance Association of
America Survey found that only 45% of conventional employment
based insurance plans covered basic childhocd immunizations.2?
Health maintenance organizations provide much better coverage of
well-child care, with 98% paying for immunizations.?® Many states,
"including ralifornia, have passed laws in recent years tc require
employer based health plans to cover immunizations. However, up
to 60% of employer self-insured health plans are exempt from state
regqulation under the Employer Retirement Tncome Security Act
(ERISA) of 1874.25 The combined effect of the lack of coverage in
private insurance and rising vaccine costs and rising
administration coste for providers has placed a significant
economic burden on families. Rather than pay these costs, up to
$500 dollars for the cost of the full set of childhood
immunizations and their adminietraticn,?2é many families are opting
to refuse immunizations at the private providers office., More and
mere private providers are referring families to the public
clinics for immunizations, cverwhelmingly citing cost of the
vaccine to families as the primary reason.?’ This shift from the
private to public sector has placed increase strain on an already
overburdened public sectox. Moreover, the added transportation
and time costs will likely discourage many families from obtaining

immunizations in a timely fashicn. -

Recommendation. The Vaccine for Children program makes
provision for children with health insurance that does not cover
immunizations, however, the program as designed also prevents them
from receiving the immunizations at their private provider's
office. Under the VFC program, children in this category can
receive free vaccine ONLY at Federally Qualified Health Centers
(FQHCs) . FQHCs are generally located in poor, inmner-city or rural
areas, relatively inaccessikle to the large percentage of middle
class families that will fall into this category. Moreover, no
provision in made in the VFC program to increase the capacity of
FQHCs to handle the increase demand for well child care and
immunizations.

A more rational approach would be to amend ERISA to give states
the authority to mandate employer self-insured health plans tc
cover child preventive health services. This may not be
politically feasible at this time. However, there are two private
sector trends may reduce the children whe have insurance but no
~overage for immunizations. First, varicus forms of managed care
plans. such as Preferred-Provider-Organizations, are rapidly
replacing classic fee-for-service indemnityv plang and a growing
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percentage ot these managed care plans cover child immunizations
and well child care. Secondly, employer purchasing cooperatives
are increasingly demanding outcomes based reporting or health
repor: cards trom health plans. All of these health report cards
include child immunization coverage levels as one indicator of the
quality of care provided within plans. In order to optimize
quality ratings, more and more plans are voluantarily covering
immunizations and well child care for children.

Uninauréd Children.

Almost 15% of US children lack any form of health insurance. In
our studies, lack of insurance is an important predictor of under
immunization. Uninsured Latine children were only half as likely
«o be fully immunized by 24 months as privately insured Latino
children.?® There are two fairly distinct groups among the
uninsured; the poor and the non-poor {(the later is the larger
zroup). The poor, uninsured are the traditional users of publiz
clinics, which have become even more overburdened by the '
increasing numbers of referrals of privately and publicly insured
children. While in our studies over half of poor, uninsured
children utilized pubklic health clinics for well c¢hild care and
‘mmunizations, almost 40% sought care at private providers '
nffires. This number 1s certainly higher among non-poor,
uninsured children. Families of non-poor, uninsured children fac
similar financial barriers to receipt of immunizations at their
private doctor's office as we describe for insured but uncovered
children. Many will seek free immunizations rather than pay the
high cost of receiving the immunizations in the private sector.

Poor, uninsured families should qualify for EPSDT payment programs
for well child care ané immunizations at a private doctors office.
mhe California EPSDT program covers children in families with
incomes of up to 200% of the poverty line (appreximately $28,000
annual salary for a family of 4). However, the California EPSDT
program only reaches 30% of eligible poor children with well echild
or immunization services.?? Few providers accept EPSDT clients due
o low reimbursement rates, late payments, frequent and cften
capricious denial of claims and burdensome paperwork requirements.
the pilling requirements of EPSDT are also a significant barrier
to physicians. EPSDT in California does not utilize. standard CPT
or ICD9 billing cvodes and therefore is not acceseible to most

office computer billing software.

The Vaccines for Children program allows provider to adminicter
vaccine received at no cost to poor or non-poor, uninsured
~hiidren. Providers are allowed to charge up to a $15
administration fee for each vaccine. Subtracting the cost of the
vaccine product, the cost of immunizations for the parent will
decline at least 40%. Some providers may reduce their
administrative fee for uninsured families, further reducing the
families' financial burden. This may allow many non-poor families
to receive immunizations from their private providers.
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For poor, uninsured populations eligible for EPSDT, the VFC
program or similar bulk purchase program will strengthen the EPSDT
program's financial incentive to providers by relieving them of
the cost of advance purchase of vaccine and by increasing the
vaccine administraticn fee (in California the fee is projected to
rise from its current rate of $4.52 per vaccine to approximately
$7.50 per vaccine). This may induce many more providers to
participate in the EPSDT program or accept more EPSDT clients.

Recommendations. The VFC program could strengthen its
provisions for uninsured children by reimbursing providers for
both the most of vaccine and its administration. This would
eliminate the financial barrier to immunizations for uninsured
children. However, since immunizations are generally delivered in
private offices only accompanied by a full physical exam, the cost
of the visit would still be born by the families. The EPSLCT
program will be significantly strengthened by .the VFC program or a
similar bulk purchase pragram. In order tec induce the maximum
number of providers into the program, EPSDT program should also
dramatically reduce the paper work burdan to providers though the
institution of a simple, electrenic billing capabilities similar
to Medicaid or other health insurance, utilizing standard CFT and
ICDY c¢odes.

The last major factor c¢ontributing to the low immunizations rates
ic an issue of quality, gensrally unrelated to the structure of
hiealth d=livery systems or hezalth financing systeme. In many well
child and other health care visits, childrern fail to receive the
immunizations that are due. This 1s referred to as a missed
opportunity to vaccinate. Misscd opportunities to vaccinate are
responsible for approximately 50% of the delay in immunization
receipt.3?

Children coming into public and private cffices for well chila
care fail to receive the needed immunization at approximately 40%
well child visits and at the vast majority of illness visits..3!
Studies have shown that even when children recelve adequate number
and timing of well child care visits, irrwunizations may not be
received, resulting in significant delays in the receipt of
immunizations.??

Why do providers miss so many opportunities to vaccinate? Data
indicate that physicians and nurses do not adequately understanc
the immunization schedule.?’. 1In ocur chart abstraction study
nurses accurately assessed ilmmunizations needed only 27% of the
time. Secondly, providers have misunderstandings of' what
constitutes a contraindication to vaccinate a c¢hild, so that they
frequently defer immunizations inappropriately.3t

Recommendations. The CDC and the professional societies have
already taken a number of positive steps to address the epidemic
problem of failure to give the appropriate immunizations at a
health visit. The AAP and the ACIP recently jointly published a
simplified immunization schedule, making it easier for providers
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to understand the schedule and «ssess a child's need for
immunizations.3® In addition, the CDC has published and
disseminated the Pediatric Standards for Immunization Practices,
which explicitliy refute many commonly held misinterpretation: of
contraindications. and clearly delineate the true
contraindications for each vaccine. These true gontraindicat: ons

are in fact, rare.?®

The Standards need to be disseminated more widely and more clearly
adhered to by providers in both the public and private clinical
setting. In addition, education efforts for providers shoulc be
intensified to raise the knowledge level of providers on
immunization practice. However, it is unlikely that simply r aking
information available to providers will change their beliefs or
their behavior.3?’ Studies indicate that the dissemination of
practice guidelines or clinical recommendations may not chang =
orovider beliefs or cause behavior to conform to the new
recommendations.?® Incorporating provider education on guide ines
into an ongoing, active process of quality improvement would
greatly increase the chances of successful adoption of clinical
guidelines.3¥ This includes, but is not limited to, active
participation by providers in the construction and measuremer &t of
outcomes ‘e.g., immunization levels and rates of missed
spportunities t¢ vaccinate) in their own practices, and the
institution of an evaluation and feedback process to measure the
impact of policy changes. The American Academy of Pediatrice has
produced simple but effective materials for providers to apply
Juality Improvement principles toc their delivery of childhooc
immunizations.4? The CDC, thrcugh local health departments a d
Tmmunization Action Plans, should provide the technical lead:srship
ro institute the quality improvement processes in the public and
private provider organizatioms. In order to do .this in & cost
effective manner our natinn must invest in an automated data
system that tracks immunizations and other irportant quality
indicators on all children.

