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TO: (See B e l o w ) 

FROM: Gordon P. Agress 
O f f i c e o f Mgmt and Budget, HD 

SUBJECT: VFC Hearing 

I n today's o v e r s i g h t h e a r i n g , Senator Packwood t o o k more 
i n t e r e s t i n VFC p o l i c y than i n i m p l e m e n t a t i o n . He focused on t h e 
e f f e c t o f v a c c i n e c o s t on im m u n i z a t i o n r a t e s , and seemed s k e p t i c a l 
t h a t i t was v e r y i m p o r t a n t . 

GAO r e p o r t e d t h a t t h e r e i s no evidence t h a t c o s t i s a major 
b a r r i e r (but to o k p a i n s t o a v o i d s a y i n g i t i s n o t ) ; CDC argued 
t h a t c o s t drove r e f e r r a l s , l e a d i n g t o missed o p p o r t u n i t i e s . 

Senators Mosely-Braun and Breaux focused on t h e importance o f 
p r e v e n t i o n and t h e money saved by pr o p e r v a c c i n a t i o n . 

At one p o i n t GAO s a i d CDC had agreed w i t h t h e i r f i n d i n g s , c i t i n g 
agreement on GAO's assessment o f some d i a g n o s t i c s t u d i e s . When 
Sen. Packwood f o l l o w e d up, Dr. Satcher noted t h a t CDC might agree 
n a r r o w l y t h a t a p a r t i c u l a r s t u d y d i d not i d e n t i f y c o s t as a 
b a r r i e r , w i t h o u t a g r e e i n g g e n e r a l l y t o a c o n c l u s i o n on t h e l a r g e r 
q u e s t i o n o f t h e importance of c o s t . I tho u g h t h i s answer ended 
t h a t l i n e o f i n q u i r y v e r y e f f e c t i v e l y . 

I w i l l p r o v i d e more d e t a i l s l a t e r . 
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TO: (See B e l o w ) 

FROM: Gordon P. Agress 
O f f i c e o f Mgmt and Budget, HD 

SUBJECT: Senate Finance Hearing on VFC 

The Senate Finance Committee today h e l d o v e r s i g h t h e a r i n g s on the 
Vaccines For C h i l d r e n program. Chairman Packwood opened by s a y i n g 
t h e program c o s t t h r e e and a h a l f t i mes t he o r i g i n a l e s t i m a t e s ; 
t h a t c o s t o f v a c c i n e d i d n ' t seem t o be t h e reason i m m u n i z a t i o n 
r a t e s are low; and t h a t he wasn't sure we needed t h i s program. He 
s a i d he had c a l l e d t h e h e a r i n g s t o examine t h e r e a l b a r r i e r s t o 
i m m u n i z a t i o n . Other Senators a t t e n d i n g i n c l u d e d Moynihan, 
Simpson, Mosely-Braun, and Breaux. GAO and CDC t e s t i f i e d f i r s t , 
f o l l o w e d by r e p r e s e n t a t i v e s from M i s s i s s i p p i , New York and t h e 
C h i l d r e n ' s H e a l t h Fund. A w i r e s e r v i c e summary i s a t t a c h e d . 

GAO t e s t i f i e d t h a t t h e r e i s no evidence t h a t c o s t o f v a c c i n e i s a 
b a r r i e r t o im m u n i z a t i o n . CDC argued t h a t c o s t o f v a c c i n e does 
cause r e f e r r a l s t o p u b l i c c l i n i c s and so c o n t r i b u t e s t o missed 
o p p o r t u n i t i e s and low im m u n i z a t i o n r a t e s , and t h a t c o s t i s one of 
many b a r r i e r s t h e A d m i n i s t r a t i o n i s t r y i n g t o address. Sen. 
Packwood d i d n ' t seem t o t h i n k c o s t was an i m p o r t a n t b a r r i e r , and 
Sen. Moynihan q u e s t i o n e d t he r o l e o f a Fe d e r a l e n t i t l e m e n t f o r 
i m m u n i z a t i o n . Sens. Mosely-Braun and Breaux argued t h a t 
v a c c i n a t i o n i s c o s t - e f f e c t i v e , and t h a t t h e focus s h o u l d be on t h e 
c o s t s avoided. D e t a i l s f o l l o w . 

GAO -- No Evidence Cost I s a B a r r i e r 

GAO t e s t i f i e d t h a t i t had found no c o n c l u s i v e evidence t h a t c o s t 
was a b a r r i e r t o im m u n i z a t i o n . GAO too k p a i n s t h r o u g h o u t t h e 
h e a r i n g t o note t h a t i t was not s a y i n g t h a t c o s t was not a b a r r i e r 
-- j u s t t h a t t h e r e i s no evidence t h a t i t i s . GAO s a i d i t based 
i t s work on CDC s t u d i e s . GAO s a i d t h a t o t h e r f a c t o r s , such as 
c l i n i c access, p r o v i d e r and p a r e n t knowledge, and missed 
o p p o r t u n i t i e s , were major b a r r i e r s . 

CDC -- Cost I s One of Many B a r r i e r s 

CDC D i r e c t o r Satcher argued t h a t c o s t was one of many b a r r i e r s t o 
i m m u n i z a t i o n , and t h a t t h e A d m i n i s t r a t i o n ' s i m m u n i z a t i o n 
i n i t i a t i v e had components t o address a l l o f thes e . He n o t e d t h a t 
c o s t drove p h y s i c i a n r e f e r r a l s o f p a t i e n t s t o c l i n i c s , and t h a t 



these r e f e r r a l s increased the l i k e l i h o o d of missed o p p o r t u n i t i e s 
and quoted a Journal of P e d i a t r i c s a r t i c l e t h a t 93% of physicians 
said t h a t cost drove r e f e r r a l . He noted t h a t there are many 
b a r r i e r s t o immunizations, and t h a t immunization programs 
attempted t o address a l l of them. 

Do CDC and GAO Agree? 

At one p o i n t , GAO said t h a t CDC had agreed th a t there was no 
evidence t h a t cost was a b a r r i e r t o immunization. Senator 
Packwood followed up on t h i s p o i n t aggressively, asking who GAO 
spoke w i t h and t h a t they come to the t a b l e -- the persons involved 
were not at the hearing. The chairman continued t o press u n t i l 
Dr. Satcher noted t h a t while CDC s t a f f might have agreed t h a t a 
p a r t i c u l a r study d i d not provide evidence t h a t cost was a b a r r i e r , 
t h a t was not a conclusion on the general importance of cost. Sen. 
Packwood l e t i t go at t h a t . 

Sen Packwood I f Cost i s a B a r r i e r , Why Are Some Immunization 
Rates High? 

Sen. Packwood noted t h a t immunization rates f o r three doses of DTP 
are much higher (20 percentage points) than f o r those f o r four 
doses, and asked why. Dr. Satcher argued t h a t parents f o r g o t 
t h e i r appointments f o r the f o u r t h shot, which occurred l a t e r i n 
the baby's l i f e . Sen. Packwood asked i f cost wasn't a b a r r i e r t o 
the f i r s t three doses, why was i t a b a r r i e r f o r the fourth? CDC 
r e i t e r a t e d t h a t cost was a b a r r i e r , among several others. Sen. 
Packwood asked i f cost was a b a r r i e r t o immunization f o r 
preschoolers, whose immunization rates are around 95%. Dr. 
Satcher said he could not comment on why parents immunized 
c h i l d r e n at f i v e r a t h e r than two, but t h a t i t was important f o r 
h e a l t h reasons t o immunize two-year olds. 

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

Sen. Mosely-Braun said i t was d i f f i c u l t t o document savings, but 
asked t h a t CDC provide i n f o r m a t i o n about the amount of money saved 
by not having t o react t o disease outbreaks t h a t were avoided by 
proper immunization. Dr. Satcher said the World Health 
Organization estimated e r a d i c a t i n g p o l i o would save $3 b i l l i o n 
annually, and t h a t p o l i o e r a d i c a t i o n would save the U.S. $230 
m i l l i o n a year. He said numerous studies showed the 
c o s t - e f f e c t i v e n e s s of vaccinations. Sen. Mosely-Braun sai d t h a t 
i t was important t o remember these savings when discussing cost 
and immunizations. 

Sen. Breaux agreed, and said t h a t the focus should not be on cost 
as a determinant of immunization rates but on the cost of not 
immunizing c h i l d r e n . He asked CDC what the cost would be i f VFC 
had not immunized c h i l d r e n , and how many c h i l d r e n VFC had 
immunized t h a t would not have otherwise been immunized. CDC 
r e p l i e d t h a t i t was impossible t o know t h a t number, and Sen. 



Packwood i n t e r r u p t e d t o note t h a t as t h e program had begun o n l y 
seven months ago i t was h ard t o judge i t s impact y e t . 

Sen Moynihan: Why I n v o l v e the Feds? 

Senator Moynihan s a i d as t h e Congress worked on $500 b i l l i o n i n 
d e f i c i t r e d u c t i o n i n 1993, the A d m i n i s t r a t i o n s a i d t h a t i t needed 
a new e n t i t l e m e n t f o r v a c c i n a t i o n s . T h i s s u r p r i s e d him, as New 
York a l r e a d y had f r e e v a c c i n e , and Rostenkowski t o l d him Chicago 
had i t t o o , and he d i d n ' t u n d erstand why t h e F e d e r a l government 
would i n v o l v e i t s e l f i n something the m u n i c i p a l i t i e s had been 
d o i n g f o r a c e n t u r y . He s a i d he hoped we would get away from 
s i m p l e answers t o complex b e h a v i o r a l problems. Dr. Satcher s a i d 
t h a t CDC was a l s o t r y i n g t o address b e h a v i o r a l i s s u e s w i t h i t s 
e d u c a t i o n a l campaigns and e f f o r t s t o improve access t o c l i n i c s and 
t r a c k i n g systems. 

Sen. Simpson: Do People Fear Needles? 

Sen. Simpson suggested t h a t low i m m u n i z a t i o n r a t e s i n i n n e r c i t i e s 
were caused by an a s s o c i a t i o n o f needles not w i t h medicines but 
w i t h drugs. CDC s t a f f r e p l i e d t h a t s t u d i e s showed t h a t o n l y a 
v e r y s m a l l percentage o f p a r e n t s don't w a n t ' t h e i r c h i l d r e n 
immunized, and t h a t most of those c i t e d r e l i g i o u s reasons. He 
a l s o n o t e d t h a t he had not come across such a p e r c e p t i o n i n h i s 
work i n c l i n i c s . 

Other Witnesses 

S t a t e h e a l t h o f f i c i a l s and t h e p r e s i d e n t of t h e C h i l d r e n ' s H e a l t h 
Fund c r i t i c i z e d t h e program f o r o f f e r i n g f r e e v a c c i n a t i o n t o 
c h i l d r e n w i t h h e a l t h i n s u r a n c e but w i t h o u t coverage f o r 
v a c c i n a t i o n o n l y i n F e d e r a l l y Q u a l i f i e d H e a l t h Centers. They s a i d 
these are not always c o n v e n i e n t . A S t a t e h e a l t h o f f i c i a l from 
M i s s i s s i p p i suggested r e t h i n k i n g the program and l e t t i n g t h e 
S t a t e s have more l a t i t u d e , but t h e o t h e r s s a i d t h e program s h o u l d 
be l e f t as i s and i t s problems f i x e d . 
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TO: Gordon P. Agress 

FROM: W i l l i a m L. D o r o t i n s k y 
O f f i c e o f Mgmt and Budget, HD 

SUBJECT: VACCINE PROGRAM FACES PROBLEMS OF MISSED OPPORTUNITIES 

Date: 05/04/95 Time: 14:31 

Vaccine Program Faces Problems o f Missed O p p o r t u n i t i e s 

WASHINGTON (AP) As many as 2 m i l l i o n American c h i l d r e n under 
the age o f 2 don't have a l l t he v a c c i n a t i o n s t h e y need because o f 
problems r a n g i n g from missed o p p o r t u n i t i e s a t the d o c t o r ' s o f f i c e 
t o inadequate s e r v i c e s f o r t he poor, e x p e r t s t o l d a Senate p a n e l on 
Thursday. 

Even w i t h t h e 7-month-old government Vaccine For C h i l d r e n 
Program, which p r o v i d e s f r e e v a c c i n e s f o r u n i n s u r e d , u n d e r i n s u r e d , 
M e d i c a i d - e l i g i b l e , and some m i n o r i t i e s , many c h i l d r e n s t i l l f a l l 
t h r o u g h t h e c r a c k s , s a i d Dr. David Satcher, d i r e c t o r o f t h e Centers 
For Disease C o n t r o l and P r e v e n t i o n . 

Dr. F.E. Thompson J r . o f t h e M i s s i s s i p p i H e a l t h Department t o l d 
the Senate Finance Committee t h a t p h y s i c i a n s o f t e n do not check on 
whether t h e i r young p a t i e n t s have been v a c c i n a t e d . 

1'A p o l i c y o f s t i c k 'em w h i l e you got 'em i s c r i t i c a l , ' ' 
Thompson s a i d . 

F i n d i n g ways t o t r a c k t he c h i l d r e n i n t h e i r c o m p l i c a t e d 
schedules o f immun i z a t i o n s i s key, s a i d Thompson, whose s t a t e j u s t 
set up a co m p u t e r i z e d t r a c k i n g system. 

Many unimmunized c h i l d r e n are the n a t i o n ' s v e r y p o o r e s t . O f t e n 
no one knows t h e y don't have t h e shots s i n c e t h e y have no c e n t r a l 
p l a c e where a l l t h e i r h e a l t h care needs are met, s a i d Dr. I r w i n 
Redlener, p r e s i d e n t o f t h e C h i l d r e n ' s H e a l t h Fund, a f o u n d a t i o n 
which t r i e s t o e s t a b l i s h comprehensive p e d i a t r i c programs f o r some 
of t h e n a t i o n ' s n e e d i e s t . 

''These k i d s t h a t we're d e a l i n g w i t h are s i c k , t h e y ' r e 
e x t r a o r d i n a r i l y d i s a d v a n t a g e d , t h e y ' r e s u f f e r i n g t e r r i b l y and t h e y 
are not immunized,'' s a i d Redlener. 

''The k i n d o f h e a l t h care we're i n t e r e s t e d i n f o r c h i l d r e n i s a 
comprehensive, c o n t i n u i t y - b a s e d , o r g a n i z e d system where t h e h e a l t h 
p r o v i d e r becomes t h e medical home'' f o r t he c h i l d , Redlener s a i d . 

The government v a c c i n e program w i l l h e l p , t he h e a l t h o f f i c i a l s 
s a i d . But t h e r e i s one key problem: Und e r i n s u r e d c h i l d r e n whose 
f a m i l i e s have i n s u r a n c e t h a t doesn't cover i m m u n i z a t i o n are 



required under the program t o go t o s p e c i f i c f e d e r a l l y q u a l i f i e d 
h e a l t h c l i n i c s , not t h e i r own doctors or s t a t e h e a l t h departments. 

Such c l i n i c s ''are g e n e r a l l y located i n poor, i n n e r - c i t y or 
r u r a l areas, r e l a t i v e l y inaccessible t o the large percentage of 
middle-class f a m i l i e s t h a t w i l l f a l l i n t o t h i s category,'' said 
David Wood, a p e d i a t r i c i a n p r a c t i c i n g i n an i n n e r - c i t y c l i n i c i n 
Los Angeles. 

Thompson suggested the panel r e t h i n k the e n t i r e government 
program, and consider l e t t i n g the states arrange vaccines 
themselves. 

But others s a i d the program must stay, j u s t w i t h g l i t c h e s f i x e d . 
1 1 Our job now i s t o make the adjustments i n an important program 

tha t w i l l permit i t t o f u n c t i o n w i t h maximal impact and i n the 
s p i r i t intended by i t s o r i g i n a l d r a f t e r s , ' ' 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 look 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. 
1 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 I believe are essential. 

By the way, ray written testimony had already received fairly negative feedback 
from folks in die 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 VFC 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 legitimate 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 whom affordability was a problem. We should now move to "Phase 
fl" of the VFC program which would: 

move more VFC money to infrastructure and resource 
development; 
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suggest that states devise ways to require all family 
health 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 IT 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 provide you with some additional information on this matter. 
Perhaps a "Phase II" approach would be helpful in cooling things down, moving 
the program forward and gaining some new allies in the process. 

IR: kms 

enclosure 
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March 24, 1995 

Hie Honorable Donna E. Shalala 
Secretary 
Department of Health and Human Services 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 

Dear Secretary Shalala: 

It was good to see you earlier 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 general 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 Mississippi, 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 health 
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 attending 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. 
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I have been arguing this point for years with many people in 
government, including my Mend 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 extraordinary needs of children most likely 
to be partially or totally unimmunized. Tlie VFC program does nothing 
for my patients who, until they get into a medical home relationship, 
have as much as a 90% chance of being behind in their shots. This is 
true for homeless kids in New York and children living in rural isolation 
and poverty in the Mississippi delta. 

VFC 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 money 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 a program in trouble. Some of 
the criticism is legitimate; some is 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. 
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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, 

Tfwm Redlener, MD 
Associate Professor of Pediatrics 
Albert Einstein College of Medicine 

- Montefiore Medical Center 
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NOTE TO JAKE SIEWERT — 

As discussed. Dr. Satcher and Dr. Orenste 
the VFC program tomorrow — I'm planning^ 
points after we get final uleSfafiCe-tSTtli^ir remarks from om>. 

In the meantime, I've attached some "geneiric" VFC talking points, 
solicited from the 
rch of Dimes. We plan 
along with the 
sneet. 

and some of the supportive letters we've 
American Academy of Pediatrics and the Ma: 
to distribute thoec to reporters tomorrow 
testimony and the child immunization ract 

Please share these with Ginny, and let me 
anything else. 

MAIi ssa 

n will be testifying on 
o wrote up some talking 

know i f you need 
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T a l k i n g p o i n t s - Vaccines f o r Children 

Tbe Vaeoines foe c h i l d r e n program i s an 
broader childhood Imavmisation I n i t i a t i v e 
key s t r a t e g i e s t o improve preschool 
incluUe improving the q u a l i t y and q u a n t i t y 
s e r v i c e s ; reducing vaccine costs; inoroacjing 
p a r t i c i p a t i o n and partnerships; improving 
and v a c c i n a t i o n covarag*; and improving 

va< ;cination 

important part of the 
The C I I includes f i v e 

r a t e e . Theee 
of v a c c i n a t i o n d e l i v e r y 

awareness, community 
the monitoring of disens* 

inee and vaovine use. 

lunch a new 

Improving preschool l o B u a i i a t i o n rates i s one of the C l i n t o n 
Xtainisfcsation'B higheet p r i o r i t i e s . Since ta k i n g o f f i c e , the 
C l i n t o n A d m i n i s t r a t i o n has doubled funding, and guaranteed funds 
f o r new vaccines. L e g i s l a t i o n t o 
Immunisation I n i t i a t i v e was i n t l vAluutsU 
C l i n t o n ' s inauguration. A s p e c i f i c <foal was set f o r 1996: 
i n c r e a s i n g v a c c i n a t i o n l e v e l s f o r two-i|ear-old c h i l d r e n t o 90 
percent f o r the most v t i t i u a l dvs>w». And 
f r e e vaccines t o m i l l i o n s of poor and 
i n s t i t u t e d . 