Conclusions

Tumunizations rates remain dangercusly low in the many areas in
the United States, providing a potential reservoir of susceptible
for disease epidemics. Our child health delivery and health
tinancing systems are complex and intarventions must be tailcred
to the specific delivery/financing system. It is imperative to
assure that adequate financial incentives are built in to inc ace
physicians to adminisler lmmunizations under all public and
private health care delivery and financing systems. In Fee-!or-
service systems adeqguate first dnliar coverage for well chilc care
and immunizations must be provided at reimbursement levels
adequate to cover provider costs and to induce them to participate
vigorously in the delivery of these esgential services. Man:ged
care plans should be monitored carefully and performance bascd
incentives should be built into capitation rates based on the ir
documented well child care and immunization performance stancards.
High risk, poor and ilnner-cily populations may continue to b:
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largely dependent on the public sector and may be mure costly to
imunize. Adequate support for basic public health infrastructure
is crucial to the provision of high quality services ¢ these
populations and the prevention of future epidemics.

Thank you, Mr. Chairman for the opportunity to speak to your
committee today. _
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Jennifer —-
The outslde groups which we have contacted are:

1. The Association of State and Territorial Health Officers.
2. The Academy of Pedlatricians

3. The Cchildren's Defense Fund

4. March of Dimes

5. The American Public Welfare Assoclation

6. National Governors Association

7. Smith Klein (Vaccine Manufacturer)

All of thess groupe except for NGA agreed to do letters for the
record. I will send you copies as they arrive. APWA's and Smith

Rlein's might not make it before the hearing, but they will get
them in before the record cleoses.

The members we expect to be at the hearing tomorrow are:

Senator Moynihan
Senator Breaux
Senator Graham
senator Pryor (maybe)
8enator Rockefeller
Senator Moseley-Braun
Senator Packwood
Senator Chafee
Senator Simpson

I left a message for Marsha Hobes in Intergovernmental and she
hasn't raturned my call. Our people in public affairs will
contact Jake Seaword.

One additional piaca of information on American Home Products.
They are apparently [loating an alternative to the VFC which
they are saying will provide states with more flexibility. 1I've
heard is similar to a block grant.

Let me know if you need anything else.

Bridgett
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BUDGET PROCESS THREATENS VACCINE PROGRAM

Washington, D.C, - The American Academy of Pediatrics (AAP) is urging Congress to
maintain federal funding for the Vaccines for Children (VFC) program, which provides free
vaceine to children meeting certain requirements.

“Americans want fiscal responsibility,” AAP President George Comerci, M.D., said, “and in
this case, the economic scnse comes from investing money in a preventive service now to
avoid higher health care costs later.”

The Senate Finance Committee will review the VFC program tomorrow, 9:30 a.m., 215
Dirksen, to dctermine whether funding should be cut or oliminated so that the savings can be
used towards balancing the budget.

The VFC program, just 8 months old, guarantees free vaccine to children ago 18 or younger
who are Medicaid eligiblo, uningured or Native American. Underinsured children are eligible
if they receive care at a federally qualified health center.

According to the AAP, the VFC program nddresses most of the barriers some parents faced in
delaying thoir child’s immuni2ations, such as:

. offering freo immunizations for children in working, middle-class familics
' whore dependent coverage Is either not included or bas been droppsd;

-more-
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n providing states the option to purchase additionel vaccines at a reduced
- price to cover underinsured children whose Insurance doesn't inolude
immunizarions; .

e allowing Medicaid and Native American familles to receive immunizations
in a medical home.

L] arsuring that all cligible children will recsive the benefits of newly
recommended vaccines for achoo! entry, causing immunity lovels in the
community to strengthen.

“The truth is that medical scicave has done such a fantastic job of virtually eliminating these

infoctions disensos,” Dr. Comerei said. “People have forgotten what it was like when

diphtheria, polio and other contagious discases were commaon.

“Clearly, vaccine manufacturers have shared in this success story. We must ensure that they

are able to continue their research and development of new and better vaccines.

“But make no doubt about it, we still nead the government's finaneial support for the VI'C
program to guarantee thet our children, and subsequently the communities they live in, are

free of preventable diseases.

“Immunizing children ig a public health lzsue. Until all children and adolessénts have

financial access to comprehensive health care, the VFC progran must remain intact.”

Tho VFC program was appropriated $348 million for fiseal year 1995, President Clinton’s
Niscal year 1996 budget proposes $365 million.
#H4

The American 4Academy af Pedlatrics is un arganization of 49,000 pedlarrictany dedicaisd 1o
the health, safety and well-being of infants, children, adolescents and young adulls.
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May 1, 1995

David Satcher, M.D.

Director, Ceomrs for Disease Control and Preventinn
1600 Clifton Road, NB

Atlanta, GA 3033)

Dear De. Satcher:

The American Academy of Pediatrica, sud, more impotantly, the tunilies
we $6Tve, Ur'ge your continued sipport for the Vaccine for Children
(VFC) Program. Altbough the program i only ia Binfancy (8 months)
and hax Bad move than it ahare of pains, over 36 stutos bave s
complets mrogram, with the remaining in various atages of developmen.

Usalt all chlldren and adolescents bave financlal access to comprshensive
health care, the VRC program provides an imponant reraedy for obstacles to
our nation's imomnization initiative in 4 imporiant aress:

1) is provides immunizadons for the Increasing number of children in
working, middle~class iamilics where dependant coverage Is ¢ither not
covered or dropped;

2) It assures that all eligible chikiren will receive the benefits of
aawly recommended vaccines for schnol eairy, Uws strengrhening
immunity lsvels of the corumumity:

3) it gives mates the opeioa to purchase additional vacclnes W cover
the so-called underinsured children who have typlcal insurance
policiss which don't inaluds imamnisstions; and

4) it allows Medicaid and pative American families 1o receive
inunuoizatuons (o s madicsl bome.

The VFC Program ls an integeal part of this astion’s goal of protecting its
youngest citizens from the eavages of vaccine-preventable diseasss. [t must
he viewed within (he context of all other public and private heslth injtiatives,
cach contributing sn imporaar elsment. A premawiv halt o the VRC
Program In tho sbaence of universsl access (o health care iucluding

munumizations, would lesve many children in limbo and vulnerable to
disease.

The VEC Pyogram {5 deserving 0f your support.

Sincerely yours,

WM‘a &g&m /mo

Caorye D. Comerei, M.D,
President

The A'nddcan Acsdumy of Padiaivics i sammiiad 18 he atanmun| NMM p!rkd
mantal, 3RS mosled health far all Inlanig, OMadrac, adalsacents, 81 pOURY Bl
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Washingtan DC 20838
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May 3, 1995

The Honorable Donna E. Shalala .
Secretary of Health and Human Services

200 Independence Avenue, S.W. Room 61SF
Washington, DC 20201

- Dear Sccretary Shalala:

It is my understanding that the U.S. Congress is reviewing the effectiveness of the
Vaccines for Children Program. The March of Dimes has particular interest in this
program because our mission {3 to improve the health of babics by preventing birth
defects and infant mortality. Timely childhood immunizations can do both. Our history
includes efforts to prevent polio, as well as to eliminate rubella and the serious birth
defect congenital rubella syndrome. We also believe no babies should die of measles -
as many did in the 1990-91 epidemic.

When fully implemented, the Vactines for Children Program would ensure that
poor and uninsured children have financla) access to all ncccssary vaccines. While rates
of childhood immunization for individual vaccines have improved over the last few years,
only two-thirds of children are fully immunized (4 DTP, 3 polio and 1 MMR) by their
second birthday.

The Federal childhood vaccine program funded through appropriations for local
health departments has long fallen short of the need. For example, before the Vaccines
for Children Program was initiated, the federal distribution for the Hib meningitis vaccine
was inadequate for three years after it was put on the market. Health departments had
to ration the vaccine, rather than protect all children.

The shortfall in public funds was related to steady increases in the price of
vaccines. At the same time, many uninsured working families paid double the public
price for vaccines in private physicians offices. When they could not afford these prices,
such families were sent to the already burdened health department clinics. The Vaccines
for Children Program can help families receive affordable immunization services from
thelr private pediatricians.

ST T T m et pROM 202-208-2984 05-03-95 12:45 PM PIl
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The Vaccines for Children Program can both save money for federal and state
government and target needed immunizations to children who are uninsured and whoss
families cannot afford the out of pocket costs for vaccines. The Vaccines for Children
Program provides relief to states, who can reallocate public health dollars for outreach,
education and services. The federal law also correctly protects states’ rights to putchase
vaccinas for all children at the Federal price.

It is important to remember that the Vaccines for Children Program was
developed as a bipartisan compromise, including elements from the original Clinton
Administratinn plan, as well as from bills introduced by Democratic and Republican
Senators in the 103rd Congress (S.733 and S.732 introduced by Senators Reigle and
Kennedy; and S.886 Introduced by Senators Danforth, Kassebaum, Durenberger, Gregg
and Bond).

As president of the March of Dimes, I urge you to work for continuation of the
Yaccines for Children Program so that the goal of immunizing all our nation's children
with age-appropriate vaccines can be reached by the Year 2000.

Sincerely, |

(\Cnni: /'AAS‘——
/
Dr. Je r L. Howse

President

FROM 202-286-2964 08-03-95 12:4% PN FQC3
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May 3, 1995

The Honorable Bob Packwood, Chairman
Committes on Finance

United States Senate

219 Dirksen Scoatc Office Building
Washington, DC 20510

Dear Mr. Chairman:

It is my undersianding that tho U.S. Congress is rovicwing the effectiveness of the
Vaccines for Children Program. The March of Dimes has particular interest in this
program because our mission is to improve the health of babies by preventing birth
defects and infant mortality, Timely childhood immunizations can do both. Our history
includes effons to prevent polio, as well as to cliwinae rubella and the serious birth
defect congenital rubella syndrome. We also believe no babies should die of measles -
as many did in the 1990-91 epidemic.

When fully implementzd, the Vaceines for Children Program would ensure that
poor and uninsured children have financial access to all mm vaccines. While rates
of childhood immunization for individual vaccines have imp over the lest fow years,
only two-thirds of children are fully immunized (4 DTP, 3 polio and 1 MMR) by their
second birthday.

The Federal childhood vaccine program funded through appropriations for local
hoalth deparuments has long fallen short of the need. For example, bafors the Vaccines
for Children Program was Initiated, the federal distribution for the Hib meningitis vaccine
was inadequate for three years after it was put on the market Health departments had
to ration the vaccine, rather than protact all children.

The shortfall in public funds was related to steady inereases in the price of
vaccines. At the same time, many uninsured working families paid double the publie
price for vaccines in private physicians offices. When they could not afford these prices,
such familics were sent 10 the already burdened health dopertment clinics. The Vaccincs
for Chlldren Program can help familics receive affordable immunization services from
their private pediatricians,

- R P e
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The Vaccines for Children Program can both save money for federsl and atate
government and target needed {mmunizations to childran who are uninsured and whose
families cannot afford the out of pocket costs for vaccines. The Vaccines for Children
Program provides relfef to states, who can reallocate public health dollars for outreach,
education and services. The federal lsw also correctly protects states’ rights to purchase
vaccines for all children at the Pederal price.

It is important to remember that the Vaccines for Children Program was
developed as a bipartisan compromise, including elements from the original Clinton
Administration plan, as well as from bills introduced by Democratic and Republican
Senators in the 103rd Congress (S.733 and 8.732 introduced by Senators Reigle and
Kennedy; and S.886 introduced by Senators Danforth, Kassebaum, Durenberger, Gregg
and Bond),

As president of the March of Dimes, [ urge you to work for continuation of the
Vaccines for Children Program zo that the goal of immunizing all our nation’s children
with age-appropriate vaccines can be reached by the Year 2000. '

Sincerely,
(-\t L LY L"
/

Dr. Jernifer L. Howse
President

FROM 202-~298~2064 D5-03-9% 12:4% PM ?0E
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May 3, 1995

The Honorable Daniel Patrick Moynihan
Ranking Minority Member

Committee on Finance

United States Senate

203 Hart Senate Office Building
Washington, DC 20510

Dear Senator Moynihan:

It is my understanding that the U.S. Congress is reviewing the cffectiveness of the
Vaccines for Children Program. The March of Dimes has particular interest in this
program because our mission is to improve the health of babies by preventing birth
defects and infant mortality. Timely childhood immunizations can do both. Our history
includes efforts to prevent polio, as well as to eliminate rubella and the serious birth
dsfect congenital rubells syndrome. We also belicve no babies should die of measles ~
as many did in the 1990-91 epidemic.

When fully implemented, the Vaccines for Children Program would ensure that
poor and uninsured children have financial access to all necessary vaccines. While rates
of childhood immunization for individual vaccines have improved over the last few yeers,
only two-thirds of children are fully immunized (4 DTP, 3 polio and 1 MMR) by their
second birthday.

The Federal childhood vaccine program funded through approptiations for local
health departments has long fallen short of the need. For example, before the Vaccines
for Children Program was initiated, the federal distribution for the Hib meningitis vaccine
was inadequate for three years after it was put on the market. Health departments had
to ration the vaccine, rather than protect all children.

The shorifall in public funds was related to steady increases in the price of
vaccines. At the same time, many uninsured working families peid doubls the public
price for vaccines in private physicians offices. When they could not afford these prices,
such families were sent to the already burdened health department clinics. The Vaccines
for Children Program can help famities receive affordable immunization services from
their private pediatricians.
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The Vaccines for Children Program can both save money for federel and state
government and target needed immunizations to children who are uninsured and whose
familics cannot afford the out of pocket costs for vaceines. The Vaccines for Children
Program provides relief to states, who can reallocate public health dollars for outreach,
education and tervices. The feders] law also correctly protects states’ rights to purchasc
vaceines for all children at the Federal price.

It is important to remember thet the Vaccines for Children Program was
developed as a bipartisan compromise, including elements from the original Clinton
Administration plan, as well as from hills introduced by Democratic and Republican
Senators in the 103rd Congress (5,733 and S.732 introduced by Scoetors Reigle and
Kennedy; and S.885 introduced by, Scnators Danforth, Kassebaum, Durenberger, Gregg
end Bond).

As president of the March of Dimes, I urge you to work for continuation of the
Vaccines for Children Progrem so that the goal of immuaizing all our nation's children
with age-appropriste vaccincs can be reached by the Year 2000,

Sincerely,

(ﬂ( nadar” %ASL-—-—
J
Dr. Jeninifer L. Howse
President

S wk TOIAL PRGE,Q7 **
FROM 202-296-2084 95-01-9% 11,48 N Fi°
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Mr. Chairman and members of the committee, | am F. E. Thompson, Jr., M.D.,
M.P.H., Director of the Mississippi State Department of Heaith. Prior to assuming my
position as State Health Officar, | was State Epidemiologist and Chlef of the Bureau

of Praventive Health Services, which included our immunization program.