Childhood 
F r e s i d e u l 

a new px.ugx.dju Lu pxuvide 
uninsured c h i l d r e n was 

While c h i l d immunisation rates have improved since the 1989-1991 
measles epideaic, VFC i s a Kay p a r t of the n a t i o n a l s t r a t e g y t o 
reach tbe one m i l l i o n American c h i l d i e n vho are not f u l l y 
vaccinated by age two. A 1993 survey found t h a t 33 percent of 
pre-school c h i l d r e n (average age 27 monthsb had not received a f u l l 
s e r i e s of the three most c r i t i c a l vaccirms (MMR, DTP and p o l i o ) . 
About 45 pcroent had not received the HIB vaccine, which p r o t e c t s 
c h i l d r e n against b a c t e r i a l meningitis; ami 84 percent had not been 
vaccinated aqainat H e p a t i t i s B, which causes l i v e r disease. 

As an i n t e g r a l p a r t of the C I I r the Vaeoines f o r c h i l d r e n program 
focuses on making f r e e vaccines more widely a v a i l a b l e , reducing 
costs and missed o p p o r t u n i t i e s f o r immunisation. I n the past ten 
years, immunization costs have increased t i n - f o l d : the p r i v a t e cost 
u l a f u l l s e r i e s of immunizations increascjd from about $27 i n 1983 
t o $270 i n 1994. A Spring 1992 survey by the American Academy of 
P e d i a t r i c s showed t h a t 43 percent of p e d i a t r i c i a n s had increased 
t h e i r r e f e r r a l s t o p u b l i c c l i n i c s f o r vacc 
te n years, p r i m a r i l y because of costs. 

under the VFC program, vaccines w i l l be 
vho are enrolled i n Medicaid or uninsured 
and alaekan nativas. That moanc 'that phyci 
t o r e f e r uninsured c h i l d r e n t o p u b l i c c l 
t h a t means missed o p p o r t u n i t i e s f o r 
care. And parents nan chons* whirth provi* 
f o r t h e i r c h i l d , because the d i f f e r e n c e 
s e t t i n g s ($270 and $129) won't be a f a c t o 

nations i n the preceding 

provided free to children 
and to native Americans 

iiane w i l l no longer havo 
nies, a common p r a c t i c e 

and fragmented 
er makes the most sensa 
n p r i c e between the two 

immui l i z a t i o n s 
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This v i i i Bake a tremenflous difference fot nine n i l l ion uninsured 
American children. While Medicaid recipients can receive free 
vaccines under current law, working families have not had the same 

.on infants and toddlers 
;rce vaccines, and their 

guarantee. Under VFC, more than one mil l 
without insurance w i l l now be guaranteed 
parents w i l l pay only a modest administrat .on fee. And because ten 
percent of a l l American children don't have health insurance, VFC 
w i l l also help millions more older children who need follow-up 
vaccines at age four and fifteen 

reeeiive Under VFC, every eligible child v i l l 
parents cannot afford to pay the admin 
doctors w i l l continue to serve their 
parent or guardian cannot afford to pay 
Other needy children w i l l not be charged 

regular 

in addition, VFC will provide free vaeoines to ohildren with 
and Federally guaiitieo limited insurance in rural health clinics 

Health Centers. 
insurance plans 
eligible for free vaccines. 

vaccinations, even i f 
atratioa fee. frivate 

patients, even i f the 
the administration fee. 

lee in pucilc c l i n i c s . 

In these settings, adiitional children whose 
don't cover vaccinations w i l l continue to be 

Funds for new vaccines v i l l automatically 
new childhood vaccines recommended by a 
w i l l automatically be purchased by the 
provided free to eligible children — and 
never again l i m i t or'delay federal 

be provided. Under VFC, 
federal advisory committee 

federal government and 
budget constrainte w i l l 

of new vaccines. purcha 3e 

States v i l l be able to save money by ordering vaooines at the 
lover, government price. Because VFC w i l l lower states' Medicaid 
costs for vaccines, these savings can be vsed to keep clinics open 
longer, or take, other measures to increase immunization rates. And 
more states w i l l be guaranteed the lower CDC price for the vaccines 
they do purchase. 

Child immunisation protects children and SLves money. For example, 
every dollar spent on the MMR (measles/mumis/rubella) vaccine saves 
$21 in potential health care costa. Per the DTP {diphtheria/ 
tetanus/pertussis) vaccine, the cost-benefit ratio i s 30 to 1. And 
for polio, i t ' s 6 to 1. ! 
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May 3 

The Honorable Bob PacJcwood, Chairman 
Committee on Finance 
United Gtate* Senate 
219 Dirbea Senate Office Building 
Washington, DC 20510 

Dear Mr. Chairman; 

It is my understanding that the U.S. Congress is 
Vaccines for Children Program. Tbe March of Dines 
program because our mission is to improve tbe health 
defects and infant monality. Timely childhood immunfcBttops can do both. Our history 
includes efforts to prevent polio, as -well as to eliminate mbeHa and the serious birth 
deffeei congenital rubella synUromo. We also believe n s babies should die nf measles --
as many did in the 1990-91 epidemic. 

Wbcn fuUy IrapJemenscd, the Vaccines for Qnk ren Program would ensure that 
poor and uniusiued chOdren have financial access to aa necessary vaccines. While rates 

1995 

reviewing the effectiveness of the 
has particular interest in this 
if babies by prevendng birth 

of childhood immunization for individual vaccines have 
only two-thirds of children are fully immunized (4 DTP 
second birthday. 

The Federal childhood vaccine progiain funded 
health deparuuents has long fallen short of the need, 
for Children Program was initiated, tbe federal 
was inadequate for three years after it was put on the 
to ration the vacdne, rather than protect aD cWMren 

improved over the last few yean, 
3 polio and 1 MMR) by their 

through appropriations for local 
or example, before the Vaccines 

distribution for tbe Hib meningitis vaccine 
narket Health departments had 

The shortfall in public funds was related to steafiy mcrease* in the price of 
vaooines. At tho MOM timo, many uaiasured worirfng faniHet paid double the puUir 
price for vaccines in private physidans offices- When ftey could not afford these prices, 
such families were sent to the already burdened health department dinics. The Vaccines 

their private pediatricians. 

" FROM 201-296-2964" """""" 05-03-95 i::t5 PK 



MGY-0/1-1995 09.-16 FROM 

MflY 03 '95 12:56 FR rWRCM OF DI^ES DC 
TO 

203 296 2bM TO 6936166 
91567029 P.06 

The Vaccines for Children Program can both sa re money fnr federal and state 
government and target needed immunizations to chQdnn who are uninsured and whose 
families cannot ofEord the out of pocket costs for vacdhes. The Vncdnes for ChOdren 
Program provides relief to states, who can reallocate public health doUars for outreach, 
education and services. The federal law also cnmcdybrotccts states' rights to purchase 
vaccines for all childien at the Federal price. 

It Is important to remember that tbe Vaccines for Childien Program was 
developed as a bipartisan compromise, including elements Irom the origbul Qinteu 
Administration plan, as well as from hills Introduced by Democratic and Rcpublkaa 
Senaton in the 103rd Congress (5.733 and S.732 introduced by Senators Reigle and 
Kennedy; and 5,886 iutroduced by Senators Danforth, Kassebaum, Durenberger, Gregg 
and Bond). 

As president of the March of Dimes, I urge you to work for continuation of the 
Vaccines for Children Program so that the goal of imriunizing all our nation's children 
with age>approprlaie vacdaw um U reached by the Vear 2000. 

SfllceT jly, 

c<~u-
Dr. Jerfrofe: 
President 

tt L Howse 

05-03-95 1?:4« FM W 
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American 
Academy of 
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LouU^CMpar, MD 
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Susan Arotttn. MO 

Jotspn R. zangi. MO 

Lft/ayvfe, inoiina 

Dona^E. COM \to 
S«on» Caierado 
L««rurt A. Kunik. WO 
San Odea. OMKorri* 

May 1,1993 

David SatcDer, hi.D. 
Dcrector. Ceoten for OUeue Conrrol and Prevention 
1600 Clinoa Road, N6 
Atianit. GA 30333 

Dear Dr. Satcher: 

Tbe American Academy of Pedufciu, aoi more importantly, the families 
we serve, une your cemiottd njppgct fa* the Vaccine for CUIdren 
(VTC) Program. AUiough the program js only ic înfancy (S nprnhs) 
•ad has had wore than ita share of growina paint, over 36 sutes have a 
complete prapam, with the ianauua« in various itaget of devdopmeru. 

Usd! dl Cbiidim and idokscents have financial access co comprehensive 
health cate. (he VPC program provides an important remedy for obstacles to 
oar nation'* fannmnization initiative in 4 iODonaa trcaa; 

1) it provides tauxnoioiioRS for de Increasing number of children in 
woddng.middk-ciwi (Knilies wbede dependent coverage is either am 
covered or dropped; 
2) li acsores flw all eUg&fe chfldr to will receive the benefits of 
oewly reconuoended vaccines for a haal entry, thus stnngthenlag 
immunhy leveU of tbe canmusî ; 
3) it gives KCUCS the oprion LO pun base additional vaafres EO cover 
ihe so-called imdedawred childrenIwho have typical nuKinuce 
policies which don't iiKiude immur izatiom; aad 
4) ir allows Medicaid aad native A irwrtcia' families io receive 
Immuoizatiotis ia a medical home. 

The VFC Program is an integral pan of th a nation's coal of protecting as 
yotinccst citizens from the nvages of vacc ne-prcventible diieases It must 
he viewed wiihm the comext of all other p iblk at^ private teatih iniuadves, 
each eowributinj an important etemcnt. A premature halt to the VPC 
Progom in the absence of univercal access to health care including 
immucuaaons, would leave many children in Umbo ao) vuiieraWe to 
disease. ' 

'llie V F C Program is deserving of your sqipon 

Sincerely yours, 

j9(th*UAj /mo 
George D. Comerci, M.D. 
Presidmi 

n>«nt4l. too wxaat hnitn br •UlnUnq.cnttw.SdQl 
aOBAmnni ofcpamai pnŷ wi. 
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American 
Academy of 
Pediatrics 
SuMOONonfc 
VaAbpn. DC 20005 News {lelease 

CONTACT; Marjorie Tharp 
800/336-5475 
202/347-8600 

FOR RELEASE: May 3, 1995 

BUDGET PROCESS THREATENS VACCINE PROGRAM 

Washington, D.C, - The American Academy of Pediatrics (AAP) is urging Congress to 

maintain federal funding for the Vacciaes for Children (VF^) program, which provides free 

vaccine io children meeting certain requiremeats. 

"Americans want fiscal responsibility," AAP President Geoife Comerci, M.D., said, "and in 

this case, the economic sense comes from investing money tp. a preventive service now to 

avoid higher heaJth cate costs latter." 

The Senate Finance Committee will review the VFC prograiji tomorrow, 9:30 a.m., 215 

Dirksen, to determine whether funding should be cut or eliminated so that the savings can be 

used towards balancing the budget. 

The VFC program, just 8 months old, guarantees free vaccint; to children age 18 or younger 

who are Medicaid eligible, uninsured or Native American, lindermsured children are ©Hgiblc 

if they receive care at a federally qualified health center. 

According to the AAP, the VFC program addresses most of the barriers some parents faced in 

delaying thoir child's immunizations, such as: 

• offering free immunizations for children in wonting, middie-ciass families 
is either not includê  or has been dropped; where dependent coverage 

•more-
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VPC PROGRAM 
2-2-2 

providing states the option to purchase additional vaccines at a reduced 
price to cover underinsured children whose Lisurance doesn't include 
immunization; 

allowing Medicaid and Native American families to receive iixiraunizations 
in a medical home. 

assuring that all eligible children will receive the benefits of newly 
recommended vaccines for school entry, caus ng immunity levels in the 
community to strengthen. 

'The truth is that medical science has done such a fantastic [obof virtually eliminating these 

infectious diseases " Dr. Comerci said. "People have forgotten what it was like when 

diphtheria, polio and other contagious diseases were coramô . 

"Clearly, vaccine manufacturers have shared in this success t̂ory. 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 need the government's 

program Tn guarantee that our children, and subsequently the 

free of preventable diseases. 

financial support for the VFC 

communities they live in, are 



"Immuwang children is a public health issue. Until all children and adolescents have 

financial access to comprehensive health care, the VFC prognun must remain intact." 

The VFC program was appropriated $348 million for fiscal ŷ ar 1995. J^idant Climon'G 

fiscal year 1996 budget proposes $365 millioa 

# # # 
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CENTF.R H)R HEALTH POLICY RESEARCH 

Mav 4. 1995 

The Honorable John D (Jay) Rockefeller IV 
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 1 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. 

1 Of the 12 states with universal programs that we stuchecL four are represented on the Finance Committee (Rhode Island. 
Wyoming. South Dakota and Alaska). Additionally, since October 1. 1994, five states and the Commonwealth of Puerto Rico 
have instituted universal vaccine purchasing and distribution systems. Of these, two (North Dakota and Illinois) are represented 
on the Finance Committee 
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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 artivities 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, 

ra Rosenbaum Elizabeth Wehr 
Co-Director Research Associate 

cc: The Honorable Bob Packwood 
The Honorable Daniel Patrick Moynihan 
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Stat«neat by Lloyd F. Novick W.D.* K.P.H., First Deputy 
Commissioner, New York State Department of Health. 

Oood morning, my nan« i * Lloyd Novick and I am the First 

Deputy Commissioner of che New YorJc state Department of Health. 

I am here on behalf of Dr. Barbara DeBuono, Commissioner, New 

York State Department of Health, who serves on the Advisory 

Committee on Immunization Practices to the United States Public 

Health Service, I am pleased to hav© the opportunity today to 

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

for Children program (VFC). Since it s inception a l i t t l e over 

six months ago, VFC Has become an important linX in tke chain of 

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

children and, ultimately, to prevent unnecessary illness and 

death in these, our most vulnerable citizens. 

We at tbe state level have designed a unique system which 

successfully serves children io New York. In our state, we have 

invented * vaccine distribution syBtom which allows childrou to 

be vaccinated by their own pediatrician or family doctor, thus 

prcacrviag continuity of care. 

States should have the opportunity to decion their own 

programs, and tho federal government should continue to support 

state programs that have demonstrated track records of success. 

States can benefit, from both federal assistance and flexibility 

in the design and implementation of 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 in this country. 

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 preventable diseases were not prevenceCL m i»90 aad 
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1991. we had the largest measles outhreak io recent memory with 
almost S,Q00 confirmed cases and 24 deaths. In 1393 and 1994, we 
had the highest rates of pertussis, or whooping cough, in over a 
decade. The root or che problem is poor vaccination levels ia 
preschool children, in New Ycrk, we have only recently achieved 
the level of 58% of two year olds up-to-date for the basic series 
of vaccines. 

We take a very aggressive approach to childhood vaccination 

in New York. We adopted a routine 2-dose measles vaccination 

•ehedule before th« rest of the nation. We were among the first 

states to require screening of pregnant women for hepatitis B and 

tr»atm*nt of at-risk newborn babies, and we are the first to 

require routine hepatitis B immunization for entry into school. 

The National Vaccine Advisory committee's 'Measles White 

Paper- in 1991 cpoiiod out che harriers to timely preschool 

immunization. These run the gamut from educating and motivating 

parents to gat their children vaccinated and making preventive 

health services available, to ensuring that these services are 

actually provided including ensuring that vaccines are available. 

We will not succeed by removing only one or LWO of chese 

barriers; a l l are critical links in the chain leading to the goal 

of full vaccination coverage. In New York, we have aggressively 

attacked these barriers on a l l fronts, as ouuiinwi in the 

attachments to my testimony. 

The focus of many of our efforts to improve vaccination 

status is the concept of a "medical home" for each childi a 

health care provider who the family can know and trust, and who 

is able to provide vaccinations and other preventive health 

services. 

The Vaccine program is an important link in our efforts to 
build a partnership for immunixation between public health and 
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tha medical care community in New Yorfc. This partnership is 

vital because between two-thirds and three quarters of children 

in New York receive their routine medical care in the private and 

voluntary sector 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 clinics. No amount of 

effort directed at the public health clinics in New Vork will 

solve our immunization problems because that is not where most 

children are vaccinated. 

Despite the problems you may have read about in the 

newspaper vith the federal VFC vaccine warehouse. New York's VFC 

program hegan on time last October and has grown rapidly into a 

major success. We have enrolled over 2,800 physicians and 47B 

health facilities including 95% of major Medicaid fee-

for-service billera. We have shipped over 2.8 million doses of 

vaccine. We hav« begun a media campaign informing parents of the 

program highlighted by a television spot by the Harlem Globe 

Trotters. 

Have we had problems? That goes without saying in a program 
of this magnitude. Overall, there have been remarkably few 

problems. 

Have p h y s i c i a n s embraced tti« program? The enarollment 

numbers speak for themselves. A recent satisfaction survey of 55 

enrolled physician practices showed good acceptance of the 

program. 

Will immunization levels improve as a result of VFC? Again, 

I believe the answer is yes, although the impact of VFC will be 

hard to separate from that of a l l of our other efforts. 

There are a number of ways that we can already measure the 

impact of VFC in New Vork. First, we view VFC as more than a 
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vaccine distribution program and are already using i t to educate 

enrolled providers on good vaccination practices. We 

have also taken steps to protect VFC vaccines by supplying many 

enrolled providers with continuous ten5>erature recording 

thermometers. We hava also seen a tremandous demand for 

hepatitis B vaccine suggesting that VTC has helped to Speed 

acceptance of this vaccine. Steps like this will be increasingly 

important as new vaccines, like the chickenpox vaccine which 

requires lower storage temperatures and different handling 

praeticee than other vaooinGe, ar© introduced. We are 

coordinating VFC with immunization registry development and 

should be able to use the registry as an accountability tool in 

the future. Wa have also seen a tremendous demand for hepatitis 

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 vaccination to public health clinics 

have declined dramatically. Data on vaccine usage from the first 

37 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. If this trend continues and is seen in other 

counties, i t will provide significant evidence suggesting that 

VFC has reduced some rereirais to public health depwtmwnt 

clinics. 

I want to conclude by reiterating our support for federal 

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 immunization for the sake of our 

children'a haaith. 
Thank you. and I would be glad to answer any questions. 

TOTAL P,0S 
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KSW YOXX VACCDOUI POR CBXLDXBK (HI TTC) 

STATUS KDOXX 

APRIL 1995 



NfiY-04-1995 09:15 FROM 
T 0 94561715 P.08 

NEW YORK VACCINES FOR CHILDREN (NY VFC) 
STATUS REPORT - APRIL, 1995 

The 1993 Omnibus Budget Reconciliation Act cresfed a new Federal vaccine cntiUcroent 
program for children under the age of 19. This program is known as the Vacciucs foe 
Children Prognun, commooly called VFC. In K«w York, local fimds are used ro expand 
the pfograni to include ochcr categories of children". 

Eligibility 
A child meets federal VFC eligibility requiieiaeflis in one of tbe foUowing ways; 

as a Medicaid recipient, 
by not having msuraacc, 
being usdexlnsurcd and visiting a Federal qualified health center, 
being an Americas Indian/Alaskan native. 

New York VFC eligibility includes: 
underinsured children in any medical tetting otter ttum FQHCs, 
nonfederal eligible patients served at a local health department. 