As a practicing public health professional with continued direct involvement in a
statowida immunization program, | want to express my aﬁpreniaﬁon for the interest
-and support being given children’s immunization by the Prasident and the Congress.
The increased resources already provided for childhcod immunization are a clear
indication of both the President’s and the Congress’s intent to protect our children

against diseases no child should have.

CURRENT STATUS

Mississippi, a state with one of the lowest per capita incomes in the Nation, and one
with limited public resources to address the pravention of disease, has achieved one
of the highest immunizaton levels for its two year old children of any state.
Compared te a national level of at most 71.6 percent of children who have-bompleted
their basic series of immunizations by the age of 27 months, Mississippi.consistently
documents approximately 76.1 percent of its 27 month old chitdren having completed
their basic series. One of our nine public health districts has already reached the goai
of 90%, and two others are above 80%.

We know our immunization fevels with confidence because we perform an annual
statistically sound survey of two year old children’s immunization levels. It is done
‘using a probability sample selected from the entire birth cohort of two years prior to
the year of study. The immunization records of the sample children are then- jocated
and examined so that we are able to demonstrate, with extraordinarily narrow
confidence intervals, what our immunization levels actuaily are. Very few other

jurisdictions perform such a statistically rigorous survey.
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As depicted in Attachment 1, approximately 80 percent of Mississippi children receive
all or most of their immunizations In health department clinics. Another five percent
receive their immunizations in community health centers and other publicly funded
clinics, and approximately 15 percent are immunized by private physicians. ‘While wa
do not suggest that this is. the best approach in every state or even in most states, it
does demonstrate that immunization levels well above those found in most states can

be achieved largoly through public health clinics.

BARRIERS TO HIGHER IMMUNIZATION LEVELS

To achieve our goal of 90% completion by two years of age, we must look at the
major barriers that have prevented higher levels of completion. The cost of vaccines
has not been one of them. Mississippi’'s experience 'clearly demonstrates this. We
have accomplished the high immunization levels we have; and can reach our 90%
goal, without furnishing free vaccine v private pruviders. Liv analyzing the reasons
why 24% of our two-year olds are not fully immunized, we have not found the
availability of vaccine, or its cost, to be a significant barrier. MMR is currently the -
most expensive vaccine we give, yet in 1993, 86% of Mississippi children had
received MMR by 27 months of age. Availability of vaccine is not the problem. Like
all states, we purchasc our public health vaccines through féderal contracts at prices
significantly below the retail prices paid by private providers. We have been able to
provide immunizations to any child in Mississippi-who wants to rei:eive_ tﬁ'em through
the health department at minima! charge ($¢5 per dose) for those who can afford it ,
‘and at no charge to those who cannot. We have had_énough vaccine, and as long as

new vaccines and cost increases are provided for, wa will have.

The rea! barriers are (1) the complexity of the vaccine schaedula, (2) our tallure 1o
track children’s immunizations ‘and remind parents of needed doses, (3) lack of
accessibility of clinics and staff to give the vaccine, and (4) our missed opportunities

+0 immunize many children we ara already seeing. .
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By addressing these real barriers and developing activities to get vaccine out of botties
and into children, such as reminder notices, outreach, checking rocords, and better
clinic hours, one of our public health districts raised completion levels for all two-year
olds from 58% to 80% in one year, without doing anything about the cost of vaccine.

The two most important barriers are actions not taken: Failure to track children’s
immunizations and missed opportunities. Overcoming these two barriers wouid take

'us to our national goal of 90% of children complete by age two.

Esilur rack ‘s Im fzations
Because the immunization schedule for children is complex and requires at least 4 to

5 visits 10 complete, parents need he!p in knowing what shots their child needs, and
in remembering when the next ones are due. Immunization tracking systems or

“registries” can provide that help.

Mississippi has just implemented a computerized immunization tracking system or
registry. its purpose is twaold. First, it makes available immunization records of
children to health care providers who see that child so that they can assass the child’s
immunization status and provide any neaded immunizations. Secondly, .and much
mora importantly, a registry allows us to track children’s immunizations, We can then
send notices.to parents of immunizations about 1o be due, send additional notices 10
- parents whose children fail to be immunized by a scheduled time, and identify children
who are falling too far behind in immunizations so that we can make phone calls or

home visits to get them back on schedule and protected.

Recalling children Is a critical element in increasing invmunization coverage. As ﬁoted
in Attachment 2, in-1993, aithough only 76 percent of Mississippi two year olds were
fully immunized by their 27th month, another 16 percent needed only onie more visit
to a clinic to complete their series, If we could have recalled these youngsters just

once, we would already have reached the 30 percent goal. We can do so if we

2

ot
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develop tracking systems that allow us to identify and recall them.

Missed O tunit
The other major area of emphasis is to avoid missed opportunities W immunize
children. Missed opportﬁnities fall into two maih categories: 1) times when the child

" is seen in a clinic for other services and immunizations are due according to the
schedule but the schedule is not checked and the child leaves without being
immunized; 2) times when the child prasents in the clinic for an immunization or for
another service when ithe immunization is due and the provider rfealizes an
immunization is due, but defers the immunization for inappropriate reason, such as
"being on antibiotics” or a mincr upper respiratory infection or any of numerous

“false" contraindications that do not really preclude immunizations.

At ono of our ltargest Health Departmant clinics we found that 50 percent of children
heing seen in that clinic had completed their basic series by 19 months of age, but
if all opportunities to immunize had been taken and none missed, the percentagé

would have been 67 percent, This is illustrated in Attachment 3.

We have made it our policy in the Department of Health's clinics to assess a child’s
immunization status on every encounter for any of our clinic services and to "stick ‘em
while you got ‘em” if any inmunizations sre due. Minimizing or eliminating missed

opportunities is critical to raising our nation’s immunization levels.

IMPLEMENTATION OF THE VFC

The main problems encountared with implementation of the VFC in Mississippi have
been the numerous changes in the program before it wes implemented, the added
responsibility -of the Health Department for distributing the VFC vaccine to providers,
and the lack of private provider participation. We sent out 1300 enrollment kits to

providers: as of tcday, 77 private providers have signed up.
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The main success has been that we have at least implemented the program. Also, in

some states, state madicaid matching funds previousty used to pay for vaccines which

VFC now covers hava bean made available for other uses.

EFFECT OF THE VFC ON IMMUNIZATION LEVELS

Even as originally proposed, the VFC would have had little if any impact in raising our
immunization levels. The cost of vaccine was not the problem in the first place, and
making more vaccine avaifable at public expense was not the solution. However, as
originally proposed, the VFC was at best overkill, and at worst wasteful, spending
a huge amount of money for a minimal impact on immunization levels. As it now
exists, at least in same states, the VFC itself stands tc become a major barrier to

improving immunization levels, and is very likely to fower them.

The reasen for this is the restriction of VFC vaccine use to Federaily Qualifiad Health
Centers {FQHC’s) for "underinsured” children, those who have health insurance which
does not gover vaccine, Such children are the majority of those we see in Health
Department clinics, and in most private practices. [n Mississippi, as seen in
Attachment 4, 53% of children have insurance, but that insurance does not cover
vaccine. If those children have a private doctor, that doctor cannot give them VFC
vaccine; If they come to the Health Department, which has clinics in evéry county in
the state, we can’t give them VFC vaccine. Under the program as It now étands. their
doctor, or the health department must send them to a FQHC or give them non-VFC
vaccine. For the private doctor, this means charging the batient or absorbing the cost.

For the heaalth department it is far more serious,

Vaccine for Health Dapartmant clinics has long been pl.'xrchased with funde provided
through the CDC under section 317 of the Public Health Service Act. With the advent
of the VFC, 317 funds to heaith departments have been reddced, on the theory that
VFC will replace them. In 1993, Mississippi received $3.2 million in VFC funds; in
1934, we got $3.9 million; for 1935 our allocation is $1.7 million. Meanwhile, we

5
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have $3 miltion for VFC, but we can’t use that vaccine for most of the children we
see. We cannot immunize half the childran- coming to us with the 317 dollars

available. And they do come to us. They come for the WIC program; they comae for
well child care; they came for immunizations because our clinics are convenient.