Doses Distrfbated 
New York State and New Yortc City Implemcmed NY VFC aad beganjemolling 
providers in July 1994. On September 15,1994, NY VFC was distributing vaccine to 
participating providers and facilities. Since October 1,1994, tbe effective date for tbe 
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 dose* from tbe NYC DoH. NYSDoH depots aad from the NYSDoH 
contracted distribution vendor. Combined federal VFC dollars for New Yoric Stole and 
New York City equal approximetely $30.5 million in calendar year 1995, 

Provider EnroUment 
As of April 27,1995 a total of 2,836 physicians and 47S facilities have carolled in the 
VFC program, the attached maps show physician and faciUty enrollntent by county. NY 
VFC staff compared 1993 Medicaid billing information related io child vaccinations with 
our provider InforrnaUon. 2,160 providers billed Medicaid for childhood vaccinations in 
1993. Of these billere, 1,482 are currently enrolled in the NY VFC Of tbe 163 
physicians wbo billed Medicaid for more than 1,000 unmunizatioRs in 1993,95% are 
cuiremly enrolled in NY VFC.. 
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Patient Bttgibflfty Eftimstes 
In order to emoll« NY VPC each provider must estimate their patient population by 

eiigibiiity category. The current summary of the provider profiles rstrmatM of their 
patient eligibility status is compared to the statewide VFC eligibility estimates below 

Provider Prf.fltes Sbitewidft KHfribiKlv Etrimnttt 
41% Medicaid recipients 51% 
15% Uninsured 12% 
1% American Indian/Alaskan Native 3% 
1% Underinsured served at a Federally Qualified Health Center .3% 

i 3% Underinsured not federally qualified and served in a public clinic iO% 
29% FuUy insured - not covered by VFC 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 II of the AAP and the Preferred Providers and 
Children (PPAQ Advisory Cormnittee we developed a question and 
answer form to respond to the most commonly expressed concerns about 
VFC. 

• NY VFC recruitment advenisements have been pablfched in professiottal 
newsletters, 
a second NfY VFC recruitment mailing was sent to 4,034 non enrolled 
physicians (some of which may not be in active primary care practice) in 
January 1995, 

• a mailing will be sent to members of the District II AAP who are not 
enrolled in NY VFC. 

Consumer Campaign 

• posters and pamphlets for waiting rooms and consumers are being 
distributed to inform consumers of this program. 
a public service announcements featuring the Harlem Globetrotters is 
being distributed to radio and television stations statewide. 

VFC and ProrkJer Referral Practices 
One of the goals of the VFC Prognun in to eliminate the need for private physicians and 
other providen to refer their patients without adequate health insurance fot immunization 
to public clinics. Encouraging the immunization by primary care providers of children m 
their "medical home" has been idemified as a way to substanthdly reduce tbe "missed 
opportunities" that often result in delays in immunising children. A random sample 
survey of MVS 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. Eighty-eight percent of physicians who referred 
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patients for vaccinations indicated financial hardship to be a very important reason for 
referral. Fifty-four percent of physicians respoadiog to tfto (survey wdiented that some or 
all of the costs of childhood vaccinations should be undenvritten by government. (Refer 
to MD survey far referral informatiofi). Preliminary data from a oumber of county public 
clinics in New Vork State indicates that the number of children being referred to their 
clinics for immuaizatiofls has decreased since the implementation of die program (a 
decrease of 45% of vaccines were admmistered in the 5 public clinics for which we have 
data from similar time period BEFORE VFC & AFTER VFC implemented). This trend 
is expected to continue, thereby increasing the number of children who are immunized 
on time while visiting their primary care physicUm. 

LeKs than 20% of all two year old children in New York State w served by public 
clinics. The vast majority of children are served by the private medical communiiy. it is 
clear that the best route to increasing the number of children who are immunized on time 
is to forge a public/private partnersbip to address this issue. Without the active 
participation of private sector providers, any effort to improve the immunization levels in 
New York State will fall short of it's goal. The New York Vaccines for Children 
represents the best hope thus tar for achieving un effective partnership in pursuit of our 
goal. 

Satisfaction Surrey 
In order to monitor the level of satisfaction with the NY VFC Program we have 
developed a survey irouuxueot which ue«d by Department of Health field staff when 
contacting participating providers. This "satisfaction survey" (see attached questionnaire) 
enables providars to describe their experiences with the program in a way that will both 
help identify aspects of the program that are effective or need to be improved and to ask 
physicians if they think the program will help their patients. The most recent survey 
conducted included 55 private physicians practices representing 181 individual physicians 
and 36 facilities (hospitals and clinics). Of those polled 87% of physicians and 77% of 
facilities indicated that the program's vaccine ordering system is convement to use and a 
lar£e majority felt that die operators reached tluough the toll-free number were 
Knowledgeable and helpful- Survey responded also indicated 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 
incentive to serve Medicaid enrolled children. Ongoing use of the survey will allow the 
program's administratots to sec "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". 

Vacdne Accountability 
From ihe inception of the VFC Program it has been our intention to provide 
accountability systems that both represent responsible oversight of public funds and 
minimize provider burden. This Is iu pan because State purchased vaeetfles are also 
being distributed in tbe system for which we need to maintain accountability. The 
specific issues that we want to be able to account for are proper vaccine handling to 
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minimize waste, appropnate use of specific fuads by elifitriUty criteria and a decrease in 
patient referral practice* away (torn die "medical home". The following systems currently 
arc or will be implemented in New York State to assure VFC accountability: 

• Pilot State working with CDC .o develop accounting problems from doctor's 
offices that are nor overly burdensome, 

• Using vaccine ordering records to compare "orders" to "provider profiles" to 
determine if profU<ss should be amended. In most instances providers over 
estimated the number of children they serve. Ordering practices can be used to 
adjust the profiles. 

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

• Review vaccine orders to detetmine that providers are not ordering vaccines in 
CKCCW (three month supply) of their patient e&dtnates. Specific vaccines such as 
pediatric DT and adult Hep B will have special edits attached ro ensure tha: 
vaccine* are not used beyond the CDC or NYS established policies. 

• Periodically cross reference vaccine administration billiag information from 
Medicaid with vaccine ordenng and profile information from the same physician. 

• Conduct raftdom cducation«l/tecbnic<il essisomce visits to providers lo make 
available vaccine storage and safeguarding infonnation as well as other pertinent 
issues about vaccine scheduling, contraindications, school immunizarion 
requirements etc. 

• Conduct "spot checks" record reviews among providers whose ordering 
patterns/amounts are considered to be outside the norm of other similarly sized 
providers. 

• Conduct periodic random audits of facility providers m review record keieping, 
vaccine handling and verificaiion of provider profile information, 

• Continue annual local health unit visits to review vaccine storege/handling and 
impicmcntauoo of Standards of Pediatric Immunization Practices. 

• Recotd instances of vaccine loss by provider name/site. Ensure those sites receive 
additional information/tips on vaccine sateguarding. If vaccine loss occur* 
frequently, make site visit or remove from NY VFC program. 

• Determine through phone call or mail survey what vaccine safeguarding 
systems/policies are in plaoe in sites where large quantities of vaccines are 
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maintained As resources permit, provide those sites with tempexaturt monitoring 
devices, model protocols,"day-glo 'sdclcen to be pltced oa outlets end 
refrigerator, etc, 

• Compare aggregate and individual vaccine ordero by types of vaccines requested 
to determine if the "expected" ratio of vaccines appear, (example 5 OTP, 4 OPV, 
3 Hep B, 3 Hib, and 2 MMR) Sigmficant deviations from the expected ratio will 
serve as one means to select sites for office reviews. 

Evaluation 
The overall success cf the NY VFC Program will be measured in a number of ways. We 
plan to continue to encourage recruitment of providers particuiariy those providing 
services to targe numbers of eligible children; we will continue to assess 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 referral 
of children from their primary care provider to the local public health clinic as reported by 
physicians in a 1993 survey. The following are specific examples of plans to evaluate the 
program. 

• Compare vaccine usage data of local health units from equivalent 
periods from prior to VFC and after impiedoeotation to determine if 
the program has resulted in decreased referrals to public dinics. 

• Review Medicaid Immunization claims by provider te determine 
enrollment in NY VFC. 

• Continue statewide retrospective immunizadon survey levels of 
. two year olds, 

• Review immunization status of patients in VFC provider offices 
through the peer review project. 
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Mew YorJc State inwunizatron Jaiciatives, 1989-1994 

The p«riod 19S9 to ths preaent haa b««a e time of iat«a»« ftctlvity 
for cbe New tforic/sta^ iw^arawat of Httaith (i«5D0H) Usnwiiisatioa 
Program. Th*'big:b;iighfeff have been efforts to tiqtx. the.awMlas B(sia«nic 
And to laiprov* uaKvmiaation level* in ps«»eihool aye children tbrouffb 
reduction of barriars to laaunization, takina «dv«u»t«ff« of •v^ty 
opportunity for isBmnlzatloa, outrtach to high-risk conacunitiea, aad 
devalcssnsat of a vaic'ctna ordering- and diatrihutioa «yst«Bi for a l l health 
care proviflera. A« axanplafi of the dejprea ef activity, dosos of vaeeia* 
adainistared through tha program have incraased over 400 parcant from 
250,000 doses (1987) to 1,250,000 doaaa projected i a 1394 and vaocia« 
expiindiuiires. by the. program h«v© ia«ro*eod from ipproximn-fcaly $1-5 
million in 1986 to over '.$18 million Drojacted in 1994. 

Th<a pwriod h«» seen fiv« mftjer additiooa to th» Puilic Haaith Lav 
(PHLJ affsctiag inaunizationa (jaandatory perinatal hepatitis B 
screening, college inrounization requiraraent, "Haemophilus influenzae 
type b {Hib> , day-i;*** toquitewient, H^jpiakiti* B »«hool r^Kfuiarwwie «»d 
i!Wiranee-niancbit»d cov^rags tor iarnvmizatioa) . fiva major amandniwitB 
to state regulations (those related to PHL changes plus twe-dos* meaasles 
requirements for kindergarten nxA health core workers) aad fehr-ea 
statement* of departmental policy ia the form of Health Series Memoranda 
affecting hospitals and other regulated facilities. Valid 
contrcLinaicationB co iawxaizatiwa, euttoroftfc control guidwllnas -vaO. 
ztpiirmd scr««ning and provision of iasaurii sat ions in health care 
facilitiee. 

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

1. February - June, 1989. Widespread meaalee outbreaks affecting 12 
colleges and nine eAeondary schools with 91 eases and over 50,000 
dosea of iaeasles-TO»nps-jrul>ella (MMR) used in outbreak control. 
Total outbreaX control costs exceed $1 aillion. 

April, 1989. NTCTSDOH rweanawmds routine two-dose measles 
iwtwmization in advance o£ nationa.1 advisory group*. 

June, 1989. PHL 2165 mandates that a l l poet-secondary students in 
the state'pitbvide proof of immunity to measles, mumps and rubella 
in order to attend college. 

May. 1990. PHI* 2500-e mandates screening of a l l pregnant women for 
hepatitis * and treatment of all'exposed newborn infanta. 

June, 1990. . Meaales epidemic b**!** in w«r* eiey t»«f«> 
ourreuadisig counties. 

July 1990. ftwendment to PHX. 2164 aandatee Hib inmunizatioh for 
all children less than age five years attending child day care, 
nursery school or pre-kindergarten programs 

2. 

3. 

4, 

5. 

6. 
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7. ««pt«nber - MovMdMr, 19S0. WIC ineuzuz&tioa initUtive In KVC in 
ratapcn** to the wavleK epidenlc. Ninety-fiv© abouewid four 
hundred fifteen children in over 100 wxc clinics had aeaslee 
isnuais&tion stAtus screened/ 8,394 (8.8 percent) needed neasleE 
iBammlzatioB end were known vaccinated as a result of WIC effort* 
{3,132 - 3? percent} or referred for ianunizaticn. 

3. September - November, 1990. sospit«l knauaixation initiative in 
New York City, ©ve* 40,000 doeee of KKR vaccine wre distributed 
co 42 hospitals for uee in non traditional settings such as emergency 
departmaats in accordance with Public Health Lav 2805-h requiring 
hospitals to screen and make available Immunizations to a l l 
patients under their care leas than 18 years old. Vaccine shortages 
were identities ia soui* facilitioe aa a bax-riar to immunization, 

9. January, 1991. Statewide policy adopted to screen imnwnization 
status ir* all childsfen attendiiig WIC and vaccinate or refer those 
needing immuhieetioas. WIC aedical referral form updated to 
include dates of receipt of al l vaoeinas. 

10. April - NoveiSber, 1991. Study of strategies to achieve iaanmiiation 
through WIC participation, funded by the Centers for Diseaae 
Control and Prevention (CDC) Infant lamwaisation Initiative grant. 
Attempted to give MMR to eligible children at six NYC WIC eites by 
escort to nearby pediatric clinie (two aites), triage to monthly 
wrc check pick-up- until proof of MMR provided {two sites) or 
referral for immunization without ether incentive (two sitess) . six 
thousand children enrolled, 13 percent were eligible for measlas 
immunization, and immunization was achieved in 79 parcent (escort). 
79 percent (cheek triage> and 35 poarewt (refarral) by the end of 
the study period. 

11. Hay. 1991. NYSDOH and NiCDOH •uccecpfully request an additional 
$1 million from CDC to address vaccine shortages in the NVC Health 
and Hospitals corporation facilities. 

12. June, 1991. NYSDOH sponsors a one-day conference in NYC tor 
hospital directors of pediatrics to discuss removing barriers to 
immunization within the health care system and encouraging 
provision of immunizations in aontraditional settings like 
emergency departments in accordance with PHL 2805-h. Rotables 
attend such or. eaul nurugman. professor emeritus at Kew York 
university and Dr. waiter Orenstein, director of immunlzatioa ac 
CSC. 

13. June, 1991. Informal telephone eurvey,conducted of pediatric 
directors by DOK professional staff to elucidate barriers to 
iw»uni.»»tiibn •«feiviti«s in hospitals, salient responses include: 
high oost of vaccines in private sector and lack of specific 
reimbursement for vacciaes in clinics and emergency departments, 
lack of priroary care slots resulting ia long wait* for appointments, 
and reluctance, to provide inaauni^ationB outaido th» primary care 
setting (e.g-, emergency dapart»ente). 
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l i . Juaa, Section 405.3 of state regulation* omentod eo require 
al l workers ia regulated healtn care facilities to provide proof 
of inomaity: to neasies including two doses of measles vaccine. This 
was in resptmao to vidsspraed nosccctnial measles outbreaks 
involving hoeipital staff: In 1990, 19 hospitals reported a aotal 
ef 74 nosocomial measles eaaeo.. 26 involving staff. Four pecUnfcs 
died who acquired measles in the hospital. Fifty-two hoapitala were 
required by the State to adopt nosocomial owUweak oontrol tteaeures 
because of measles oxpoaiure. Over 22 hospital worker cases reported 
in 1991 including job titles ranging -from pediatric neurosurgeon 
te housekeeper. 

15. August - October, 1991. WTSDOH and New Ycwk state Department of 
Social service* (HxibSG} aonduct an inrouniration campaign in NYC 
uaing cdnmwnity-based organizations {CBOs) to outreach to 
high-risk, hard-to-reach populationa such as minorities and illegal 
iaaigrants. In. all, 31 CBOs participated and 77 clinics were held 
at various neighborhood sites, four Income Kaintenance centers and 
three NYS Bousing Authority location*. Five thousand six hundred 
ana t±vn ptrcaona w«ro inmimized, 1,1C1 (18 percent) in the target 
praechool age groups (uadar five years old). 

16. Doceaibar. 1991. ' NYSDOH hosts a statewide Iamuni*ati©n Retreat 
involving representatives of local health deparfcaenta. stata 
agimcUs inolvding the Departments of Social Services aad 
inaurAAea, hospital and profeesional organisations, physician 
croups including PPAC provider*, the pharmaceutical industry and 
CDC. The agenda involves universal provision of vaccine by the 
public sector, but discussion quickly focuses on the need for a 
written, cemprehensiv« scate waun*ration plan. The key components 
of the plan are discussed. 

17. March, 1992. JfMlth Scries MMiarandum establishing measles 
outbreak control policies in health care facilities is published. 

5.8. aparii, 1992. Health series Memorandum concerning state policy on 
valid and invalid contraindication to vaccination ia pufeii«bad. 

19. Januajy, 1992. state Jamtunization Plan (latar termed lanmaniretion 
Aefeien Wah) ia developed and over 20 individuals or organizations 
representing health care providers, State/local adjunct haaith 
agencies, voluntary aasociation*. Child health odvoeetee are 
enlisted tp become coalition aenbars to iwprev* imunization levels 
of New York State's 0-2 year children-

20. December. 1992. NYSDOH host* a National WIC/UMSunixatioa 
Conference in NYC attended by WIC and insBuniaatien staff trom each 
State and U.S. territory. Mrs. Cuomo was the Keynote Speaker. 

21. April, 1992. One million two hundred fifty tbouaend dollars o* mfe 
Public Health Campaign (PaC) funds are directed to iammiaation 
InitiAtiveo. Two hundred fifty thousand dollars of state funds are 
matched with federal fuada to croata a total of $400,000 to support 
11 cofflRunity-basod organiration tn NYC' s highest risk neighborhood 
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to identify underiaaunited children end to link th«a te primary cere 
service*- Seven local health units receive FRC fundm to expand 
their clinic service hours, dates aad locations to better serve 
un<a*ri«nmmixed children-. 

22. February, 1993. Health Series Memorandum detailing requirements 
of Public Health Law 2305-h co screen and immunias appropriate, 
each child unaer ia .yw&r* o£ ag* who pveeents to a health care 
facility. 

23. April, 1993. A random survey of 1,137 licensed pwdlacvicians and 
family-practice physicians in New VprX were surveyed about 
vaccination practices. The responees from this survey provided 
iixfopaabian' racardina adherence to the Standards for Pediatric 
inardnization Practices, physician attitudes about DOH iara.unis«tivii 
initiatives sUch as vaccine availability and the development of a 
statwide imtminisation registry. 

ZA. June - October, 1993. NYSDOK and CSS conduct a pilot study designed 
to access children under six years of age vho receive AFDC benefits 
and review their immunization stacus• Yhr«e uodal* ara piloted in 
three locations ih NYC. The study revealed that the children are 
both poorly immunized aad receptive to the design of the project, 
the immunisation l*vois of tbe children less than two years of age 
ranged between 20-30 percent and over 50 percent cf the families 
brought the iimnuniiafcion records to the AFDC recertification site 
as requested. A* a result, addlr.ional State-funded proiectfl are 
underway in AFDC^sites around NYS (£«'« NBA below). 

25. saptttnber. 1993 - The isoumizatioK Program developed a PSA to 
encourage immunization of children by the age of cwo wHich f aAturea 
the entertainer Shari Lewis and her puppet Lamb Chop. This PSA is 
colorful and entertaining and portraya Shari Lewis and Lamb Chop 
in a birthday party celebration setting with balloons, streamers 
and a birthday cake. A humorous dialogue takes place between the 
two hfhirh idfomns parents of the need to complete a child's 
immunization series by their second birthOay. wbw this »CA was 
distributed to TV stations statewide, the Growing op Healthy 
Hotline experienced on increase in calls requesting Information on 
immunirations. 

26. 1993. Historic low point fcr measles incidence in NYS and nation. 

27. 1993. Passage of child Health Insurance ReEeno B i l l taandating that 
regulated incurance companies in NYS cover routine pediatric 
primary care.including isstunizatlona (effective April 1, 1994). 

28. 1994. The NYS OOH laanuaisation Program established contracts with 
che ninetaan federally fundad costtunity health centers in NYS 
(exclusive of NYC). Each CHC was asked to perform wo sp«:i£ic 
tacke: the first is to perform an assesament of the immunisation 
status of children two years of age served at their centers; the 
second is to identify barriers that «xiat in their practices 
that may be contributing to under immuniaation- The goal of the 
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• ̂ Profirsr«» ia ts enmuxm thai. Mcb of these CMC's iaatitutieaalise the 
process of assessing the iwwni zn-tico stetrus of children two years 
of age and tfi> idefttify and eliminate barriers that exist prevtmtitiff 
children from being fully ImamizcA. 

29. April, 1994. Nineteen Neighborhood Based Alliances (NBA) receive 
state FUC funding to hire, train/ and place outreach workers at 
local DSS AFDC sites to screes immunization levels and anmisa XwmA 
poisoning tests are conducted fox- children lass than six years of 
ago. The outreach workers are responsible for referring and 
following up on children who are behind in their iftssuniaations or 
who have not been tested for load poisoning. 

30. iJUiits, Iwawtni-Babioa. I w ^ i a l a t i o n paeeea which i n c l u d e s 
hepatitis & ijonunization reouireffont for school attendance (first 
State in the nations to do so), broadens the definition of who is 
eligible to consent for the immuniaation of a child to include adult 
family members other than the parent, and allowe pilot testing to 
determine the feasibility of a statewida immunisation registry. 

31. October, 1994. Implementation of the New York Vaccines tor cniidraxt 
Program (NY VPC). A Federal vaccine entitlement program for 
Medicaid and underinsured children is implanented at the State 
level and raqpanded with Ctata and city funds to cover underinsurad 
ehildr«n aad all patients seen at local health departments. An 
estimated 5,000 private physicians could benefit from the program 
by receiving vaccinas at no charge to pm&vlde to chair oiiyibl* 
patients. Parents who cannot afford the high cost of immuaiatation 
will not have.to be referred from providers to their local health 
unit far one aspect of their child's primary health care needs. 

32. October 1994 - The Immunization Program sponsored a statewide 
conferencra entitled • immuni ration ia the Era of Health Care Reform" 
which occurred at the Mehonk Mountain Houae, New Paltz, New York. 
This one and one~half day conference was co-sponsored by tbe Medical 
aocioty o£ the state of New York, the New York state Acadeny of 
Family Phyeiciaji*, the American Academy of Pediatrics ana the wew 
York State fs&ociation of County Health officials. This progxsa 
was designed to bring together physicians from the private sector 
to discuss the challenges cf modem immunization practices in the 
delivery of primary care. Physicians attending this conference 
9&£nad an inrdepth under standing of the regulatory and clinical 
strategies, designed to increase the immunization status or chiiareu 
by the age of two. 

33. October 1994 - Sine* 1993, local health units have received funding 
for local Iiawmiration Action Plans (ZAP) . To date, 70 new clinic 
sites have been added operating an additional 10,000 hours 
including 2,000 evening and 500 weex«n& hour*. Vora than 1,000 
outreach activities and 800 educational eveaats have been conducted. 

34. December, 1994 - Th* tmmunization Program developed an educational 
campaign entitled "Kindergarten Registration1' to assist in meatinw 
the national goal of ensuring that more than 90* of New York's 
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zwo-ywr old childrm are adoQuately imimi«ad lay tha yaar 200c, 
Th* object iva of thia educational campaign ia to increase parent's 
awareness of the iaportanee of age appropriate ioBuaiaaeicas during 
)cindergart«n registration. Tfep €««ua aff thia oaaesaicm ia on the 
inwunization' status of younger siblings. The material to be handed 
out and discuaaed by the school nurse includes a parent flyer, 
story/coloring .book and a stick-on-badge. Tha campaign was piloted 
throughout New York State during' 1994 and is scheduled for 
implementation during tbe 1995-96 school year. 

35. spring, 1995. Three sites ware selected for pilot school based 
adolescent Hepatitis 8 initiatives. Rural, suburban and urban 
based schools were selected by three county health deparcmeats to 
implement an educational ana immuni.satioa fi«p**iti« » pilot. 
School based clinics and referrals to healthcare providers will be 
measured to'datetmin* the best means to ensure adequate 
imnunization coverage for adolescents. , The pilots will take place 
in the fall-of 1S95. 
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PHTSICIA* vaCCXHftXlON RBFTOOWL PIUCTICM 

AND VACCXHM TOU CEIVOKUI 

n m T O I X , 1994 
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MMWR t i l l 

Hwith ObfctbifiS for thtNsthn 

•otf Vtooinw fw ChMf s n « Nfw YbffQ 1994 

Afrhougft .v«ooirigtfoa^«f* •mo^ the mort effective preverirve public h»»im 
rocwwree eveil«ble. meby eh<«df»rt ere noi eppropHtttiy vwsc^eted «n time (f}. One 
identlfled barrf^Mi.«)iij^'V9eeiriMieR J« retenre! by primvycwt pttytieian» of chtf-
<lrin TD other meffio^ ieitftj(p»f*r veeeinetion (7). Thi* report tummtrftts t furvvr by 
the New York Stetfl tJepertmentdf f<es1th of veceinetion rofwnl practicn among New 
vfrfc ohy«»ciani'iL^.3a»cr*ef .tha implementation in New vbrt of Vaceine* for Chil-
ctran fVFC}. 9 natiwat prft^efi making faoeraiv purchased vaccines awilebte st no 
eoit to hMlth^ffftproVftta to •cimini$tration to oiif iWc ehtldren {9). 

Dunny Apr a t$9:X trfndom sampie of 1137 liceneed padiatiidana and famity prac­
tice pfcystefans Itoit* n*»#$ fn fiew Y«rk wer* curwred by maa abaut vaccinstion 
practices. Of 75£*(S$K) faaponses, 602 «7%) were Trom actively practicing primafy-
cere physicifnf. Of the»«r 250 i£0%l reftrred ail or soma of thair patients alsewiitra 
for vsoctn«tfan«.pf tetemng physicians, 2291S1%> ra«efred pst^msto a toes! hMlth 
deaattmam cttfifc;. Yjtfl^M incraasad tha number of patient referratt during 
tSS3-t993. w«to rtvati (W) had decraasad rcfftrralt. In addttioa «<29%! reported 
the number of WtMity yialtt had oecrwvd during i s a ^ - i m while five t3%) r« 
ported incraam dwfW th»t time. Reasons for rafarrat were provkled by 24«of m*, 
260 referring pftyticfah* rFitort 1) and rated as "vary impanant", 'somewhat impor­
tant'', or ' rw important". Rnaricial hardship wss "very tmportent* reason for 
217 (88%) of tfojse sifryayad; th* (ack of vaccination covtfegg by privatt inaurtnce 
vres "venr imjMfî m* far 132 VWt*}. Physieiana atto warr atkad whether tha 0Ov«m-
ment should -u^arwpM tha cost of mandatory vaetiftitlom. Ovsrsd, 409 (99%? 
respondenta in^cstetf ths: soma or aH of the costs of childhood vacefoatio* should ba 
underwritten. 

Since October \ Iĵ M,. f me Vaccint i w been tvailaOie «t an partttpcting proyiden 
in Naw York thrtn^h YFC Cat ĵibilas of fecisfMy ahglbie ehiWran incKida thota aged 
<19 yttrs on W^cftcji^ wbwurad, undartnsurad who visited federeDy ouefffitd health 
canton, and^AnM/ldiin indkVAJasUn Native children. New York also axtonded dlpi-
bifity to mdJiKfc m & ^ i i n * ehOdran in any madieai tettmg and any noofaderoliy 
el^iWachMNr^jB^tacaiheeim depart mam. 

Medteai-c^poof^^la^ roanrtted for VPC through orttoios poWwhad in profat-
stonat o/y«rtit«ioit Ws^aitart and by mailing of ragittration packact to neanttd 
pediatriciana/iaa^ir pftytfc&O*. os}aooathtc phys^ans, and madical fsoAHiea. Aa ef 
Deoembw 27, ' m ^ i ttMxk < m ohytidan ptoctioai In Now York (inetuttng 1972 
bitKvKtuel pKy^'^W aixt3« hc^th-cara fodlWaa} ware ppftieipating in VPC 

To determin* the: axiant of onnolimant by Mad)cam provwer*. tt** ttsi at VFC w*-
rolfo* was comparad to « O f proyiOon wno bUled MedteaW fw ehltdhood vaccines 
during federat fis^i vair IWt Of 2109 p^yflciana whp bttWd Medicaid for ehttdhood 
vaccinas in i m had enroUid. Among the 100 phyaietefw submitting « 
minimum of •Wfc clfima toe individuar veeeinoa, 143 (M%) had onroM. whlia 
S&3 (68%) of 990f hyweiatta net yet enrolfed had submtttad fewer than SO diim». 
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In S«m<mUf W f a Nffw YDffc St#tt ^Mrvmvni <rf UnKh conducted a tela-
phont furwy «rt ;6»e»tt»-c«̂  prwitfert whe hetf returned regittretion formt end 
declined pert Wp#tSw*Tii*«he pragrwn to detennine m e m for nono«nicipttton and to 
guide future itcrU^i»nf .»1fe,t». pf the <t pnyXdant who had declined. 29 (71%) were 
owttected Of th**f, fiyjt (t7% ;̂wef« r«/red, fivt (17%) did not accept patianti oged 
*t9 yaara. Mix tttS^rtfa aubipadailfU or in academic madfcfflf and did not provfda 
vaccinatiooa, ^iZ^W. JMi09tad that mo$t of their paUams would noi oe augioie, anc 
ona {Z%) h«dmt/*ip»a caawrw for not regiataring; aix U1%) with patianta who eouM 
benefit from VFC ae««4 tc ragrtta? a* a faiuit of the phone celi. 

From SaptacnbOr W> liH fthe fir»t data vaccinaa ccuta aa eroafwt) throtigh Oe-
camber 27, tMMijrmhrtmium cf 2.496.000 doaea of vaccine had been ordered and 
more th,n 2,45^000 dow ware shipped to VFC partidpama. Tho avaraga dma be­
tween placamantot ort&rs and raeaipt of vaccina by provtdon was 1 week. 
*f»ft«r br HC Ckirtfo. :Ut>, CA Bun*, O* LyncK SC Mdnm QS BffUmd. MO, New 

gflB2» At" ^ mm*oi £E SchM* MO, filbenr f^ai Ctntm, 

fsmmm Nafta: tn Ur.iiotl Siatea. coverage rates for vsadnating praachooi-aoad 
children againat >ae«rfna-pr»ventebis diaaaaat ara among tht toweA in tha world irvf-
aranca). In .New Xefk, eniy 53% of f-year-olda during 1888 wort oppfOprtiteiy 
vaccinated .whh '^'^dammehdad vaccinas ,<4 >. important barrfan to ibmty vaccina' 
tion include theihlfiti ©B.$ri of vaccinal and tho rafarroi of ctntdroft from tha private 
sector to tho Pubfc aadtor, which daiays vacainatioA. This report damonttraias tha: 
vaccination rafajraia, in part attrftuubia to high vaccina coats, ara common among 
New York prim«ry*car»:.proyidan. ImptemenUtion of VFC is expected to rtdvce these 
btrrigrs. 

TABLE 1. importance Of reasons for vaoekietion referral by phytfetat** «. New Yofk, 
1991 

Financial hahMtOp 
ferpstism 

Prrvahr jnturatMBQjwM ^ 
covarHig'ywcJtTatldr*̂  

frv* vaeetae topfwaiftians 
otaconwaiag nj 
health dapsltiaaat* 

Ii muHIiiJtai UsIiliLMtif 
* ' ^ a s a • " "wHa•0w^^^#^^9_^B 

Y a r y i * fjottsnt snpeffaet N « t H 
Ne. Na. l%» Ne. (%) 

217 (981 14 ( 8} IS ( 6) 

m IS*) aa (23) »« (24) 

34 <14» 102 (41) 

94 89 (23) 99 139) 

7« 
39 
24 ttot 

as 
42 
Jt 

83 
(101 

!S 
1»1 am 

«N«3«ror Ttoiiyf&rt*-**) r>pensOie<art*ng <wle«tsj>isyfwratfer ww^nt^T ~~ 
* As oLApf̂  W&ilttfe* tart Smxe-revMmt msier madissi haahh ineiiranaa potelaa, «*ciw-
siva ta ielf4n5if^ee«W« *tfa raquiiad to cover at) eWWhaod vacofcwdone. 

• f^^StatafMitbtant <*Health discontinue dtarDutkm d f•et vt«sn* to any pttj**** 
through c o M i w M J ' f W « « * , t t * 

Source: new VttrtNsia'Oeperti**!* «f K^hh 
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v»ê /Mk tor CMWw—Oanttw^ 
Tht actitff number of VFC pytMpwu in N«W Vork probabty is undereniffwtd 

because manr P*Y*ti"** **** ̂ IsoiHtic* or in group practices where only tha phye*. 
cian-in-etwaf ic regtftamf.in *e prpgram. In addition, the <mpacl of the program on 
vaccination covenigr, end'overall oecunonca of vaecineHirevanubia diseases cannot 
be determined vou t̂wtyer. VFC haa iflowod Now Yortc lo incraese prgviaion of vac­
cine to m«r* e*sdr»a and in states where vaccines have been made eveilabfe for ail 
chikirer, vecdnatfenStatas ofpratchootef* ere eppreximeteiy 10% hiohar than the na­
tional avarage (AttHoitmawx Univeriity ot Miami, unpubfiahed data, 1999). 

The Childhood fmmOflfestbn mhiathre has designatad vaccination of prttchoo*-
aged chMran « natiOMf priority and has estabiiehed a rear 2000 goal of vtecfnadng at 
tea* 90% of cftitdfOft eg»2 year* with the recommended number of dom of diph­
theria end tetanus tmeida aad pertussis. P0<>0. HtmoghHus mnvmum type b, 
hapatitia 8, meOThwimwripa* and TUbeffl vacdne, VFC end aHminatlon of barriera to 
yacchtatkin are iflt*ttrai parti of this initi9tiv« and w«l assist physteiant and othor 
health-care pnyWd*** In reaching thit goal 

Aâ arancat 
i NCK$. H t̂*, Ur**i tatas. 1993. HyfttsvWt. Msiylawt US Ĉ wtn̂ m ef Haskh and Human 

Swvkes. ftiOBe- MeaW'SWvics. COC WH; Otms pubttoatiefv>*. IFHffl94«tJ32. 
2. SordJay WC Fraed Cl. Gsmrtt-JW, «yrt CA. M «̂v«hsr R. Faeioni rHpontiWa far immuni. 

tuior rtbtnb to Healtĥ  aapartmant* * North Carolint. Pediatric* 199**4376-90. 
3. COC. Vacdne* far progmru if**. MMWIt 9̂M>t3:7Q&-«. 
4. Ktmbum 00, tiomtbt TP, KntnU Jl, Raadtas Wi. *o6*<**C L£ »mm«ni«tio« of pte-sehooi 

ea«ar»n. New Yoric Nrm *»* SUM PubHe Health Cwî l, Aa Woe Immunizstion Committtt, 
March 1993. 

PrOfWttonota Mortattty from fcilmomry Tltbofculoâ  
AtwSatod WHh Ooeupirtorta - ** Stat«. im-1fM 

The ri* for cgctipationa! oxpoeure to wberwloele <TB) is kicraaaed among health-
cere and GtharwoftOrt̂ exĵ WOd to ptfeorw with aadve TB. woriton 9xpo99tf to 99iea 
or other agenti ̂ irieioiiit wwofKibimy to T8, and workori tn occupattona aatoci-
atod with.low*ibfc^otto •tatua (SEfi). Accwrate estimotot ot end turvainanct for 
occuprtfonSy iequittfTB-er* limited becaosa most rapona of IncWtniTB cases tack 
occupotionoi ̂ .AJihotf&h occupaticn is routineiy recorded on death oaitJTicatee. 
thia inform^ la^t r ^ r ^ r coded and entered mwnrttot M * * ^ ^ * 
identify oafflioatfeheiieaoaJawd-wtth incraaaao risk fer TB moiiality. CDC^ NaUonal 
InatiWo f^SS^tenrt fcotoiy end HoeHh m W ) uaad daU from the ftatponet Oc-
cupMonat ^rti^urvetttanca (NOMS) ditobaae- to eonduet a proportiontte 

WiiCunwn. 



TO: Hillary Rodham Clinton 
FROM: Jennifer Klein 
DATE: 5/3/95 
RE: Immunization Hearing 

A brief update on my progress on the immunization hearing that will be held 
tomorrow before the Senate Finance Committee: 

1. 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). 

Irwin'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. 

2. 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. 

3. 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." 

4. 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 
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Chairman Packwood, member* ofthe coRmuttee» I am here to suppon the Vaccines fot Children 
Program • but qualify this support based upon certain concerns which must be addressed by 
intruducing a few unportaflt modiflcadecs. In general I am suggesUog three over-arching goals for 
thepcognzn: 
1 As incre&sing attention is paid to budget deficits and state versus federal control of public 
prosrams, wa need to protect the integrity of tha VFC program and health care access for childim 
T>e national agenda for children should not be uadanniied by multiple state intanxetations of what 
America's children need. And, VFC should not be endangered by limitations related te possible 
fttadamenlal chsagas in Medicaid structure. 

2. We must safeguard against unantidpiied consequences ofthe program ti it is cuxwmly organized 
• induflng the use of precious resources in ways winch will not aceonpluhihe goals of VFC ir the 
most efficient manner possible. 

3. Conversely, wo need to maximize all available resources -including those provided through VFC -
so that the program target* the children most in need with expenditures Iwgeied to address their 
Specific bfOTlers to health care and Immunizations. 

TamDr.lxwin Redlener. director of community pedfcrici md associate proftssor of pediatrics at 
the Montefiore Medical Center and Albert Einstein College of Medicme m New Yoric. I have hod 
some 25 years experience in deUvering health care and developing programs for disadvantaged 
cbildrtn* 

I am also president of the CMdrte's Haahh Fund, a fimndadon sponsible fcr wtaHiriung 
comprehensive pediatric prcgnms for acme of the most medically ^ ^ ^ ^ ^ 
nation, including the cMldmi of homeless, mignm and otherwise severely disadvantaged ftmUies 
in a wide range of communities. 

Children's Haaith Fund prognms operate in New York City; Newaik, New Jersey; Dallas, Texas; 
nSssissippi, West Virginia; South Florida; South Central Los Angete; and Washmgton, D.C. 
^ e T o g S have, to X p t c v i ^ nearly 180,000 medical primary health car* encounters to 
our designated target popuiadoos. 

The ttoiects included within our network take children who have had very little CTganized, quality 
S & ^ S^de them with care that is delivered by medtod teams who era 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 cars we expect for our 
own children. This tare should be comprehensive, preventive and orgamzed Immunizations should 
be administered at a place where the rest of their health eare is delivered; where follow-up 
vaccmadons ood follow*up Ibr oedital problems can be tracked and managed. Where, if needed, 
specialty care and hospital care can be coordinated and ensured. 

Pediatrician* refer to this kind of care as being provided in a "madical home." It ia the appropriate 
way to do what's ilybt. Ifs what all children deserve to have. 

Children withom a medical home may get health care, bet it is the worst kind of episodic, 
fragmented and expensive medical attention in emergency rooms and drop-in clinics. This kind of 
care typically cnteiis little or no follow-up, snd, 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 
wroog time- Tt is preeitely these children, without regular, dependable access to primary care that 
are most likely to bo underimmunized. 

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

In fact, our programs provide medical care to some ofthe most medically underserved children is 
the United States. For the homeless and extremely indigent children cared for by our flagship 
mobile unit program, tha New York Children's Health Project, the immuniation rates are 
devaatadng: 

Some 90% of our pediatric patients, on their flnt virit 4a oar program are behind in - or 
cannot document - their routine imaunteationi. 