Under the VFC as it now stands, we wilt be faced with turning these youngsters

away. Rather than avoiding missed opportunities, the VFC will create them, and

multiply them.

The VFC as presently constituted threatens to resuit in é wdrkihg, successful
immunization system being dismantled. Itis a major concern on our part that federal
afforts to increase immunization levels do not tear apart a system which is waorking
well and which, if continued and improved upon will take us to the 0% gqal before

many other states.

The restriction of VFC vaccine for the majority of children to FQHC's is the reason
many of our private providers have chosen not to participate in the program. Citing
the fact that well over half their patients have insurance that does not cover vaccine,

they tell us that it just doesn’t help them very much, and it's not worth the trouble.

RECOMMENDATIONS FOR CONGRESSIONAL ACTION

) recuinmend that this commitiee and the congress consider the wisdom of the VFC
as a whole, in addition to examining the mechanics of its implementation and
operation. If the VFC is toc be left in place, | strongly urge this committee to
recommend that the restriction of the use of VFC vaccine for underinsured children to
FQHC's be removed. If it cannot be removed, at least extend the ability to give VFC
vaccine to underinsured children-to Health Departments. QOtherwise the VFC, a woll

intentioned program, will do more harm than good.

Another critical action from our State’s perspective is to restore funding of the 317
program to its pre-VFC levels. Finally, and also critical, if the VFC is ieftin place, any

6
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changes made to it should preserve the ability of states to purchase vaccine at faderal
contract prices uging state funds, atleast for use in Health Department clinics. These
two actions will at least insure that existing, working immunization programs are not

impacted adversely.
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Immunization Levels for Two-Year-Olds
by Number of Additional Visits Required to Complete
Mississippi, 1993

None 76% -

Three 2%
Two 5%

—Four 1%

One 16%

Source: Mississippi Immunization Survey of Two Year Olds
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HINDS COUNTY, MISSISSIPPI HEALTH DEPARTMENT CLINIC

Children Already Being Seen, 1993

19 Month Olds

100%

40% -

Percent Complete

Actual —

- 20%

0%
Source: Hinds County Health Department Clinic Audit, 1993
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Insurance Coverage
Mississippi, 1994

Medicaid

Insured
29% |

1%

Uninsured
16%

Native American
1%

Source: Governor's Commission On Health Care Reform

Attachment 4
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Mr. Chairman, I am Dr. David 8atchery, Diractor of the Centeciw fur
Disessa Control and Prevention (CDC). I am accempanied by e .
Walter Orenstein, Director of CUC’'a National Immunization

Progran.

Thank you for the apporturity to appear before this Cownsittee to
discuss childhood immunizacinr I am pleased te be nere Lu Lell
you about the prograece we Pave made since Ootober 1 wheu Lhe
Vaceineg for Children (Ure) Program became operational, uceording
to law, and to clarify immues that have been raised in (he
process. Your letrer asked that we bring you up-to-dale on
severel lassues, including suctescoc and problems of VFe
implementation, barriers to Ummunizotion, and impact of VFC on

immanization rates.

IMPLEMENTATTON OF THE VFC PRCGRAN
The VEC Program beyan only 7 months ago. We have made

signlfiacant prograess.

o VRO is operating in all Scates.’

o Vaccine purehacc contracts were aigned with the

manufarturers to provide vaccines [or eligible onildren at

f Almska, which already Qelivexrs vaccines te all providers
in the State, ie not participating in the VFC Program.
Alaska ia able to ume other Fedetal vaccine fundg to
bPUurchase all vaecines for all whildiey in the stats.

. -
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diacounted CDC contract prioces for all vaccinee routinely

recommended for children.

state Health Dapartments are rapidly enreolling public
providers into the program. As of March, uver 8,100 public
sites, such ac locsl publis health depastments, comsunity
nealtk olinice, mararnal and child healtl. olinies, and
public hospitals. in avary State ere pariicipating in the

program.

Private providers are aleo being rapidly enrolled. As of
Ma:zch, over 21.000 private provider &ites, many wich
multiple phyeicians pur site, have enrolled so far. This is
& 12 percent inecrease in private provider gites since the
program began. We oxpect bLv inorease the number of private
providers enrclled as more States develop systems to deliver

vaccing to private providers.

The vaccine ardering syotem is working well. Over 1,700
bulk eorders have busn procesased, toraling over $150 million

in vaccine.

Since October, over 313 milliuu Qoses ©f children's vaacines

have bean shipped through the VIC prograrw.
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The good naws 18 that we are making progress towazds our gokl of
inmunizing 90 percent of the natien’'s children agwainst vaccine-
preventable diseascs. OQuUr xost recent fsmunization cyversge
snformation, from the first qgumrter of 1984, indicates that we
are at record high levels of immunization coverage tor two-year-

0ld children. I believe if we stay focused, we will achieve our

yoal. m b

We 8tl), however, have work to do. Our daty tells us that about

600,000 to 2 miliion of our nation’e childron bhetweaen 13 and 35
monthe of age atill.ot received recommended vaccinations
againgt specific diseagmsn. Por erxample, elout 2 million of theee

childronot received the full series of vaccinations. About

1.4 millivn of theae children<§géjhot received necegsary polio

vacainstione. Table 1 prasentt thase nosi recant vaccinatien
levels and the msgociated estimates of children whe have not

received all recowmmended vacoines,

LD
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Table 1
Vagcingglon Levels and Estimated Wurbegs of Twe Xegr Old*
childgen Net Fylly ProtacLed in the U.6., lac Quarter 1994
yaccing Vdcciéigigi !etifuggf Ngmbers gf Childz?n
Parcentagea)

DTP 3+ a7 800,000

DTP4 €7 1,500, 00¢

RV 3 76 1,400,000

MMR 80 600,000

Hib 3+ 71 1,700,000

400E 7/ 3QFV 66 3,¢a0,0u0

/ 1IMMR

* Children 19-3% ronthe old.

Note (1): A Y+ next %o a vaacine indiuated 3 or more domes. For
example, DTP 31 is receipt of 3 or all ¢ recommandsd TP doset.

Nota (&) : Hepatitima R, although a recunmended childhood vaccine,
19 not 1nclude§ in the table. 4he coverage for Hepatitis B was
only 26%, lesaving 4.3 million children not fully protected.
However, many of thmse children were born befora the Hepatitiz B
recormendationg wara ir effact.

Radognising that there are multiple barriers tae childhood
immunization, CDC Aand its Eeate and other partners, developed a
compréhensive approanh ts irovcase snd gustain theso rercentages .
The Childhood Immunization Tanitiative (CI1) was launched in carly
i934. CII includes five key otrategies that will 1) improve the
quality and quantity of vaocination delivery services, 2 raeduce

4
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vaccine ccets for parants, 3} inorerase community partiulparion,
education, and partnerships. 4) improve the monitoring of diseass
and vaccination coverage, aud b)) improve vaocinea and vagcine
uge. The VFC Program, one component of the CXI, ‘was Jdealgned as

one of theme kay strateqgles to address iweuniration barriers.

‘‘he VIPC Program is important for geveral reasons. lncluding

o allowing a@ligible children to obtain immunicationm in their
medical homes,

o provading greater access to vesoinon, and

) forging public/private partnerships toc get wmore children
immunized.