This is an extraoidinaiy indictment ofthe health case system for indigent children and is, to our 
knowledge, one ofthe absolute worst immuniaation situations fat the United Statts, 

Actually in all af our sites, ruw! urfeen, immtimmrion rates are temfyingly low and, 
importantly, reflective ofthe sony state ofthe child health safety net m the United States. It is my 
anlnton. that because of ftetors ranging from lack of health inwiiance to severe majdistribution of 
health professionals, at least 15 million childrtn undar the age of 18 years lack appropriate 
access to appropriate health cara. 
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T need to emphasize this reality: in tenns of the most sigmficant oases for the nation's problems 
around immunizing our children, the coat of vaccine is cot tbe m̂ jor fector. Rather* it is lack ef 
access to a medical banc type of haaith care rebtionship and the abseace of a fimctianing child 
health eare safety net In this country which are overwhelmingly responsible for our seeming 
inability te cosditestly protect our children through onetime immunizations. 

The Vaccine for Children TVogram (VFQ is dearly based on aa essemial and laudable principle that 
all children need to be ̂ Tp̂ Tn'M̂  ID an appropriate and timely mamner. Our country carmot affiwd 
otherwise. President Clinton and his entile administration 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 modified ia several 
important ways in order to enhance the program's ability to improve the nation's childhood 
immuouation rates. 

Modifications are necessary because of eertnia problems and issues which have become apparent 
as tha program unfolds. 

I would like to share with you my four principal concerns and specific recormnendarions to te-shape 
VFC: 

Concern #1 

George Washington University's Center for Health Policy Research recently reported a study of 
immunisation issues in 12 states where there is universal purchase of vaccine for all childrtn. In 
these states, cost . associated baniera have been effectively dealt with as actors in 
underimmunization. 

However, this study verifies our clinical experience in providing ifluminiwtions and primary care 
to underserved children around the U.S.: VFC, in its current form, does not confront the faeton 
responsible fOr severe tmderlnununJzatioii In tfca rtiffions of efatldtea who bava ao regular 
place fer haaith care. These are the children who really need aasistance in getting and sustaining 
up-to-date iimruniaationa. Tbay aaad medical homes. 

You might look at the issue in this way: iwderimmunfeaiion is a symptom of lack of access to 
relevant pediatric haaith care. Th» teal "tieatinenl" for this problem is guarenteein* access to 
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comprehensive health care where immunizations can be given ever time and on-schedule. 

For the 15 million medically underserved children in tbe United States the total amount of ftmds 
including the VFC program, Section 317 and other public sector initiatives is insufficient to meet 
existing needs. However, right now I am concerned that the relationship between fhnds spent on 
vacdne purchase versus new health provider capacity for disadvantaged children is not rn 
appropriate balance. 

R«nmmondatipft; 
Cosgress needs to safeguard the total expenditure for vaccine-related progmns so as 
not to jeopardize tbe long-term nodosal agenda for children. Sot, tu dollars should 
not be used to purchase or subsidize vaccines for tanillei with sufftclent income 
or insurance coverage. These dollars should be re-directed to providing access to 
heahh care for es many medically underserved children ss possible. This means 
support lor infrastructure that is, ngSL capacity ta provide comprehensive, 
priaiazy heaJth cars. Such invefOmanta will help public sector provider systems 
become more consistent with the medical homa model. At the same time, we 
need to ensnre that Audi to provide vaccines an always saffidcitt to meet the 
seeds ofthe children identified ta "it risk." 

* * • * « * • * « 

Conoem#2: 

The VFC purchase and distribution plan helps families who have a regular source of haaith care * 
pediatrician, ftrpHy physician, clinic etc.»but cannot afford or era not covered for vaccines in that 
setting. Some arc directed to use public health clinics, thereby fragmenting care. Studies have 
shown that VFC can Help many of these &milies. But under current VFC guidelines, there is 
insumdent aonitoriag and ovenight of under what drcuattaeces and for how long these 
femllies would he eHgibU for free or subddteed vacdne. In addition, certain VFC provtriom 
pennlt states to inappropriately use public flratfa to pxwid* vecduei Ibr fa»<trcd or non-needy 
chlldrea. 

£j5yQljJBJgE2datilBl 

VFC should not offer eppettuaitlM fer states to use limited public 
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rottirces lo provide free or safeitdizeti veedaei to non-needy or in tared 
patients. In addition, VFC foods should only provide vacdne to foniiies 
until Medicaid or private Insurance coverage te 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 tha private practttionar 
benefits ftom the VFC as a government subsidy, private doctors may still refuse to provide 
subsidized vacdne, or any health care, to Medicaid er iow-ineome patients - precisely the 
children who are most is need. 

Bfifipgiinffiirifltifln 

Pfcysldam or ettaks pardeipating in any aspect of VFC should be 
required to accept children covered by Medicaid, chfldren who are 
uninsured or those who are otherwise uuabk to obtain appropriate 
health care. 

**«»*•*** 

Concern ̂ 4 

Matty insumace companies do sot include hnmuniaations in their family coverage. Companies 
may surmise thet responsibility fer tat cost of vaccines will simply be assumed by a tax-supported 
program. 

RccnTnmrndfltifln 

AQ insurance pohciet covering famiUas, whether fee»fbraetvice or 
capitated premium based, should be required to Include all 
recommended vacciaes for chlldrea. 

Members ofthe Conunittee; 

As I stated earlier children need real medical homes. If every child In this country had a medical 

s 
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home, we would not have the aneonsdonibly low immunizatioa mes we experience in rural end 
uihan areas around the countiy. 

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

FinaDy, it is zny hope - ami that of virtually every health profeaional and provider orginbation - 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 and of the day, it is health care, not veednes, that should be guxnateed for chOdren by 
govarvaent* 

I know thai the President and the Administration are deeply committed to VFC and access to health 
cara for the nation's children. 

Our job now ia to make the â jtutmems in an important progrsm that will permit it lo function with 
maximal impact and in the spirit intended by hs original drafters. In this day and age, where ever 
more children are vulnerable, endangered and facing sn uncertain future, making VFC as effective 
as it can possibly ba is the laast we should do. 

Thank you. 
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Thank you Mr. Chairman tor the opportunxty to address you today on 
this important topic. My name i s Dr. David Wood. I am a 
pediatrician practicing i n an inner c i t y c l i n i c i n Los Angeles 
called Para Las Americas. I am also a Assistant Protessor ot 
Pediatrics at. CJCLA at a health services researcher at RAND and 
Cedars-Sinai Medical Center i n Los Angeles. I am the p r i n c i p a l 
investigator on a CDC funded research project to diagnose the 
causes of under immunization i n Los Angeles. The research tear* i s 
composed of health sociologists, maternal c h i l d health experts, 
economists and s t a t i s t i c i a n s from UCLA School of Public Health and 
Dept. of Sociology and RAND, Santa Monica, CA-

The major points I would l i k e to make today are: 

1. There continues to be a significant, percentage of children who 
are under-immunized i n t h i s country, especially i n poor, urban 
populations. A sustained and coordinated e f f o r t i s needed by 
government; and the private hsalth care system to raise 
immunization rates and keep them high. 

2. According to current research, the interventions most l i k e l y 
to make s i g n i f i c a n t gains i n immunisation rates are those focused 
on the delivery and financing systems for well c h i l d care and 
immunizationc. The primary goals of the intervftntioris ahould be 
to; 1/ increase the access for a i l children to timely well c h i l d 
v i s i t s for a l l preschool children; 2) increase f i n a n c i a l 
incentives and reduce administrative barriers f o r well c h i l d care 
and immunisations for both providers and parents; and 3) improve 
the q u a l i t y of well c h i l d care and immunization delivery by 
u t i l i z i n g a l l opportunities to delivery the appropriate 
immunizations. Due to the complexity of the c h i l d health care 
delivery ahd financing systems, the accomplishment of these goals 
may require subs teint i a l l y d i f f e r e n t approaches f o r d i f f e r e n t 
health sectors. 

A significswit unde r-iinmuni zation problem s t i l l e x i s t * . 

While surveys of immunization coverage conducted by the Centers of 
Disease Control and Prevention (National Health Interview Survey) 
have shown increasing rates of immunization coverage for the 
population as a whole, di s p a r i t i e s i n coverage p e r s i s t . 1 Poor 
children, those from t r a d i t i o n a l l y underserved minority grouys, 
and those who l i v e i n urban areas are s i g n i f i c a n t l y less l i k e l y to 
be immunized than the general population. When these r i s k factor? 
converge, as they do in many inner c i t y areas, immunization rates 
are much lower than for other parts of the US. According to our 
data i n Los Angeles, at 3 months only 70% of Latino and 51% ot 
African Americans had received t h e i r f i r s t immunizations and by 2 4 
months only 42% of Latino children and 25% of African American 
children were f u l l y immunized. 
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However, these d1::mogz:aphic indice.tor3 identify not only peopla­
groups but als,) the health delivery systems that serve them. 
Research clearly demonstrates that the problem lies in these 
.!i.ealth delivery and finaw..:iw

:;-1 systems. While we do know that 
variation exists in parental knowledge of immunizations and 
moti ·✓aticn to seek immtt.'1.izations, parents of both immunized and 
unimmunized c.tu . .ldren are equally likely to v,!1lue irnmunizat.ions, 
believe in the seriousness of vaccine preventable disease and 

believe in their efficacy. 2, 3 The data suggest chat children are 
immunized not because of thei� parents' belief or motivation. 
instead parents rather passively fellow the advice and direction 
of thei� doctors. Again, problems in the child health delivery 
and financing system are largely responsible tor the under-­
irnrr.unization of preschool children in the US. 

Moreover, rather than blame parents it is important to search for 
new methods to empower families tc increase detr4nd for 
imm11ni7.ntions with their providers, especially among particularly 
high risk populations. H�alth passports, distributed widely in 
Utah and rece:itly instituted in California and case-management 
clomonstratinn projects are all important pieces to the puzzle of 
more actively involving pareni:s in the delivery of immunizations. 
These efforts need to be s1.:.stain�d long-tern., and they must be 
ccorcli:.iatecl with t'}l":h�r educational efforts in WIC and other 
programs. 

Wh�rq do we need to intervene? 

It is imperative that we make t.he existing health delivery and 
health financing sys-tarn imp:i:·,,v� its t?fFi d P-ncy at deliverinQ" 
immunizations to young children. An important first step in this 
process is to promote timely entry into the well child and 
..i.1rn;,uniz;a.tion 5ystem. Wo mue:t .reach the mothers befor� they give
birth. Several studies have found that timely receipt of the 

· 

first set of immunizations is related to receipt of prenatal care, 
early euuc.;a.Lion at w:::c vieit3 dl.!ring prenatal car..i. and receiving 
the appointment for the first well child visit.¢ Prenatal care 
provides a crucial bridge for a smooth and timely entrance to a 
series ot recommended health ma.inten,:mcc vicitc. Increasing th9 
connectedness between prenatal care and early well child care can 
be accomplished by 1) increasing· access to prenatal care for poor, 
inner city fa..rnilies, 2) 1;x.pa.nding a.ccess to WIC o.nd other prenatal 
care education programs {such as California's Perinatal Case­
management Program (CPSP) and 3) insuring the connection to a 
primary provider for the newborn with cw appointment before 
leaving the hospital. 

Making the well child and immun.1..-.o.tion delivery ay.stem 
work. 

The American Academy of Pediatrics aw.1 EPSDT 1:e<;:ommend 7-9 well 
child visits during the first twc years of life, most of which 
correspond with the schedule for immunizations. Half of all 
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vaccines delivered i n the public c l i n i c s i n Los Angeles and almoat 
a l l of the vaccines delivered i n private doctors' o f f i c e s occur 
during well c h i l d v i s i t s . However, i n many areas the majority 
children receive less than adequate numbers of well c h i l d v i s i i * 
during the f i r s t two years of l i f e , as few as two or three. 5 

Moreover, even among those that receive adequate numbers of well 
c h i l d v i s i t s 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 c h i l d health 
delivery and financing system i n several discreet sectors; 1) 
Medicaid fee-for-service, 2) Medicaid capitated systems, 3) 
private health insurance fee-for-service, 4> private capitated 
systems and 5) and the uninsured and the systems of care they 
access. Each of these sectors has a unique set of incentives and 
disincentives for the delivery of well c h i l d care and 
iinmunjz*t-ions. I w i l l examine the barriers to well c h i l d care and 
immunizations and potential interventions to raise immunization 
rates w i t h i n each of these sectors. 

Medicaid Fee-for-service, 

Medicaid and EPSDT are the primary financing systems for well 
c h i l d care and immunisations for approximately 25% of America's 
children. In our study we found that African American children 
with Medicaid insurance were only one-fourth as l i k e l y to be f u l l y 
immunized by 24 months as African American children with private 
insurance. 6 A 1990 American Academy of Pediatrics study of 
preventive services use by California Medicaid children found that-
only 20%-30% received preventive EPSDT services i n the p r i o r year. 7 

Children on Medicaid are much less l i k e l y to have had a preventive 
health examination i n the paet year than p r i v a t e l y insured 
children. 8 

Why i s Medicaid so i n e f f e c t i v e at promoting timely well c h i l d care 
and immunizations? The answer is primarily that Medicaid does not 
adequately reimburse providers for the services. Under Medicaid 
fee-for-services, reimbursement rates for well c h i l d care and 
immunizations are notoriously low and payments are often delayed. 9 

State reimbursement rates to private providers f o r a vaccine and 
i t s administration average appioviniaLely one-half of the UCR for 
these services. Compared to UCR fees, the t y p i c a l Medicaid 
program underpays physicians $40 to $60 per well c h i l d v i s i t 
(physical examination and immunization adminislration). 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 immuaiitaLioA 
administration fee i n over a decade.10 

£s a r e s u l t of these poor reimbursement rates pxuviders are either 
neglecting to provide these services to t h e i r Medicaid patients as 
compulsively as recommended or they are increasingly r e f e r r i n g 
patients to the public sector for these services. Undex- either 
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scenario, fewer and fewer children are receivina timely well c h i l d 
care and immunizations under the current Medicaid fee-for-service 
system. 

Recommendation. Reimbursement rates for well c h i l d care and 
immunizations under Medicaid must be increased i n order to promote 
thei r timely delivery. A state or federal based bulk vaccine 
purchase program i s one vehicle to accomplish t h i s . I t 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. 1 1 The substantial savings accrued under bulk purchase can 
be invested i n increasing the administrative fees to providers. 
This approach was suggested by a California nonpartisan task force 
report i n 1992.12 

Thus., under a bulk purchase program positive incentives to private 
providers include re l i e v i n g them of carrying the substantial cost 
of a vaccine supply, and raising reimbursement rates for vaccine 
administration, ir. states that already bulk purchase and. 
di s t r i b u t e vaccine t h i s approach has been successfully at 
increasing providers willingness to administer vaccine and reduce 
re f e r r a l s co the pnhlir: c l i n i c s . 1 3 Important factors i n the 
success of a bulk purchase program are that; 1) the d i s t r i b u t i o n 
system be e f f i c i e n t , and 2) providers not be overly burdened with 
e l i g i b i l i t y determinations nor vaccine use reporting. The 
California Vaccines for Children has recently i n s t i t u t e d a bulk 
purchase program with a private pharmaceutical d i s t r i b u t o r that 
appears to be user frie n d l y and makes minimal paperwork demands on 
providers. 

Ail a l t e r n a t i v e approach ic to simply raise Medicaid fee-for-
services reimbursement fees to providers for well c h i l d v i s i t s and 
for the administration of immunizations. However, t h i s approach 
would e u t a i l substantial ir.crcacec i n coste i n the Medicaid 
program. 

Medicaid Managed Care. 

We found the lowest immunization rates i n the inner c i t y of Los 
Angeles among children enrolled i n Medicaid managed care. 1 4 Of 
children i n HMOs only 33% were UTD. Between 1987 and 1992 states' 
t o t a l enrollment i n Medicaid managed care more than doubled, 1 5 I n 
December of t h i s year approximately 2.5 m i l l i o n California 
Medicaid recipients w i l l be switched from Medicaid fee-for-service 
to Medicaid Managed care, 1 5 The few studies that have examined 
Medicaid managed care indicate that i t u«ay or may not increase 
access to routine preventive services. 1 7 In some settings, access 
to well c h i l d care and immunizations may even deteriorate. 

Private managed care premiums are established based on the cost of 
providing a determined set of benefits. Medicaid managed care 
benefits are set by federal regulation and are generally broader 
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than those provided i n the private sector, i n 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 i n the Medicaid fee-
for-service program. Moreover, to the extent that Medicaid 
programs are already among the lowest paying third-party payers, 
further discounting rates i n managed care can leave providers 
without s u f f i c i e n t funds to provide needed care and may 
dramatically increase the incentive to under-serve. 1 8 Routine 
preventive services such as well c h i l d care and immunizations 
comprise a si g n i f i c a n t proportion of the capitated reimbursement 
during the f i r s t two years of l i f e (after b i r t h related health 
expenses) , and they may be easy targets for under-service by 
plans. 

Health Maintenance Organizations under managed care capitated 
contracts t r a d i t i o n a l l y have actively promoted preventive services 
ac a means to prevent more costly events i n the future, such as a 
hospit a l i z a t i o n for a measles infection. Indeed, Kaiser and other 
HMOs serving the middle class have some of the highest 
immunisation rates i n the Nation. However, under Medicaid managed 
care the incentive to provide preventive services i s largely 
eroded by the extreme i n s t a b i l i t y of the enrolled population. I t 
is estimated that 40% of Medicaid AFDC enrollees loose Medicaid 
coverage each year. 1 9 when they regain coverage a f t e r of period of 
months, they are l i k e l y tc j o i n a di f f e r e n t health plan, causing 
dramatic; populations cn i f t e among managed care plan. One manaaed 
care medical director characterized the problem i n the following 
terms; " I f our plan expends sign i f i c a n t resources to bring 
children that are behind, up-to-date on t h e i r immunizations, which 
we do, we are doing the work the previous plan should have done, 
and we are saving money for the next plan i n which the c h i l d w i l l 
e n roll six months from now"™ 

Recommendations. The Federal and State governments must 
structure the Medicaid aianaged care programs ouch that a l l 
children have access to well c h i l d care and immunisations 
according to the EPSDT guidelines. States should set Medicaid 
managed care capitation rates to iuburts that there are adequate 
resources to provide the mandated services at high q u a l i t y . 
States must provide adequate oversight to Medicaid managed care 
plans. The Federal Health care Financing Administration strongly 
c r i t i c i z e d the State of California for i t s near complete lack of 
oversight of early experiments with Medicaid managed care. 2 1 Many 
abuses of Medicaid managed care resulted, includiug very low 
immunization rates i n inner-city Los Angeles. 