Coat ie a barrier that coneributes to delays in achieving full
imnunigation of preschool shildren with today's vaccines. The
cogt of the vaccine series has increased about 10 tcld in the
past 12 vears. This is the repult uf mora Aoses reccrmended for
slday vaccinma, new vacciney added, excise taxee. and increases
in the cost nf the old vavcinea. Regardiess of the cause of tha
ircreased ¢net of the vazscine serims, when parents must pav aboor.
$270 irm vaccine costs and alnost an equal amount in
adminletrerion Pees to have each chlld fully vaccinated, it
gtands to reason that parents without adeguate insurance seek ~
wmnanizations, not from thelyr private doctor, butr fram public

health alinice where the vacuine is free ox available at neminal

cost. Having to make the extra visits to these public clinice
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can delay the timely immunivation of chilaren.
SUCCRBSSES ANR PROBLEMS Iy THE VEC CRQGEAM
There have been many succesnes in the lmplementation of the VFC

Program. Throngh the purechase of vaccines at disceunted CDC

contract prices, the UVFC program helps assure cost mavinge to

Medicald. Baform VFC, the cost ul vaecines for most children or
Yedicald wap based on higher cataloyuse prices. VFC allows States
to purchama their vaccines at discouuted CUC <ontrstt prices
without having ta negotiate these jpclces directly with
mapufacturers. Wy shifting children on Mediraid from highex
catalogué vaccine prices to iower CIX contract prices, millions
of Federal and ftate tarpayer dnllar® will be gaved. The
catalogue price for the total series of vaccines is about $27¢,
while the CDC price iz about $13¢, Californla alone has
eatimaced that it savers $40 million a year from the sbiliey to

purchase vadcines at the luwer (DL contract price.

Of covrme. wa Know thal «ddressing cost alone will not solve the

underimuniration problew. 1t 18 glear only a comprehengive

anproach with {ntervcuiions against wmultiple barriers is likely

te raiss and suotaln immunization leavels among praachon’ ¢bildgen
in the V. S.

M 71

A corberatone of the VPC Program 1s the forging of naw

e
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parcrarships with privace providers. sypport from public and
private medica) communities at the National, 6tate and local

level have glLrenpgthened our efforts to immunize children.

ﬁ?otal Federa)l ani State vaccine sxpanditures will not he much
more whan VRO is fully cperational than what they were before.
VFC allows us to buy more lifme-saving vaceine for about the same
amount of memey. This is because vacclne purchame under the
*J17* grant program has been signiricantly raduced Also,
Medicaid vacnine (which nekes up well over one-half of VFC
vactine) is now purchased at digscounted CDC contract prices,

rathar than mova expcnslve catalogue prices.

Moet State Health Depatrtmenteé strongly support the VFC program
and value its benefit to individual children and communitics a8 &
wvhole. Several 8tatee, including Califoruia, Qoexgia., Oregon,
South Dakota and Rhode Island, have repcrted to the Association
of Stmto and Territorial Health Officimle that, withcout the VIFC
program, their immunization efifortes would cuffexr ‘catastrophic*
sensagquences. Some States, such as Conneeticut, Kentuchky, Idaho,
and Nighlgen, advised they would have to limit the avallebility
of goma vaccines, including the Hewmophilue Influengse type b and
Hepatitis B vaceines, and Bouth Carolina xeported that

itwaunizatlun zates would plummet.

Thu amior private physician assoriations and tene of thousands of

T 528 b T F Q4
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private physiciang are suppnrting thce VPC program, CDC has made
il & priority to listen to these groups' views and develop an
acceptakle and workable prooram. It should algo be remembgred:
ithat not all private physicigns, guch as those that only serve 1

children with inpurance, would see a VFC penefit to their !

practices.

wWhile agme phyaicians rsmain ckeptical, primdrily oecause of the
perceived paperwork burden, we expect continued increases in
enroliment &c more Stateas astablioh dullvery systens O privata
providers, and the facte about the opé:acion and banefits of the

VFC program become more recognizsd,

The V¢ program has strengthened and institutionaligzed the
partnership between publlic and private medical commwnities at the
National, Stxte, and local level. More than 30 private medical
profeasional asesociations are working with ug to implement the
VFC prograt. These groups icclude the American Mediral
Agsgociation, the American academy ot Pediatrics (AAP), the
American Academy of Family Physiciane, the Amaricen Ostaeppathic
Asgociation, the National Medical Association, and the
Interamerican College of Puysicians and Surgeons. Ur. Frances
Rughtor. Praesidenc, South Caroline Chapter, AAP, recently told my
staff that the VFC partnerchip has been the single grestest

public/private partnership effort in his medical rareor.
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ERCBLENS IN THE VEC PROCRA

The complex nature of the implementing legislation and the
relatively short time allowed to Xick-off the VPC progrem have
canplicated ite inplementation. I would like to addrece two
io6uep: accountabllity systems and vaceine delivery to private

providers in some Bratan.
- .

GAO has expresged c¢oncern uboul accountability. Financial
accountability i{s an essential component of the VFC proguanm,
Blutog have primary reecponsibility for accountiag for vacoina,
states have over 10 years exparience managing immunization
programe and are in tha beel positioh to acceunt for vaccines

bocayse of thelir krowledge of unigue clrcumstances and provider

practices,

it is erucial to maintain the right balance betweaen eftective
accountability and provider participation. Private provider
organizations heve warred Us that papsrwork would xeup physiciansg
from snrolling. Y& providers bad to report sach lLwmuniration
Lrangaction, thay weuld Le burdened with filling oul anc sending
in over 14 million pieces Qf paper a vear. CDC has been
celuctant to impnae sueh Lurekucratic accountabllity
requirements. In building an effective accountability syasten,

several activitiec uze undervay. including the development of

L

urly

el
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Btace accountability plans, wonitoring ordere, and the sulmission
of Lhree annually required forms, Overall, CTX fools it haw

instituted the appropviate balance batwean acaountability and

pruvidar participatinn.

!niuLn9_29lL!3;x,nn*B:iunhs.thxnés&nne.&&_ipms.&hlnsz

cp¢ initislly propesed dietributing vaccine {0 private physiciang
in aslected States through a natioRal distridution centey, a¥
requested by mosl States. In Seprember 1994, CBC began
negutiations with vaccine manufacturers anticipating dalivery to
private phyelcians in December. On April 10, CDC had to
discontinue thege negotiations. altacugh final agrecment wias
reached with one msnufaccuye:, time was not availablc to reach
agreemants with romaining manufacturers. ChC is planning to meat
with interested partias to determine how best Be cenduct vaccine

delivery.

pespite thim, VRC vaccine is being delivered to teny of thousends
of public and private providers. Forty=-nine States oare

delivering vaccines to public cliniea, which sccount fus ADOUL 5¢

percent of immunizations nationwide. As of March 30, 35 States
nad informed CO¢ they wers delivering vagtina to onrolied private
providers. Ar least (10 of the 14 remalning States cepurtad they

% vum“m"‘plan to begin dolivering vaccins this year.
S

V““ wr “f
dLA|VO’q,.
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BARNIBAS IO IMNUNIZATION

There are numerous risk facturs for failure rto vaccinete ¢hildren
on time which have heen iduntified from resaarch and from the

experience of heal=h professionals direotly invelved in providing

vaccines to infarts and chiidren.

Recant scudies are alac emphasiZing the crueial yole ot the
provider in improving immunlzacion Coveragm. Children are
sasking health care, byt Lhat bhealth care may not Le trannlated
into high imnurization coverage. Based on a atudy of the
irmunization reverds of children in 5 public health clinics
around the United Ltates, the average nunber of visits during the
firet 2 ysars of life ranged from S to 18, yet cvoverage {or the
complete vactination series ranged from only 13% to bl%. Ths
numbey of heslth care contacts should have beeu adeguate to

provide all vacoinations needed ip the first 2 yesrs of life.

rrovidars have & crucial role in making cuze all epportunities to
vaccinate are taken, in reducing obstaelee or bLarriers parents
may face in getting thelr children vacrinated, and stimulating
parants to return for Lawmunization visits. The potential impaer
of taking advantage of all vaccination oppertunrltles was studied

in 4 inner citiesx. DTP-¢ covarage could have improved from 8

11
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najority of parwuts wan{ to immunize their children.

the fact vhat more doBes and vizaies are needed now,

/47795 7?40 No . UUw
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percentage points in Los Angoles to 16 points in Baltimeore.