To increase the effectiveness of States' oversight of Medicaid 
managed care plans delivery of preventive services, States should 
requirinct plans to report encounter based data on EPSDT services, 
including immunisations and population based immuuization rates.. 
In the f a l l C a l i fornia passed l e g i s l a t i o n requiring t h i s kind of 
reporting of a l l Medicaid managed care plans. To put teeth into 
the oversight process, States should provide f i n a n c i a l incentives 
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to plans f o r ra i s i n g immunization rates and providing other EPSDT 
services according to the guidelines as well as penalize plans 
that do not perform we l l . This program could be financed i n 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 based 
private insurance. 2 2 A 1989 by the Health Insurance Association of 
America Survey found that only 45% of conventional employment 
based insurance plans covered basic childhood immunizations. 2 3 

Health maintenance organizations provide much better coverage of 
we l l - c h i l d care, with 93% paying for immunizations. u Many states, 
including C a l i f o r n i a , have passed laws i n recent years to require 
employer based health plans to cover immunizations. HowfeVer, up 
to 60% of employer self-insured health plans are exempt from state 
regulation under the Employer Retirement Income Security Act 
(ERISA) of 1974.25 The combined effect of the lack of coverage i n 
private insurance and r i s i n g vaccine costs and r i s i n g 
administration costs for providers has placed a sign i f i c a n t 
economic burden on families. Rather than pay these costs, up to 
$500 dollars for the cost of the f u l l set of childhood 
immunizations and t h e i r administration, 2 6 many families are opting 
to refuse immunisations at the private providers o f f i c e . More and 
more private providers are referring families to the public 
c l i n i c s for immunizations, overwhelmingly c i t i n g coot of the 
vaccine to families as the primary reason. 2 7 This s h i f t from the 
private to public sector has placed increase s t r a i n on an already 
overburdened public sector. Moreover, the added transportation 
and time costs w i l l l i k e l y discourage many families from obtaining 
immunizations i n a timely fashion. 

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 t h e i r private provider's 
o f f i c e . Under the VFC program, children i n t h i s category can 
receive free vaccine ONLY at Federally g u a l i f i e d Health Centers 
(FQHCs). FQHCs are generally located i n poor, inner-city or r u r a l 
areas, r e l a t i v e l y inaccessible to the large percentage of middle 
class families that w i l l f a l l into t h i s category. Moreover, no 
provision i n made i n the VFC program to increase the capacity of 
FQHCs to handle the increase demand for well c h i l d care and 
immunizations, 

A more r a t i o n a l approach would be to amend ERISA to give states 
the authority to mandate employer self-insured health plans to 
cover c h i l d preventive health services. This may not be 
p o l i t i c a l l y feasible at th i s time. However, there are two private 
sector trends may reduce che children who have insurance but no 
-overage for immunizations. F i r s t , various forms of managed care 
plans, such as Preferred-Provider-Organizations, are rapidly 
replacing classic fee-for-service indemnity plans and a growing 
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percentage ot these managed csiLfe plcuis cover c h i l d xmmuniaations 
arid well c h i l d care. Secondly, employer purchasing cooperatives 
are increasingly demanding outcomes based reporting or health 
report cards trom health plans. A l l of these health report cards 
include c h i l d immunization coverage levels as one indicator of the 
quality of care provided within plans. I n order to optimize 
qua l i t y ratings, more and more plans are v o l u n t a r i l y covering 
immunizations and well c h i l d care for children. 

Uninsured c h i l d r e n . 

Almost 15% of US children lack any form of health insurance. In 
our studies, lack of insurance i s an important predictor of under 
immunization. Uninsured Latino children were only half as l i k e l y 
to be f u l l y immunized by 24 months as pri v a t e l y insured Latino 
children. 2 3 There are two f a i r l y d i s t i n c t groups among the 
uninsured; the poor and the non-poor (the l a t e r i s the larger 
-roup). The poor, uninsured are the t r a d i t i o n a l users of public 
c l i n i c s , which have become even more overburdened by the 
increasing numbers of referrals of pr i v a t e l y and publicly insured 
rhildren. While i n our studies over half of poor, uninsured 
children u t i l i z e d public health c l i n i c s for w e l l c h i l d care and 
immunisations, almost 40% sought care at private providers 
offices. This number is certainly higher among non-poor, 
uninsured children. Families of non-poor, 'uninsured children face 
similar f i n a n c i a l barriers to receipt of immunizations at t h e i r 
private doctor'* o f f i c e as we describe for insured but uncovered 
children. Many w i l l seek free immunizations rather than pay the 
high cost of receiving the immunizations i n the private sector. 

Poor, uninsured families should qualify for EPSDT payment programs 
for well c h i l d care and immunizations at a private doctors o f f i c e . 
The California EPSDT program covers children i n families with 
incomes of up to 200% of the poverty, l i n e (approximately $28,000 
annual salary for a family of 4). However, the California EPSDT 
program only reaches 30% of e l i g i b l e poor children with well c h i l d 
or immunization services. 2 9 Few providers accept EPSDT c l i e n t s due 
to low reimbursement rates, late payments, frequent and often 
capiicious denial of claims and burdensome paperwork requirements, 
the o i l l i n g requirements of EPSDT are also a s i g n i f i c a n t b a r r i e r 
to physicians. EPSDT i n California does not u t i l i z e standard CPT 
or ICD9 b i l l i n g codes and therefore i s not accessible to meet 
o f f i c e computer b i l l i n g software. 

The Vaccines f c r Children program allows provider to adminicter 
vaccine received at no cost to poor or non-poor, uninsured 
children. 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 w i l l 
decline at least 40%. Some providers may reduce t h e i r 
a d m i n i s t r a t i v e f e e f o r u n i n s u r e d f a m i l i e s , f u r t h e r r e d u c i n g t h e 
families' f i n a n c i a l burden. This may allow many non-poor families 
to receive immunisations from t h e i r private providers. 
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For poor, uninsured populations e l i g i b l e tor EPSDT, the VFC 
program or similar bulk purchase program w i l l strengthen the EPSDT 
program's f i n a n c i a l incentive to providers by re l i e v i n g them of 
the cost of advance purchase of vaccine and by increasing the 
vaccine administration fee ( i n California the fee i s projected to 
rise from i t s current rate of $4.52 per vaccine to approximately 
$7.50 per vaccine). This may induce many more providers to 
participat e i n the EPSDT program or accept more EPSDT c l i e n t s . 

Recommendations. The VFC program could strengthen i t s 
provisions for uninsured children by reimbursing providers for 
both the cost of vaccine and i t s administration-. This would 
eliminate the fin a n c i a l barrier to immunisations for uninsured 
children. However, since immunizations are generally delivered i n 
private o f f i c e s only accompanied by a f u l l physical exam, the cost 
of the v i s i t would s t i l l be born by the families. The EPSDT 
program w i l l be s i g n i f i c a n t l y strengthened by :the VFC program or a 
similar bulk purchase progranv In order to induce the maximum 
number of providers into the program, EPSDT program should also 
dramatically reduce the paper work burden to providers though the 
i n s t i t u t i o n of a simple, electronic b i l l i n g c a p a b i l i t i e s similar 
to Medicaid or other health insurance, u t i l i z i n g standard CFT and 
ICD9 codes. 

The last major factor contributing to the low immunizations rates 
is an issue of quali t y , generally unrelated to the structure of 
h e a l t h d e l i v e r y systems or h e a l t h f i n a n c i n g sys teste. I n many w e l l 
c h i l d and other health care v i s i t s , children f a i l to receive the 
immunizations that are due. This i s referred to as a missed 
opportunity to vaccinate. Missed opportunities to vaccinate are 
responsible for approximately 50% of the delay i n immunization 
r e c e i p t . 3 0 

Children coming into public and private of f i c e s for well c h i l d 
care f a i l to receive the needed immunization at approximately 40% 
well c h i l d v i s i t s and at the vast majority of i l l n e s s v i s i t s , . n 

Studies have shown that even when children receive adequate number 
and timing of well c h i l d care v i s i t s , immunizations may not be 
received, r e s u l t i n g i n significant delays in the receipt of 
immunizations. 3 2 

Why do providers miss so many opportunities to vaccinate? Data 
indicate that physicians and nurses do not adequately understand 
the immunization schedule. 3 3. In our chart abstraction study 
nurses accurately assessed immunizations needed only 27% of the 
time. Secondly, providers have misunderstandings of-what 
constitutes a contraindication tc vaccinate a c h i l d , so that they 
frequently defer immunizations inappropriately. 3 4 

Recommendations. The CDC and the professional societies have 
already taken a number of positive steps to address the epidemic 
problem of f a i l u r e to give the appropriate immunizations at a 
health v i s i t . . The AA? and the ACIP recently j o i n t l y published a 
si i n p l i f i e d immunization schedule, making i t easier for providers 
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to understand the schedule and at-sass a child's need for 
i/nmunizations.3* In addition, the CDC has published and 
disseminated the Pediatric Standards for Immunization Practices, 
which e x p l i c i t l y refute many commonly held misinterpretation: of 
contraindications, and clearly delineate the true 
contraindications for each vaccine. These true contraindications 
are i n fact, rare. 3" 

The Standards need to be disseminated more widely and more c]eariy 
adhered to by providers i n both the public and private c l i n i c al 
setting. I n addition, education e f f o r t s for providers shoulc be 
in t e n s i f i e d to raise the knowledge level of providers on 
immunization practice. However, i t i s unli k e l y that simply raking 
information available to providers w i l l change t h e i r b e l i e f s or 
th e i r behavior. 3 7 Studies indicate that the dissemination of 
practice guidelines or c l i n i c a l recommendations may not chanc s 
provider b e l i e f s or cause behavior to conform to the new 
recommendations-33 Incorporating provider education on guide ines 
into an ongoing, active process of q u a l i t y improvement would 
areatly increase the chances of successful adoption of c l i n i c ai 
guidelines. 3 9 This includes, but is not l i m i t e d to, active 
p a r t i c i p a t i o n by providers in the construction and measuremer t of 
outcomes (e.g., immunization levels and rates of missed 
opportunities to vaccinate) i n t h e i r own practices, and the 
i n s t i t u t i o n of an evaluation and feedback process to measure the 
impact of policy changes. The American Academy of Pediatric? has 
produced simple but effe c t i v e materials f o r providers to appl / 
Quality Improvement principles tc t h e i r delivery of childhooc 
immunizations, 4 0 The CDC, through local health departments a .d 
Immunization Action Plans, should provide the technical leadership 
to i n s t i t u t e the quality improvement processes i n the public and 
private provider organizations. In order to do ; t h i s i n a cost 
eff e c t i v e manner our nation must invest i n an automated data 
system that tracks immunizations and other important q u a l i t y 
indicators on a l l children. 

Conclusions 

luununizations rates remain dangerously low i n the many areas in 
the United States, providing a potential reservoir of susceptible 
for disease epidemics. Our c h i l d health delivery and health 
financing systems are complex and interventions must be t a i l e r e d 
to the specific delivery/financing system. I t i s imperative to 
assure that adequate financial incentives are b u i l t i n to inc uee 
physicians to administej. immunizations under a l l public and 
private health care delivery and financing systems. I n Fee-ior-
service systems adequate f i r s t dollar coverage for well chile care 
and immunizations must be piuvided at reimbursement levels 
adequate to cover provider costs and to induce them to partic ipate 
vigorously i n the delivery of these essential services. Mam ged 
care plans should be monitored carefully and performance bao<. d 
incentives should be b u i l t into capitation rates based on t h * i r 
documented well c h i l d care and immunization performance stancards. 
High r i s k , poor and inner-city populations may continue to b: 
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largely dependent on the public sector and may be more costly to 
immunize. Adequate support for basic public health infrastructure 
is crucial to the provision of high quality services tc 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 outside groups which we have contacted are: 

1. The Association of State and Territorial Health Officers. 
2. The Academy of Pediatricians 
3. The Children's Defense Fund 
4. March of Dines 
5. The American Public Welfare Association 
6. National Governors Association 
7. Smith Klein (Vaccine Manufacturer) 

All of these groups except for NGA agreed to do letters for the 
record. I will send you copies as they arrive. APWA's and Smith 
Klein's might not make i t before the hearing, but they will get 
them in before the record closes. 

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

senator Moynihan 
Senator Breaux 
Senator Graham 
senator pryor (maybe) 
Senator Rockefeller 
Senator Moseley-Braun 
Senator Packwood 
Senator Chafee 
Senator Simpson 

I left a message for Marsha Hobos in Intergovernmental and she 
hasn't returned my call. Our people in public affairs will 
contact JaKe Seaword. 

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

Let me know if you need anything else. 

Bridgett 
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American 
Academy of 
Pediatrics 
Ml ninmriiltKM.N.V. 
Suk« 400 Naidl 
Wuhb|ien.DC20M5 News Release 

CONTACT: Marjorie Tharp FOR RELEASE: May 3, 1995 
800/336.547S 
202/347-8600 

BUDGET PROCESS THREATENS VACCINE PROGRAM 

Washington, D.C. •- Tho American Academy of Pediatrics (AAP) is urging Congress to 

maintain federal fiinding for the Vaccine* for Children (VFC) program, which provides free 

vaccine to 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 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 &.m., 215 

Dirksen, to determine whether ftwding 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 â o 18 or younger 

who are Medicaid eligible, uninsured or Native American. Underinsured children are eligible 

if they receive care at a federally qualified health center. 

According to the AAP, the VFC program addresses most of the barriers some parents faced in 

delaying thoir child's immunizations, such as: 

• offering free immunizations for children in working, middle-class families 
whore dependent ooverage is either not included or has been dropped; 

•more* 
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• providing state* tha option to purchase additional vaccines at a reduced 
price lo cover underinsured chlidrea whose Insurance doesn't include 
iznmunlzsnons; 

• allowing Medicaid and Native Amcricwi families to receive immunizations 
in a medical home. 

• assuring that all eligible children will receive the benefits of newly 
recommended vaccines for school entry, causing inununity levels in the 
community to strengthen. 

"The truth ii that medical scieaue has done such s fentaatic job of virtually eliminating tluse 

infectious disewos," Dr. Comerci said. "People have forgotten what it wu like vrhen 

diphtheria, polio and othor contagious diseases were common. 

"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 need the government's fieancid support for the WC 

program tn guarantee that our children, and subsequently the communitios they live in, are 

free of preventable diseases. 

"Immunlung children is a public health Issue. Until all children and adolescents have 

financial access to comprehensive health care, the VFC program must remain intact." 

Tho VFC program was appropriated $548 million far fiscal year I09S, President Clinton's 

flscal year 1996 budget proposes $365 million. 

# # # 

The American Academy ofPtdtmics Is an orxanhatton of 49,000 pedtairic'tonx dedicaied tn 
the health, xaftty and well-belnu oflrtfants. thtldnn. adobscents and young adults. 
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May 1,1993 

David Sitchsr, M.D. 
Dnectoc. Ceninn Car Oueaie Cooml and Prevartinn 
1600 aifton Xaad. NE 
Adanta, OA 30333 

Dear Dr. Satclur: 

The AneiicaQ Academy of Pediatrlu, md, mon impottaatly, the ftmlUii 
we serve, urgt your amtinusd mpport for the Vacdne (or CUIdren 
(VFC) Fregran, AttbouBh the program la only la Biafaney (8 months) 
and au had mete dun Its share of growfaf pains, over 36 itatss have a 
conplete pro-am, whh the nmiinlog in vartoui stages of development. 

Uadl all children and idnteiccnts have nnsnclsl access to cooprshenilve 
health caw, ths VTC program providsi an hnpectinc ranedy hr obstaelss to 
our nition'i hnaonizaikm miliative in 4 Itqporiaiii areas: 

1) kt pwridsi iRununlzaUoos (hr the Increasing number of chltdru In 
working.middk'Clau families wbae d̂ endem coverage Is either not 
coveted or dropped; 
2) it ftssure* (hat all eligible chflteo will xrctivt the boned ts of 
aawiy recommended vaccines for schoal entry, am strengrhening 
immuntty leveli of tbe communUy: 
3) it gives Rates lite option to purchuc iddltiooii vscdnn to cover 
die so-called uakiinsurcd ehUdna who have typical insurance 
pdlciss which den't malude imnuniastloiu; aad 
4) it sllows Medicaid ind nativa Americae ftmUles ro receive 
InunuoUstiDos In s medical aome. 

The VFC Program Is an integral part ef this nidoa's goal of protecdag tti 
youngnt ehiieni from the eaviget of vaccbe-picventable dliaaies. It must 
he vjewed within (hs context of all other public and private health initisdves, 
each contrlbuUng an iirponanr element. A preraatun halt to the VPC 
Program In die sbaence of universal accesi to heaUh care iiiduding 
tmrau size dons, would leave many children in limbo and vulnerable to 
diieaie. 

The VFC Program is dsservmg of your suppoit. 

Sincerely yeurs. 

/Bfautuj /ma 
Oaerge D. Comerci, M.D. 
PmklMt 

Tta A-iMHean laiium, at Padlata* A«ammi<tad lo r c MaavniMl Afeptimd phriinl. 
nara«l. tne K M W htaKh taf «ll InltitM. efMdraiv tHHmcntl, MUHO 
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May 3,1995 

Tbe Honorable Donna E. Shalala 
Secretary of Health and Human Services 
200 Independence Avenue, S.W. Room 615F 
Washington, DC 20201 

Dear Secretary 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 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 
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 Vaccines for Children Program would ensure that 
poor and uninsured children have finandal access to all necessary vaccines. While rates 
of childhood immunization for individual vaccines have improved over the lest 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 shon 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 physidans 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 service's irom 
their private pediatricians. 

f ib i t 102-288-2984 05-03-95 ] ? : 4 5 ? M 
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Tha Vaccines for Children Progrsm can both save money for federal and state 
government and target needed immunizations to children who are uninsured and whose 
families cannot afford the out of pocket costs for vaccines. The Vacdnei for Children 
Program provides relief to states, who can reallocate publio health doQers for outreach, 
education and services. The federal law also correctly protects states' rights to purchase 
vaccines for all children at the Federal price. 

It Is important to remember that the Vaccines for Children Program was 
developed as a bipartisan compromise, Induding elements from the original Ointon 
Administrntion plan, as well as from bills Introduced by Democratic nnri Repuhlfcan 
Senators in the 103rd Congress (S.733 and S.732 Introduced by Senaton Reigle and 
Kennedy; and S.886 Introduced by Senators Danfonh, Kassebaum, Durcnbcrgcr, Gregg 
and Bond). 

As president of the March of Dimes, I urge you to work for continuation of the 
Vacdnes 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, , 

Dr. Jennifer L Howse 
President 

PYOU 202-296-2964 05-03-95 12:*5 ? C ; 
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May 3,1993 

The Honorable Bob PacJcwood, Chairman 
Committee on Finance 
United State* senate 
219 Dirtaen Senate Office Building 
Washington, DC 20510 

Dear Mr. Qwinnan: 

It Is my understanding that the U.S. Congrcaa ia reviewing 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 Ifflauoizadons can do both. Our history 
includes efforts to prevent polio, as well as tu cllminaie rubella and the serious birth 
defect congenita] rubella syndrome. Wc also believe no babies should die of measles -
as many did in the 1990-91 epidemic 

When fully implemented, the Vacdnes for Children Program would ensure that 
poor and uninsured children have financial access to aU necessaiv vacdnes. While rates 
of childhood immuiuzaUon for Individual vaccines have Improved over the last fbw years, 
only two-thirds of children are fully immunized (4 DTP, 3 polio and 1 MMR) by their 
second birthday. 

The Federal childhood vacdne program funded through appropriations for local 
health dcyaruncnts has long fallen short of the need. For example, before the Vaccines 
for Children Program was Initiated, the federal distribution for the Hib meningitis vacdne 
was inadequate for three years after it was put en the markeL Health departments had 
to ration the vacdne, 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 Vacdnes 
for Children Piogram can help families receive affordable immunization services from 
their private pediatricians. 

... j/j-jy JjjY ZSC 2 3 6'*'* "* ' * "bS-'6j-3S lJi'*» PM H i 
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The Vacdnes for Qilldren Program can both save money for federal and state 
government and target needed Immunizations to children who are uninsured and whose 
families cannot afford the out of pocket costs for vacdnes. 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 purchase 
vacdnes for all children at the Federal price. 

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

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

Sincerely, 

Dr. Jerinifer L Howse 
President 

HiOM 202-298-2964 05-03-95 12:4? PM 
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May 3,1995 

The Honorable Daniel Patrick Moynihan 
Ranking Minority Member 
Committee on Finance 
United State* Senate 
203 Hart Senate Office Building 
Washington, DC 20510 

Dear Senator Moynihan: 

It ia 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 is to improve the health of babies by preventing birth 
defects and Infant mortality. Timely childhood immunliations 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 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 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 yean after it was put on the markeL 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 dinics. The Vacdnes 
for Children Program can help families receive affordable immunization sendees from 
their private pediatridans. 

"" '"""P ROM To 2 - 2 96 - 2914 " 05-03-95 ]J:45 PK 
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The Vaccinal for Chlldrea Program can both save money tor federal and state 
government and target needed immunizations to children who are uninsured and whose 
families cannot afford the out of pocket costs for vacdnes. The Vacdnes for Children 
Program provides relief to states, who can reallocate public health dollars for outreach, 
education and setvieas. The federal law also correctly protects states' rights to purchase 
vaccinas for all children at the Fedaral 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 fmm bills introduced by Democratic and Republican 
Senators in the 103rd Congress (S.733 and S.732 introduced by Senaton Reigle and 
Kennedy; and S.886 introduced by Senators Danforth, Kassebaum, Durenberger, Gregg 
and Bend). 

As president of the March of Dimes, I urge you to work for continuation of the 
Vacdnes 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, 

J 
Dr. Jennifer L Howse 
President 

* * TDIfiL PRQE.B? * * 

?P.0M 202-296-296* » : 
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Mr. Chairman and members of the committee, I am F. E. Thompson. Jr.. M.D., 

M.P.H., Director of the Mississippi State Department of Health. Prior to assuming my 

position as State Health Officer. I was State Epidemiologist and Chief of the Bureau 

of Preventive Health Services, whtch included our immunization program. 

As a practicing public health professional with continued direct Involvement in a 

statewide immunization program. I want to express my appreciation for the interest 

and support being given children's immunization by the President and the Congress. 

The increased resources already provided for childhood 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 tn the Nation, and one 

with limited public resources to address the prevention of disease, has achieved one 

of the highest immunization levefs for its two year old children of any state. 

Compared to a national level of at most 71.6 percent of children who have completed 

their basic series of immunizations by the age of 27 months, Mississippi consistently 

documents approximately 76.1 percent of its 27 month old children 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 levels with confidence because we perform an annual 

statistically sound survey of two year old children's immunizatfon 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 located 

and examined so that we are able to demonstrate, with extraordinarily narrow 

confidence intervals, what our immunization levels actually 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. Whiie we 

do not sufjgest that this Is the best approach in every state or even in roost states, it 

does demonstrate that Immunization levels well above those found in most states can 

be achieved largely 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 to private pruviders. tn 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 

ail states, wo purchase our public health vaccines through federal 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 receive them through 

the health department at minimal charge {$5 per dose) for those who can afford i t , 

and at no charge to those who cannot. We have had enough vaccine, and as long as 

new vaccines and cost increases arc provided for, we will have. 

The real barriers are (1) the complexity of the vaccine schedule, (2) our Tailure to 

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 

to immunize many children we are already seeing. . 
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By addressing these real barriers and developing activities to get vaccine out of bottles 

and into children, such as remindei notices, outreach, checking records, 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 missod opportunitfes. Overcoming these two barriers would take 

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

Fsrhire to Track Children's tmmunfeations 

Because the immunization schedule for chijdren is complex and requires at least 4 to 

5 visits to complete, parents need help 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 twofold. First, it makes available immunization records of 

children to health care providers who see that child so that they can assess the child's 

immunization status and provide any needed immunizations. Secondly, and much 

more importantly, a registry allows us to track children's immunizations. We can then 

send notices to parents oJ immunizations abom to be due, send additional notices to 

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 io increasing immunization coverage. As noted 

in Attachment 2, in-1993, although only 76 percent of Mississippi two year olds were 

fully immunized by their 27th month, another 16 percent needed only one more visit 

to a clinic to complete their series. If we could have recalled these youngsters just 

once, we would already have reached the 90 percent goal. We can do so if we 

3 
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develop tracking systems that allow us to identify and recall them. 

Missed Opportunities 

The other major area of emphasis is to avoid missed opportunities to immunize 

children. Missed opportunities fall into two main 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 presents in the clinic for an immunization or for 

another service when the immunization is due and the provider realizes an 

immunization is due, but defers the immunization for inappropriate reason, such as 

"being on antibiotics" or a miner upper respiratory infection or any of numerous 

"false" contraindications that do not really preclude immunizations. 

At ono of our largest Health Department clinics we found that 50 percent of chitdron 

being 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 percentage 

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 iinmuniiations are due. Minimizing or eliminating missed 

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

IMPLEMENTATION OF THE VFC 

The main problems encountered 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 today, 77 private providers have signed up. 
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The main success has been that we have at least impiemented the proflram. Also, in 

some statee, state medicaid matching funds previously used to pay for vaccines which 

VFC now covers have been 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 available 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 some states, the VFC itself stands to become a major barrier to 

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

The reason for this is the restriction of VFC vaccine use to Federally Qualified Health 

Centers (FQHCs) for "underinsured" children, those who have health insurance which 

does not cover vaccine. Such children are the inajority of those we see In Health 

Department clinics, and in most private practices. In 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 every county in 

the state, wc can't givo them VFC.vaccine. Under the program as It now stands, 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 patient or absorbing the cost. 

For the health department it is far more serious. 

Vaccine for Health Dopartmant clinics has long boon purchased with funds provided 

through the CDC under section 317 of the Public Health Service Act. With the advent 

of the VFC, 317 funds to health departments have been reduced, on the theory that 

VFC will replace them. In 1993, Mississippi received $3.2 million in VFC funds; in 

1994, we got $3.9 million; for 1935 our allocation is $1,7 million. Meanwhile, we 
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have $3 million for VFC, but we can't use that vaccine for most of the children we 

see. We cannot Immunize half tho children coming to us with the 317 dollars 

available- And they do come to us. They come for the WIC program; they coma for 

well child oare; they come for immunizations because our clinics are convenient. 

Under the VFC as it now stands, we wilf 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 result in a working, successful 

immunization system being dismantled. It is a major concern on our part that federal 

efforts to increase immunization Jevels do not tear apart a system which is working 

well and which, if continued and improved upon will take us to the 90% goal before 

many other states. 

The restriction of VFC vaccine for the majority of children to FQHCs 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 

J recommend that, this .comminee and tl ie congress consider the wisdom of the V F C 

as a whole, in addition to examining the mechanics of its implementation and 

operation. If the VFC is to be left in place, I strongly urge this committee to 

recommend that the restriction of the use of VFC vaccine for underinsured children to 

FQHCs be removed. If it cannot be removed, at least extend the ability to give VFC 

vaccine to underinsured children to Health Departments. Otherwise the VFC, a wel! 

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 left in place, any 
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changes made to it should preserve the ability of states to purchase vaccine at federal 

contract prices using state funds, at least 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 
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HINDS COUNTY, MISSISSIPPI HEALTH DEPARTMENT CLINIC 
Children Already Being Seen, 1 993 

19 Month Olds 
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Insurance Coverage 
Mississippi, 1994 
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Mr. Chairwmn, I ant Dr. David ftnt-.r.hftr. Director Of the Cfrnttitt fur 

Disa&ee Control and Prevention (CDC). 2 »m acoanpariied by ?>L . 

Wftltei: Orenatein, Director of CtfC'a Mational Imremnization 

Progran. 

Thank you for tho opportvunto app«*r before thib CwmiiLtee to 

discuB/s chll<Jhc»od itfonunlsA-ior I wr pleased za be here Cw Loll 

you about th« prooraec WB hnva m*d« ainoe o-a-tob̂ r 1 wlmu l»hc 

VAccines for Children (\mc) program became operational, according 

to law, and to clarify 1 Kmieg that have b«an r«iged in 

proc«»s. your l^ht-.^r asked that, wo brino you Mp-to-date on 

sevtral issuae, including BucceooDQ anfl problems of VFC 

iwpleiaeatation, barrisrs to iwrnunieotion, and iinpaut of VFC on 

isununltation rat«B. 

IMPLEMENTAT TQK Qg THE VTC PROGRAM 

The VPf Program bwytin only 7 month* Ajjo. We have made 

•ignlf i r.nnt progress , 

o VFP -jfi operAt-.irijj in All Scatas,1 

o Vaccine purchuc contracts v)*re signed with the 

mannfnrturers to provide vaccine* i o r eligible onildren et 

A1.B8XA, which Already delivaie veccin^a to a l l providers 
xn th# fit«t:»( not participoting in the VFC progrwn. 
Alaska \a «ble to uae other Pedetal vaccine funds to 
purchase a l l v*ccineB for a l l ahililitiu in the State 
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diflfcounted CDC contract priottE, f*r a l l voccmea routinely 

reoonunanded for ehildran. 

o State Health DepartiaenfR are raoidly enrolling public 

providers into the prncram. Ae o£ March, uver 6,1U0 public 

sites, such ae locs l p^biin hAalth <i*p&i tmants, community 

health elinice, matarnaT and child healti. clinic*, and 

public hoepitjils. in **v#ry fiteto *v« par ticipating in the 

prog raai. 

o Private provider! err aleo being rapidly enrolled. Ae ct 

Match, over 21. Ono private provider ftitos, tnany with 

multiple phyaiciane par site, have enrolled so far. This is 

a 32 percent increase in private provider Bitai sinca the 

program beaan. we oxpevt to inojfeaee the number of private 

providers enrolled ae tnore Gtatee develop systems to dalivar 

vaccina to private provider*. 

o The voccine ordering eyotec\ is working well. Over 1,700 

bulk ordara have bwan prftca»*ed, totaling over $150 tnillion 

in vaccina. 

o Since October, over 13 milliou doeee ot children'a vaccines 

have been shipped through th* vrc ptogrart,. 
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Tli« good n«wf 1* that wa are nrnking progrepe towards our goal of 

ImiftWiUing 90 parcent of the nation's ohildren euwinst vaccine-

preventable tHeeaacs. Our rccst rp^ent imunizttigu covara^e 

infurowition, from tha first txuevter of 1394, indictttes that we 

ere at record hitfli levels ot immmiiation cjoverô e ior two-ytar-

old childran. I believa if we stay focunafl, wa will achiava our 

We et i l l , however, h»V« work tn do. Ou* data tells u* that about. 

600,000 to 2 nillion of our nation'• childron between IS and 35 

monthe of age atill^hadylr.ot receivad recoramended vaccinations 

againat specific diseas** For QKATOPIQ, about 2 inxillon of these 

children^^^^ot receiver! the full aeries of vaccinations. About 

L.4 million oi theae chiidren^ad^iot raceived neceaeary polio 

vac a ine t i 0118. Tabl« I present* theee mo&L recant vaccination 

levala and the associated eetioates of children who have not 

received all recosmnended vacoino*, 
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Vftble 1 

V/itcclnatlQa Lwftla aad Eatiraahert NwflberB of Two yaar Old* 

ChUdran NCt 7UllV ProtacLad la tha U.fi.. iBt onartar 19?4 

Vaccination 

TParcentagaa) 

letirifcted Nimbers oi Children 
NOL JMIIY .g^fetPtftfi . 

DTP 3 + 87 eoo.ooo 
DTP4 €7 1,900,00C 

OPV 3 76 1,400,000 

MMR 90 600,000 

Hib J + 71 i,700,OUl> 

4D,1*/30FV 
/1MMR 

66 2,000, GUI) 

* childron 1&-35 itontha old. 

aiota (1) J A next to a vaacine indiu^tea 3 or more doses. For 
exapple, DTP 3i i» rereipt of 3 or all ft recommended DTP doeee. 

flota (2); Hapatitia u, although a recowiaandad childhood vaccina, 
la not included in th* tablo. a'he coverage for Hepatitis B was 
only 26*> leaving 4.3 siilUon childrew not fully protected. 
However, mny of th*** ohildren were born before the Hepatitis n 
recoinnicndationa vera in effect. 

Reoogniuing that there are multiple barriers to childhood 

mnunication, CDC And ite state »nd other partners, developed a 

cowprehansive approaoh to ir.oroaae ar>d eufitam these percentaaes. 

The Childhood Jaaumization Taitiatwe icii) wae launched in oarly 

i»i4. cn includes five key otrategiee that will 1) Lmprove the 

(juality and <mantity of vaoci«abion delivery aarviceo, 2) reduci? 

4 
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vaccina costs for parents, 3) inarea»e community participation, 

education, and partnerships, 4) improve the monitoring diEeaae 

and vaccination coverage, ard 5) improve vaocinea avid vaccine 

use. Tha VFC Program) ona component of the c i i , Vas d^aitfnea as 

one ot theae key strateaies to »adr©s» imtunifatiou barriers. 

I'he VFC Proflfram is ittiportant for several reasons, Including 

o allowing eligible ChildKen to obtain irttriunUetionP in thait 

tnedicel hones, 

o providing greater ecceop vacoinoo, and 

o forging public/private partnerships to get mora children 

imnunized. 

Coit is a barrier that contributea to delays in achiaving full 

immuniaation of preechool ohildren with todays vaccines. The 

oost of the vaccina aariaa hae increaaad about. 10 fold in the 

past 12 yeara. This ie the reimlt uE mora dosaa recoxwended ior 

Older vaccineA, new vaccinea added, excise taxes, and increases 

in the cost nt the old vaccin&a. aegarUlaata ot tha causa of the 

increafled coet of the veacin* ne^-lns, When parents must pav abo nr. 

$270 in vaccine coets and olwost an a^ial amount in 

AAftinietrefion Caea to have eauh child fully vaccinated, i t 

stands to reason that paranc* without adequate insurance seek 

uflstunifcatian*, not from theii; private doctor, buu from public 

health nlinics whare the vjiculne is free or available at noannsil 

cuut. Having to meke the extra vibics to these public clinics 
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can dalay tha feiwaiy imnuniwabion of children. 

*HB y^BLBMS ^ THE VTC PROGRAM 

There have been many succecoBe in the implementatlcn of the VFC 

Prograst- Thronoh tha p\ireh*a* of vaccineo at discounted CDC 

contract pricae, the VFC ptogratfi Iwlpa assure cost savinge to 

Medicaid. Bator* VPC, the oost wt vaccines for jnost children or 

Medicaid Ves based on higher cataioyue prices. VPC allow* States 

to purchaae thair- vacdnea at diecouut-eo ̂ uu contract prices 

without having tn negotiate these ptlcas directly with 

meimfacturers *y shifting children on Medlftaid from higher 

cafcalogua vaecine pricee to lower CIXJ contract pricea- milllona 

of Federal and atate toxpoyet dollara Will be aaved. The 

catalogue price for the total eeriee oi vaccines is about $'>"IG, 

while the CDC price io about $110. Calitornia alona has 

eBtijnated that i t eavefc $40 miilloh a year from the ability to 

purchase vaccines at the lower CDC contract price. 

/ ^ { i ) ^ ^ 0 f coiirne. we Know that dddressing coet olons will not solve the 

^ 1 tinderirmtiuniJtation probleuu It is clear only a comprehensive 

a^prrtflch with intarvcuLions ageinet «ultiple barriers ie likely 

to raise and suatain immunization levels ciinonc preachnnl children 

in the St. 

«Â A coriieTflfono of the VFC Program is the forging of new 
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'.l)Artner�h£,pa with p�i.va.t.o pi:-o'\ltu.�.t"s. o\oipporr. from publi<.' and 

private medical .connuniti.es at the �at.1on.ta1, State and local 

lev•l �ve alr•nathened our. efforts �o 1mr.iu.nize childran. 

'\Total F•deral an.ii Sta co v.:a.,::cin" ■xpend.i ttUes will not be tttueh 

\(/�,ore when 1"r' i• fully oper.,t.lonal than what they .,..,.., b•Eou. 

VF'C allQWS m1 tc, buy more life-saving vaccine for Abo�t:. the same 

11r1ou."'l.t of moo.ay. 'l'hic, .:is l.iecauae v&cclm� purcha.1111 under tha 

"ll"P a.rant-. program h•• bet:n signiticantly reduced Also, 

Medicaid va�nir�v (which �xu up well over one-hel f e,£ WC 

vaceioe) i9 now purchasf!tl at �isoounted enc co�tra�t �rioea 1 

rather t-h•n mora 4'Xpen11:1.ve catal09ue pricae. 

Moat gt•t• H•o.lth oopart.menta strongly aul)P(.'rt the VPC program 

and val�• ita �efi� to 1.ndivigual chlldr�n and eoffllrlunitius as a 

11hnle_ S•v•ro.1 S�t1t••• including Cal1for-nia. QOc¥"9ia, Oregon, 

south n.k�ta Gild �hooa Island, have reportttd to th� As■ooietior. 

of st.to end Te.rritorial Health Otf ir.i1111� t-hat,, without tn.e V!'C 

pr(>f�Olfl, thei� 1ffllt'luni�ation sftorta would auf£er •cata$trophic� 

and Mic,bigo.u, adVisecs tbey would h�·ve to limit tht:t availability 

of oo!PI• vaccinaa, i.neluding th-. H,:r.�phtlu• IJ • .tl"en•ae type b and 

Hepatiti• a vaceine1, anti south Ca�olina r��ort�u that 

i�\.Lnizatiun zacew \lould plwrur.et. 

7 
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piivata physici*ns are supporting che VPC program. CDC has nade 

it a priority to listen to thesa groups' views and develop on 

Acceptable and workable prog ram. it ahould also be rem«mbered~] 

uhat not all private phys-friana, such ae those that only serve 

ohildren with insurance, would see a Vrc benefit to their 

practices. ^ 

1 

While some physicians remain ckeptical, primarily because of th« 

perceived paperwork burden, we expect continued increases in 

enrollment ac more Statew astabiloh dwiivrqry syataans to privata 

providers, and tha facte about the operation and benefits of the 

VPC program become mar* fcosognzrisU, 

•The VPC program hint strengthatied and institutionalized the 

partnership between public and private medical conffiiunitiee at the 

National, etate, and looal level. Kore than 30 private medical 

profeaaional associations are working with u« to iroplement tne 

VFC program. These groups iuuiude the Amerioan Madiral 

Association, the American Acaderay of Pediatrics (AAP), the 

Amatioan Aaade»*y of Family ?hyeioian»f the Awerioen Oeteepathic 

Association, tha National Medical Association, and the 

Interamerican Coll«$« o£ pfayeicians and Surgeons, cr. Froncee 

Rushton. President, South Carolina Chapter, AAP, recently told my 

staff that the VFC partnerehip has been the single graeteot 

DUblic/privAte partnerahip etfort ia his medical naraoc. 
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'fho �oinpl.X n&tu:-e nt tlle impleroentiUi legS.alaH r.,n -.nd t.b• 

relatively short tlm� allowo� to �1ek�off the VPC prowrua h•v• 

c(;ll(l)lle•ted ie1 in\tllementatioil, 1 woulc like to add�oa• two 

i.01u.e11: accou.ntetbility aystem1 llnd v,ceipe deliver� tQ private 

providers in some Sr&t•a. 