Anothaey serious barriey is the condition of the public heolth

syscem. Abocut 508 of immunigations in chig country are given in

publio clinies, R variety of inpediments exist re delivering

vaccines in thess public settings, including insvfficient <linic
staf?, inconvenient clinic houc#, or lack of recall gyestenma.
Algo, vaccine cost, by lourzasing referrals from private Lo

public providars, further scressas these delivery systems.

Federal infrastructure grants address these probleme. (See Taple 2)

Table 2

Ggrant Funding for Infragtructure Enhancement (PY 9R-FY B§)

1§ in millions)

PY 03 PY 94 FY 95 FY 96
RpPTOP . Approp. Approp. Estimate
Infragstrucrure 349 $129 $100 3108
Wil . Tucentives S0 833 533 _$33
p TOTAL 545 $1e2 5141 $14]
0

Twmmization smust De a shared responsibkbiliiy of both providers

and parante. Data from a variety of srudies indicats the vast

But parents

30 not undersiand the complaexity of the mmuniizAtion achedule and

than when
13

=
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they ware children. Frequently, parentis have believed thoe thwir
chiidren were fully immunized, when they were not. Through
community outreach and education, parents need to understand that
immunizing a child requires ac least 5 visitg to providers, and
that they should have the immurnization status 9§ theix child
checked at evary health caxe contact whethey the child is L1l or
well.

with ingzeasing numbors of available vagcines complicating the
immunizatison echeduls, parenta snd providers nesd help in keeping
track. Computerized, State-based immunization registriea, when
operational., will romind parents when immunizaetions are dua, or
pverdue, and ageist providers in determining the Lmmunication
eeds of their patisnts, old or new, at the time of vach visit.
Some Stares arc now developlng theua avrtemg. One uxamplse is
Delaware. which has developad a statewide regiatry system Lor

public and many private providers,

Numernue surveys of both practitioners and health departments
have documenred increasing reforrals of patients from their
nrimayy care providera or medical hones te public elinics, with
coat tc the patlent as the most important reasun. A 1992 ARD
atudy revealed 55 percent of pediatriciana refer some or all of
their paclients for lnmunizations to a public provider, A 199§2
North Carolina gurvey documented 93% ~f physicians refaerred

patienta L¢ health departmeats for immunizstiens. A recent

13



Ey
I MAY 03795 (S Yonr oo BLD/ LB
1

survey of pedlatriciane and farmily practitioners in New York
found Lhiat SU percent refarraed all ox some 0f their patients for
vaccinationg, ganerally to public heelih clinies, Pinally, in a
1993 survey of 538 families attandiuyg public immunizatien clinics
in California, Lieu and colleagues cunciuded that finaneing
refuzr has the potential te improve vaccination yatees, Lif it is
coubined with improved perent education, and reduced non-

tiuancial barriers to immunization,

14
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Ciearly, cost contributes to making immunization harder te obtain
and plays a vole in the delay in aetting children fully irmuniged
according to the recommended schedule.

IMPACT QF VFC ON IMWUNTZATION RATRS

Childrens health will improve as a4 result of VFC. It will be
diffioult to document how the VFC program alone will inexwase
immunization rmtas. In it July 1994 report on the VPC program,
GAOD documented that it will be sxtramely Atfficult to assess
VFC's impact since VFC is only one of the CYI's five componencs.
CDC is cutrenily develoning an avaivarion plan te attempt to

eddress thls issue, which we will provide thim aupmer.

The VFC Program will defimitely improve the health ol vur

Nation'm children. despite the difficulty of docunent iig -
increases in immunization ratea directly rclated to VFC, ifhis—in
Yeraure—the-¥rC-progran-napeeds—wp-che -provision of—tiow-and
-improved veacines-te atigibie-childeen — Some-~Sea ey wuuié“ﬁutibe
“able—bo-effew~thear new vaceiner—to—children-without-vme Tovering
a—sﬂblﬁtnti&l—pﬁﬂe*on—oi~thﬂ~ehitdren“iﬁ-nnudv**héio,rIke VFC
program allows eligible ¢hildron te obtain lmmunization in their

nedical home where they can receive ether cerpoueuts of heaitp

promotion and dimenge prevention.

15



Ip: MEY 03°95  7:42 Ng.003 b

SONCLUSION

Imawuilzation repregents one of the mest, it not the most, enste
elfective public health intervention. Mowever, vaccines eam only
be «8 good a3 the system we have to make sure children in need
get them when they need them. Thexe is no ragic buliat to solve
the problem, No &ne apprrach, such as mchool lawg, will suffice
for Lhe preschool populatrion. Wo are vlose enough Lo our goaie
to by coavinced we can raach them witl: intensified use of our

current comprehensive strategy.

Thle nasion has too often responded Lo crises rather than
preventing tham. We nred a system tlat will aggure that children
Lorn yesterday, today, and in the future will be vaccineted ot
the time in their lives whes vecoines can prevent the greatest
amount of disease. This cystem must functien not only during and
imnediately after the threat of epidemic disease. guch ac
occurred after the recent measies resurgence between 1989-19931;
out, more importantly, the systum must tunction during the peried
of absence of Adisease which often lasts for many yearz aftoy an

epidemic. Never again sghould spidemice be the primary motivatiou

of immunizatcioo efforts,

The CII is designed to build this diseass pPreventicn systex by
snhancing vaccine delivery iafrestructure, building partnerships,

iavolving the cormuniry, eotablishing data systems to halp

16
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Parents and providers romembar when imrunications arg due, and
much more. It ywa 8r'e to prevent digease, we must bulld a system
that has gacure Vaccine financing, not only for teday’s vactinan,
but tomorrow's ag well, vyFe does that with the added benefit of
returning ohildren to their medical homes where they can get sn
many other preventive services, such aas growen monitoring,
screening £0r anemia, ang murh more. The vrC 18 a major stap
forward in improving the health of sur children, and the CDC {x
coonitted to deing ity basr to fully implement the pregram to
gain its full benefiis.

11
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Testimony - 5/4/95
Trwin Redlener, M.D.
Senate Finance Committee

Chairman Packwood, members of the committee, I am here to support
the Vaccines for Children Program - but qualify this support based
upon certain concerns which must be addressed by introducing a few
important modifications. In general I am suggesting three over-
arching goals for the program:

1. As increasing attention is paid to budget deficits and state
versus federal control of public programs, we need to protect the
integrity of the VFC program and health care access for children.
The national agenda for children should not be undermined by
multiple state interpretations of what America’s children need.
And, VFC should not be endangered by limitations related to
possible fundamental changes in Medicaid structure.

2. We must safeguard against unanticipated consequences of the
program as it is currently organized - including the use of
precious resources in ways which will not accomplish the goals of
VFC in the most efficient manner possible.

3. Conversely, we need to maximize all available resources -
including those provided through VFC - so that the program targets
the children most in need with expenditures targeted to address
their specific barriers to health care and immunizations.

I am Dr. Irwin Redlener, director of community pediatrics and
associate professor of pediatrics at the Montefiore Medical Center
and Albert Einstein College of Medicine in New York. I have had
some 25 years experience in delivering health care and developing
programs for disadvantaged children.

I am also president of the Children’s Health Fund, a foundation
responsible for establishing comprehensive pediatric programs for
some of the most medically underserved children in the nation,
including the children of homeless, migrant and otherwise severely
disadvantaged families in a wide range of communities.

Children’s Health Fund programs operate in New York City; Newark,
New Jersey; Dallas, Texas; rural Migsissippi; West Virginia; South
Florida; South Central Los Angeles; and Washington, D.C. These
programs have, to date, provided nearly 180,000 medical primary
health care encounters to our designated target populations.