GAO baa expresaud ��"c•rn ubout accountability. Fi��neia: 

accountabilit� 1s a� ••••ntiGl cofllt)onent of thA VJ'C proCJ�61\'I, 

81.-tLtas h�ve pri.Daey i:ecponsil>ility for accountincr for vttcoin•. 

state• have �ver 10 yeare upariance mana9ing immun1t&t1on 

pi-ograma and are in thD b••L. poe1tion to &C!Ctiunt for vdccines 

bocau1e of th•ir ltrtowledge of u�ique circurnstancea an� ptovid•r 

p;1;a.ctices 

tt i.s crucial to rnaintair.1. the right. halan� �tw••n eftective 

account.ac1lit:v and provids� participi1tion, Private pro·\•ider 

org-anizations hav• war�e� ue taat �&perwo�� wuuld ���P pnyaici&ns 

from enro1lihg. .tf provide.re: �d to report each i1Ul\l\1!:l.i�Ati0.n 

traneactio11,. thi1ty �uld tie burdened w1th filling o·l,,j.1.- anQ sanding 

in over 1,: ll\il 1 ion pieces o! paper a. vMr, coo l"i4& :O.en 

celuctant to �n•• •�eh bureauc:&tic 4gcountllbllity 

re(lllireiunts. Tn buildiug an effectivti aceouattsbilit;v ll■tem,

»evaral activ!ti•� u• ��•rvay, includino the develvpment of

... 

.... 
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Btftte accountability plane, wonitoriny orders, and tha aubminMion 

of thcae annually required forma, overall. CDC f*»ele i t hau 

institutad the appropriete balance batwaan acoountebility end 

provider partioiDatinn. 

YftcyiJia Delivarv tP ^-ivatc. Pbva.icl,ana jn Som» Sti^ff 

CDC initl&lly propoaad distributing vaccine to private phyeicians 

in selected Statei through a ruatiooai dlstr.ibutir»n center, as 

requested by moat States, in Ssptamber 1994. CDC began 

negotiations with varcin* gnanufavturars anticipating deliveiy to 

private phyeiciano in December. On April 10, CBC had to 

discontinue theee Aegotiatione. Mtrtough final agrecinent was 

reaohad with one manufacturej, time was not awiilablc to reach 

agreementB with r^maioing manufacturer*. CDC ic planaina to meet 

with Interested parties to determine how ba*c fee conduct vaccine 

delivexy, 

Despite this, V?c vaocine is bainff delivered to tcn» o£ ciiousand* 

of public and private prevlderB. Forty-nine States ai<e 

delivering vaccines to publio clinics, which account Cur about 50 

percent of iimunitaftien* nationwide. As of March 30, $5 States 

had infomad CDf thay were delivering vaccine to enrolled private 

providars. At le&*t (^Tof btoejŴ re«aininff Statee reportad they 

^ ^ ^ , n ' ^ p i a n to begin delivering vaccine this year. 

10 
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There are numeroue riek £actyra for failure *•© veccinate children 

on time Which have beeoo idontified from research and from tha 

experience of hcai-h prvfeuaionals direotJy involved in providing 

vaccines to infante and children. 

Recant ssiudies ar<? also emphasixing the crucial role of the 

provider in improving ia»ual*ation Coverage, cnildren are 

seeking health naro, but that health care may not be translated 

into hisjh itour.i.nation coveraga. Based on a study of the 

lmnvuni«ation raoosfdo of chlldran ia 5 imblief health clinics 

around the United fitatea, the average number of viaitft during tho 

first 2 yaars of life rangad from 5 to 15 yet coverage for the 

coatplete vaccination series ranged froro only 18* co bl%. "Tha 

number of health cure contacts ahould have been adequate to 

provide all vacoinatioue needed in the first 2 years of life. 

providers hflva a crucial role in making cure all opportunities to 

vaccinate ar« taken, in reducing obatftfl'lee or barriftrs paranta 

way face in getting thwlr children vaccinated, and etimulatino 

parents to return for immunisation visits. The potential impact 

of taking advantage oi all vaccination opportunities was studied 

in 4 inner cities. DTP-4 coverage could have improved from 0 

11 
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percantaQe points in Lo» MagoleB to is points in Baltinors. 

Anocnor ssrious barrisr io th*» condition of the public heolth 

•yscsxn. About 50% of iramunifcetions in this country are given in 

publio clinicg. *, variety of inpediiaauts exist tr* delivering 

vaccinas in thas* publio settings*, includin© insvfficiont clinic 

Staff, inconvenient clinic houcf^ or lack of rarall syetema. 

Also, vaocine eost, by luuLeaateQ raferrals from private to 

public providers, further atressas these delivery eyatems. 

Fediral infrestrcwtura giants addreat these problemo. (See Teoie 2) 

Table 2 

Grant Funding for infrastructure Enhancenant (PY 

(S in «u 11ions) 

far* 

Hi 

PY 93 PY 94 n 95 ry 95 

Approp. Approp. Approp. Estimate 

Infrastructure $129 $109 

Sneentives JUL ^1 „ m 

TOTAli 945 $162 $141 1*141 

Irnrnmizsition /ftuut be a sharad r»sro»aibiiity of oottt providars 

and parents. Data from a variety of studies indicate the vast 

majority of prueuta want to imaunisa their children. But parents 

do not understand the coinplaxity of the iranuiiization schedule and 

the fact what more doses and vi^ica are needed now, than when 

13 
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they were children. Pifequently, parent* have believed that their 

chiiaran ware fully Jjomunized, when they wert not. Through 

comnunity outreach and education, parents need to underatand that 

inununitinff a child raquire* at leaet 5 vieita to providere, end 

chat they should have the immunization statu* of their child 

checitad at avary health car* contact whether the child is i l l or 

well. 

with inctfeasing munbora of available vaccines cot^piicatinfi the 

inmunisatian achadul*, patenta and provider* need help in keeping 

track. Conputorized, State-based iwimunisation registriee, When 

operational, will rmind parents when iiranunizetions are due, or 
^ \ 

(xĴ ^ pverdue, and assis? providers in determinino the iwttiuni*ation 

eeds of their patients, old cr new. at tha time of each viait. 

Some St A r.ee ara now developing those systems. One uxait\ple is 

Delaware, whioh has developed a statewide ragiatr-ry aysteit for 

public »nd many privata providers. 

Numerous surveys uf both practitlonern end haaith departments 

have rtocunxentifcd increasing reScrralst of patientii from cheir 

urimary oara providara or aiedical hones to public clinics, with 

cost to the petient as the most iwportaac reason. A 1992 AAP 

study revealed 55 percent of pediatricians refer some or al l of 

their pacients fot inmunizationa to a public provider, A 1992 

North Carolina survey documented 93* phyaicitanB r el erred 

pat-ienta tu health departnents for immuniifctions. A recent 

13 
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aurvay of pediatric"!ana and farcily practitionare in New York 

found ttiat su percent referred all or woroe ot their patient* for 

vacclnatione, generaliy to pubiic health ciinics, Pinaily/ in a. 

1993 survey of 538 familiea attendiua public inmunization olinics 

in Culifornift, Lieu and colleagues concluded that financing 

refvcir. has ths potential to improvw vaccination ratee, if it ia 

combined with iotoroved parent education, and reduced non-

financial barriers to immuniEation, 

u 
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Clearly, coat contributes to mokino iramunisai-ion harder ba obtain 

and playe a rale in the delay in eretting children fully iimtttmised 

according to tha racomended schadUle. 

IMPACT Qy VFC ON rtfflfllMIZATIftM a ^ | f i 

childrens haaith will improve aa a result of wc. rt will be 

diffiouit to documeint how the WC progrsm »lon« will inereeeo 

inmuniaation rates, in its July 1»94 report on the VPC progreuti, 

OAO documented that i t will be sxtram^iy difficult to aosees 

VFC'S impact since VFC Is only one ot the CII'B five conponen-s. 

CDC IB currently deveiooing an avsiiuucion plan to attempt to 

address this issue, which we will provide thin aumer. 

The WC Program will definitely i»<provc the health of our 

Nation's children, despit* the ditfitulty of docuraenting 

increasea in inmiunlration r«tea directly related to vrc, ^hi*-4^ 

-because-the-VTC pvaQi«em npeeds up-uite yi wlei-en- ̂ £-Hew-«nd 

-4«&rev«d-»f»ecAnes-be- •J-f giteî eH*4d»etî  -ecm*-6fcat*« ̂ euW--not -tea 

-^ble- be- e££e»-fĉ he#̂  new vacexnmr-tc»-chi 1-dren • wl uhout~Vi*e coverhxg 

*^b^a^i*LHP*^^»l ^he-chxtdrer: -rrz -necQ,—Aiee, The VFC 

preorram allowa eligible «hiidroft to obtain JLumunlsatLon in their 

medical home where they can receive other cc«v*m«iits of health 

promotion and diBAaee ptwmntion. 

15 
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laaau/iizatiOR represanta one of the meet, it not tha moat, eost-

effectivo public haaith Intervention. However, vaccinaa ea^ only 

be as good as the systRm we have to maVe sure children tn n*w»d 

get. them when they heed them. There is no uta^ic bullet to solve 

the yrobleai, No One apprrtach, euch as aghool laws, will suffice 

for tha preschool population. Wo are ulosa enough to our goeio 

to be convinced we can raacii thttr. wit*, intensified use of our 

current comprehensive sfrategy. 

•nils nation has too oft*™ recoonded to crises rather than 

preventinfl tha». We naed a flyBtem U:at will aeemre that children 

born yesterday, today, and in ch* future will be vaccinar.ed at 

tha time in their lives whea. vaccines can prevent the greateat 

amount of disease. This cyetam must function not only during and 

iranediately after the threat of epidemic disease, finch ae 

occurred after the reewt nteasles resu^genoe between 1<>8*-1P?1; 

but, more importantly, tho ayatutn muat function durina the period 

of absence of disease which often lasts for many years a*fcor «n 

epidemic. Never again ohould ^pidereies be the primary motivatiuu 

of immunizacion efforts. 

The c i i is designed to build this disease prevention systea by 

enhancing vaocine delivery tafraeLrucitire. buildmo iwrtnershipa, 

imrolvang the comun^y, efifcabllshing data gystems to help 

16 
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Chairman Packwood, members of the committee, I am here to support 
the Vaccines f o r Children Program - but q u a l i f y t h i s support based 
upon c e r t a i n concerns which must be addressed by introducing a few 
important modifications. In general I am suggesting three over­
arching goals f o r the program: 

1. As increasing attention i s paid to budget d e f i c i t s and state 
versus federal control of public programs, we need to protect the 
i n t e g r i t y of the VFC program and health care access f o r 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 l i m i t a t i o n s related to 
possible fundamental changes i n Medicaid structure. 

2. We must safeguard against unanticipated consequences of the 
program as i t i s currently organized - including the use of 
precious resources i n ways which w i l l not accomplish the goala of 
VFC i n the most e f f i c i e n t manner possible. 

3. Conversely, we need to maximize a l l available resources -
including those provided through VFC - so that the program targets 
the children most i n need with expenditures targeted to address 
t h e i r s p e c i f i c barriers to health care and immunizations. 

I am Dr. Irwi n Redlener, director of community pedia t r i c s and 
associate professor of pediatrics at the Montefiore Medical Center 
and Albert Einstein College of Medicine i n New York. I have had 
some 2 5 years experience i n delivering health care and developing 
programs f o r disadvantaged children. 

I am also president of the Children's Health Fund, a foundation 
responsible f o r establishing comprehensive ped i a t r i c programs f o r 
some of the most medically underserved children i n the nation, 
including the children of homeless, migrant and otherwise severely 
disadvantaged families i n a wide range of communities. 

Children's Health Fund programs operate i n New York City,- Newark, 
New Jersey; Dallas, Texas; r u r a l Mississippi; West V i r g i n i a ; 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 l i t t l e organized, quality health care and provide them with 
care that i s delivered by medical teams who are committed to 
qu a l i t y and continuity. 
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We ascribe to a notion that the care a l l 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 t h e i r health care i s 
delivered; where follow-up vaccinations and follow-up f o r medical 
problems can be tracked and managed. Where, i f needed, specialty 
care and hospital care can be coordinated and ensured. 

Pediatricians refer to t h i s kind of care as being provided i n a 
"medical home." I t i s the appropriate way to do what's r i g h t . 
I t ' s what a l l children deserve to have. 

Children without a medical home may get health care, but i t i s the 
worst kind of episodic, fragmented and expensive medical a t t e n t i o n 
i n emergency rooms and drop-in c l i n i c s . This kind of care 
t y p i c a l l y e n t a i l s l i t t l e or no follow-up,- and, i t often does not 
happen u n t i l i l l n e s s has progressed too f a r . 

In other words, medically homeless children get the wrong kind of 
care, i n the wrong places, at the wrong time. I t i s precisely 
these children, without regular, dependable access to primary care 
that are most l i k e l y to be underimmunized. 

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

In f a c t , our programs provide medical care to some of the most 
medically underserved children i n the United States. For the 
homeless and extremely indigent children cared f o r by our flagship 
mobile un i t program, the New York Children's Health Project, the 
immunization rates are devastating: 

Some 90% of our pediatric patients, on t h e i r f i r s t v i s i t to our 
program are behind i n - or cannot document - t h e i r routine 
immunizations. 

This i s an extraordinary indictment of the health care system f o r 
indigent children and i s , to our knowledge, one of the absolute 
worst immunization situations i n the United States. 

Actually, in a l l 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. I t ie 
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 t h i s r e a l i t y : i n terms of the most s i g n i f i c a n t 
causes £ô -fche-- nafcioiiJ-s-prQblejnR__arnijnf3 immunizing our children, 
-tjie^'cost of vaccine i s not a major f>ctor. Rather, i t i s lack of 
access to a medical home type of health care re l a t i o n s h i p and the 
absence of a functioning c h i l d health care safety net i n t h i s 
country which are overwhelmingly responsible f o r our seeming 
i n a b i l i t y to consistently protect our children through on-time 
immunizations. / 

H Vfrtn* YVwy b«vi 4 WLJL. hv «ou k ^ p t M t ^ V h ^ t ' 
Te Vaccine f o r Children Program (VFC) i s c l e a r l y based on an 

essential and laudable p r i n c i p l e that a l l children need t o be 
immunized i n an appropriate and timely manner. Our country cannot 
a f f o r d otherwise. President Clinton and his en t i r e administration 
are committed to t h i s goal and i t needs to be achieved. 

We are, therefore, strong supporters of the VFC but have in s i s t e d 
that i t be modified-Jji several important ways i n order that there 
issome_rggsonable chance of the program r e a l i z i n g s i g n i f i c a n t and 
sust^TneHNa^igroveffiepSs i n the nation's immunization completion 
rates. 

********* 

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

I would l i k e to share with you my four p r i n c i p a l concerns and 
spe c i f i c recommendations to re-shape VFC: 

Concern #1 / frc* fW- v««iK/ «H f ' u * 

George Washington University's Center f o r Health Policy Research 
recently reporteda study of immunization issues i n 12 states where 

z^/there i s unlvers"aT~pmcliaafai -»£^vaccine for a l l children. I n these 
^ states, (coat has been eliminateg>as a factor i n underimmunization. 

Howevet, t h i s study v e r i f i e s our c l i n i c a l experience i n providing 
immunizations and primary care to underserved children around the , 
U.S. / VFC does v i r t u a l l y nothing to increase immunization rates f o r 
the SttilfTons of children who have no recmlar place f o r health care. 
Thepe are the children who jfeallV need assistance i n getEihg and 
sustaining up-to-date immuni 

You 

>ns. They neejj _m a^i TTSII hT?m"'=;. 

might look at the issue i n t h i s way: underimmunization i s a 
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symptom of lack of access to relevant pediatric health care. The 
real "treatment" for this problem i s guaranteeing access to 
comprehensive health care where immunizations can be given over 
time and on-schedule. 

For the 15 million medically underserved children in the United 
States the total amount of funds including the VFC program. Section 
317 and other public sector initiatives i s insufficient to meet 
existing needs. However, right now I am concerned that the 
relationship between funds spent on vaccine purchase versus new 
health provider capacity for disadvantaged children i s not in 
appropriate balance. 

Recemmendatien: 

Congress needs to safeguard the total expenditure for 
vaccine-related programs so as not to jeopardize the 
long-term national agenda for children. But, tax dollars 
should not be used to purchase or subsidize vaccines for 
families with sufficient income or insurance coverage. 
These dollars should be re-directed to providing access 
to health care for as many medically underserved children 
as possible. This means that what i s really needed i s 
sney for infrastructure, that i s , new capacity to 

provide comprehensive, primary health care - while 
ensuring that funds to provide vaccines are always 
sufficient to meet the needs of the children identified 
as "atNrisk. 

********* 

Concern #2: 
</V 

The VFC purchase and distribution plan helps families who have a 
regular source of health care - pediatrician, family physician, 
c l i n i c , etc. - but cannot afford or are not covered for vaccines in 
that setting. Some are directed to use public health c l i n i c s , 
thereby fragmenting care. Studies havg^ahove^^h^t VFC can help 
many of these families. But under current VPC guidelines, there i s 
no liroit t o or monitoring of under wha^tyeigcums-tagces and for how 
long tnese families would be eligiblte for free or subsidized 
vaccine. In addition, certain VFC piovisions permit states to 
inappropriately use public funds to pro-v|ide vaccines for insured or 
non-needy children. 
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Recommendation 

VFC should not offer opportunities for states 
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 unt i l 
Medicaid or private insurance coverage i s obtained. 

Concern #3 

The VFC program i s , of course, a great assistance to private 
physicians and their patients since i t eliminates the need to 
u t i l i z e public c l i n i c s for vaccinations. Yet, although the private 
practitioner benefits from the VFC as a government subsidy, private 
doctors may s t i l l refuse to provide subsidized vaccine, or any 
health care, to Medicaid or low-income patients - precisely the 
children who are most in need. 

Recommendation 

Physicians or clin i c s participating in any 
aspect of VFC should be reguired to accept 
children covered by Medicaid, children who are 
uninsured or those who are otherwise unable to 
obtain appropriate health care. 

********* 

The VFC program c^iscourages) insurance companies from including 
immunizations i n tnteir famjrly coverage. Companies may surmise that 
r e s p o n s i b i l i t y f o r the cost of vaccines w i l l simply be assumed by ̂  ' 
a tax-supported program. Iv̂ C, . 

Recommendation -H ^ts. 

A l l insurance policies covering families, 
whether fee-for-service or capitated premium 
based, should be reguired to include a l l 
recommended vaccines for children. 

********* 

Members of the Committee: 
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As I stated e a r l i e r children need real medical homes. I f every 
c h i l d i n t h i s country had a medical home, we would not have the 
unconscionably low immunisation rates we experience i n r u r a l and 
urban areas around the country. 

We need VFC. But i t must be modified so that i t can r e a l l y take on 
and solve one of the most important challenges of our time. 

F i n a l l y , i t i s my hope - and that of v i r t u a l l y every health 
professional and provider organization - that we can f i n d a way to 
make sure that every c h i l d i n the United States has access to 
appropriate and essential health care. 

At the end of the day, i t i s health care, not vaccines, that should 
be guaranteed f o r children by government. 

I know that know that the President and the Administration are 
deeply committed to VFC and access to health care f o r the nation's 
children. 

Our job now i s to make the adjustments i n an important program 
that w i l l permit i t to function with maximal impact and i n the 
s p i r i t intended by i t s o r i g i n a l drafters. I n t h i s day and age, 
where ever more children are vulnerable, endangered and facing an 
uncertain future, making VFC as effective as i t can possibly be i s 
the least we should do. 

Thank you. 

# # # 
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