The projects included within our network take children who have had
very little organized, gquality health care and provide them with
care that is delivered by medical teams who are committed to
quality and continuity.
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We ascribe to a notion that the care all children receive should be
the kind of care we expect for our own children. This care should
be comprehensive, preventive and organized. Immunizations should
be administered at a place where the rest of their health care is
delivered; where follow-up vaccinations and follow-up for medical
problems can be tracked and managed. Where, if needed, specialty
care and hospital care can be coordinated and ensured.

Pediatricians refer to this kind of care as being provided in a
"medical home." It is the appropriate way to do what’s right.
It‘s what all children deserve to have.

Children without a medical home may get health care, but it is the
worst kind of episodic, fragmented and expensive medical attention
in emergency rooms and drop-in clinics. This kind of care
typically entails little or no follow-up; and, it often does not
happen until illness has progressed too far.

In other words, medically homeless children get the wrong kind of
care, in the wrong places, at the wrong time. It is precisely
these children, without regular, dependable access to primary care
that are most likely to be underimmunized.

Conversely, the most important piece of evidence that a child is
medically underserved is underimmunization.

In fact, our programs provide medical care to some of the most
medically underserved children in the United States. For the
homeless and extremely indigent children cared for by our flagship
mobile unit program, the New York Children’s Health Project, the
immunization rates are devastating:

Some 90% of our'pediatric patients, on their first visit to our
program are behind in - or cannot document - their routine
immunizations.

This is an extraordinary indictment of the health care system for
indigent children and is, to our knowledge, one of the absolute
worst immunization situations in the United States.

Actually, in all of our sites, rural and urban, immunization rates
are terrifyingly low and, importantly, reflective of the sorry
state of the child health safety net in the United States. It is
my opinion, that because of factors ranging from lack of health
insurance to severe maldistribution of health professionals, at
least 15 million children under the age of 18 years lack
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appropriate access to appropriate health care.

I need to emphasize this reality: in terms of the most significant
causes ms around immunizing our children,

/’/goig%a:;:ii:éﬁ;iiﬁfﬁfﬁiazﬁriyctor Rather, it is lack of
access to a medical home type of health care relationship and the
absence of a functioning child health care safety net in this

country which are overwhelmingly responsible for our seeming
jvs inability to consistently protect our children through on-time
DUW?“A immunizations. |
f""(’ W UMt bay hive & wad. home —— heeps e Fhere !
Ui e Vaccine for Children Program (VFC) is clearly based on an
W\Jzﬂamw.essential and laudable principle that all children need to be

immunized in an appropriate and timely manner. Our country cannot
Sreps éi’ afford otherwise. President Clinton and his entire administration
*””“QJ are committed to this goal and it needs to be achieved.

We are, therefore, strong supporters of the VFC but have insisted
that it be modif; several important ways in order that there
is some r:-sonable cha ce of the program realizing 31gn1f1cant and

Modifications are necessary because of certain problems and issues
which have become apparent as the program unfelds.

I would like to share with you my four principal concerns and
specific recommendations to re-shape VFC:
Al Shukes s veported thut
Wids oyl Fau barries frec 8
A fack pnat Vacoines are fr
Concern #1 oo e

George Washington University’s Center for Health Policy Research
recently reported a study of immunization issues in 12 states where

dkkkkddhkkk

Q//there ig versa vaccine for all children. In these
\N a* states, {cost has been eliminated)as a factor in underimmunization.

, this study verifies our clinical experience in providing @k
zations and primary care to underserved children around the’/

VFC does virtually nothing to increase immunization rates for v
miliions of children who have no reqular place for health care.

need assistance in gettihg and

They need medical-homes.

You\ might look at the issue in this way: underimmunization is a

i a/yOW{’ ﬂr{?{’ ’ \’
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symptom of lack of access to relevant pediatric health care. The
real "treatment" for this problem is guaranteeing access to
comprehensive health care where immunizations can be given over
time and on-schedule.

s
»le)x For the 15 million medically underserved children in the United
States the total amount of funds including the VFC program, Section

O 317 and other public sector initiatives is insufficient to meet
existing needs. However, right now I am concerned that the
relationship between funds spent on vaccine purchase versus new

ud health provider capacity for disadvantaged children is not in

N ?0‘ appropriate balance.

nw%a.

Recemmendgtien:

¢1 - Congress needs to safeguard the total expenditure for
V\M’ MH ~ Vaccine-related programs soc as not to jeopardize the
long-term national agenda for children. But, tax dollars
Ap“‘ should not be used to purchase or subsidize vaccines for
families with sufficient income or insurance coverage.
A These dollars should be re-directed to providing access
’ @\ to health care for as many medically underserved children
as possible. Thig meang that what is really needed is
)(“\S o onaey for infrastructure, that 18, new capacity to
comprehensive, primary health care - while

M
khkhdkbkboedk Ll'ﬁ ‘l‘o YW
wm b ,
pate 1 i (/m(,vl/”/"'(/'

The VFC purchase and distribution plan helps families who have a
regular source of health care - pediatrician, family physician,
clinic, etc. - but cannot afford or are not covered for vaccines in
that setting. Some are directed to use public health clinics,
thereby fragmenting care. Studies hav t VFC can help
many of these families. But under curgent VFC guidejines, there is

no limit to or monitoring of under wha ces and for how
/long €86 families would be eligibl

Concern #2:

for free or subsidizad
vaccine. In addition, certain VFC provisions permit states to

Wb inappropriately use public funds to provide vaccines for insured or
. ', ~non-needy children.

PO
YO ! ! lhines ?
w hat gu de




g
05/03/95 13:55 D212 535 7488 CHF @oo7 _

Testimony - 5/4/95
Irwin Redlener, M.D.
Senate Finance Committee

Recommendation

VFC should not offer opportunities for estates
to use limited public resources to provide
free or subsidized vaccines to non-needy or
insured patients. In addition, VFC funds
should only provide vaccine to families until
Medicaid or private insurance coverage is obtained.

Concern #3

The VFC program is, of course, a great assistance to private
physicians and their patients since it eliminates the need to
utilize public clinics for vaccinations. Yet, although the private
practitioner benefits from the VFC as a government subsidy, private
doctors may still refuse to provide subsidized vaccine, or any
health care, to Medicaid or low-income patients - precisely the
children whao are most in need.

Recommendation

Physiciana or clinies participating in any
aspect of VFC should be required to accept
children covered by Medicaid, children who are
uninsured or those who are otherwise unable to
obtain apprepriate health care.

*dhkktitkddh

Again put s . GAA W

The VFC program discourages/ insurance companies from including 7%)4
immunizations in th Y coverage. Companies may surmise thatyzq/
responsibility for the cost of vaccines will simply be assumed by .

Concern #4

a tax-supported program. hﬁg (oS
Recommendation -FV b ver,

All insurance policies covering families,
whether fee-for-service or capitated premium
based, should be required ¢to include all
recommended vaccines for children.

kdkdk ok dkdkd

Members of the Committee:
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As I stated earlier children need real medical homes. If every

child in this country had a medical home, we would not have the
unconecionably low immunization rates we experience in rural and
urban areas around the country.

We neced VFC. But it must be modified so that it can really take on
and solve one of the most important challenges of our time.

Finally, it is my hope - and that of virtually every health
professional and provider organization - that we can find a way to
make sure that every child in the United States has access to
appropriate and essential health care.

At the end of the day, it is health care, not vaccines, that should
be guaranteed for children by government.

I know that know that the President and the Administration are
deeply committed to VFC and access to health care for the nation’s
children.

Our job now is to make the adjustments in an important program
that will permit it to function with maximal impact and in the
spirit intended by its original drafters. In this day and age,
where ever more children are vulnerable, endangered and facing an
uncertain future, making VFC as effective as it can possibly be is
the least we should do.

Thank you.

# ¥ ¥




LS & Y3V
., cssel #¥9

S e
b .MHHM..,,M
omrfyify] -._.H.q,mw%@%,wfw
od | emzy

CLINTON LIBRARY PHOTOCOPY





