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Immunization work Group Meeting

Dec. 8, 2010
Conference call

Attendees: Drs. Robert Jacobson, Sylvia Sundberg, Dawn Martin and pre-meeting input from David Estrin; staff Katherine Cairns 
	
	Comments
	Actions/Follow-Up

	Immunizations in the media
	Cairns, Martin and Jacobson updated on the media alert on immunizations that was to be shown over the Thanksgiving week at major national movie theaters. Discussed ways to proactively advocate for pediatric immunizations
	K Cairns will ask AAP staff what they are doing for a national media effort regarding immunizations.
Cairns follow-up with Immunization Action Coalition staff for parent outreach

	Update on purchasing managers survey for vaccines
	Those participating volunteered to bring the survey to their clinic’s purchasing manager for review/comment. Seeking a section on the survey that asks if clinic is interested in participating in purchasing option (note:11/22 revision did include these questions) 
	Cairns send updated survey to all work group members
Work group members asked to give the draft survey to their clinic manager for comments- send comments/revisions to Cairns for update

	Immunization MOC4 draft for comments
	The first draft of the Immunization MOC4 was discussed with comments noted below for the next revision. 
· Correct typos 
· Under results/report consider changing from practice clinic to individual level reporting (although a clinic/practice could also do)

· Look at the reporting data elements by vaccine since there now can be different combinations of vaccines with different doses depending on brand of vaccine- who determines if patient is up-to-date with these different vaccine options (physician do the summary rather than MNAAP staff)

· The evaluation elements using MN Community Measurement may be one specific benchmark for evaluation of UTD status- are there others that clinics are using? What about other recommended vaccines that aren’t included in the MN Community Measurement UTD definition – Estrin gave the example that after their audit they found many of the non-billed patients did not have their vaccines entered into MIIC because the MIIC data entry happens as part of the billing process

· Agreed 3 measurement point (start-mid-end); participation in 1-2 webinars over a 12 month period; opportunities for technical assistance calls/emails as needed
· See if clinic staff can do QI run charts- if not, then MNAAP staff will need to construct

· Teleconferences for MOC4 should be separate from Imm work group conference calls

· Jacobson agreed to be lead

· Revise sample criteria to the one CDC used with the older CASA audits- “patient must have made at least 3 clinic visits in lifetime at the clinic and at least one visit in the past year (does not need to be a well child visit)

· Give a list of possible sampling strategies for physician to choose. Require that whichever method is selected, the same method will be use in the subsequent audits 
	

	Next call
	January 5, 2011 at 12:15-1:00pm
	


Comments on Immunization survey, coding, reimbursement, and MOC4 draft application:

(names and clinics have been deleted since some reimbursement/contract info is provided)
	Survey on vaccine purchase
	Questions on the survey seem reasonable.  However, I don't believe the "Clinic Purchasing Manager" would be able to answer many of the questions.  Survey probably needs to be addressed to someone in a more leadership position (e.g. "Clinic Director") who can coordinate completion of the survey.  Truth is if we received this at (at our clinic) we probably would not complete it given the time it would take and the potential conflict with existing purchasing groups / contracts we currently have in place.   Hope this helps.
I have reviewed the information you attached in your recent email.  Our clinic does have reasonable pricing for vaccine because of our health system purchasing process.  We do have some margin on the product that would be lost by our clinic should this program be developed. However, we should support the efforts to reduce the cost of the product to decrease the overall cost of care to the patient.  Additionally, it could result in a higher vaccination rate.  I’m not sure I support the MDH providing because it just comes around in tax to the residents of the state. I agree with the summary of “advantages and disadvantages” noted on the summary sheet.  Overall I think this is a good project for the academy to take on. 



	Reimbursemnt
	We have reviewed the changes in the TRVU and w-RVU and have found the w-RVU remaining the same and the TRVU increasing slightly.  I believe your attachment of the American Academy of Pediatrics captures the correct values and changes in some of the definitions.  However, when the Academy prices out the reimbursement they use the Medicare Conversion Factor and all of our third party payer contracts have higher Conversion Factors, therefore a higher reimbursement. Most of our third party payers acknowledge the RVU when one is present. I have attached the spreadsheet that Tom pulled together for your information. 

I think (the above comment) is missing that the administration RVU is now for those <19 yr of age per component rather than vaccine. Thus an MMR is 3 components and not one. A DTaP-Hib-IPV is now five components and not one.


Comments on MOC4 draft:
(from Bob Jacobson)

Kathi, here are my suggestions for the QI project.
 

1) Make the use and connection to MIIC stronger as it is a compelling strategic initiative of the MN AAP and an outstanding QI effort. 
 

2) We need to be more specific with sampling. Sampling is critical. I would draw from the CASA sampling as one of several offered approaches. I understand that this would be something like, "Eligible patients would include all patients of the practice between 19 and 35 months of age seen at least for 3 face-to-face encounters and at least once in the last year." We need to avoid sampling just recently seen patients as one tends to over-estimate vaccination rates for the practice and fails to see impact of interventions as a result. Offering more than one approach to sampling is probably desirable (as long as the same means is used for all three audits.
 

3) We need to choose the age range. CDC uses 19 to 35 months and has a standard approach to defining up-to-date. Alternatively the Minnesota Community Measurement standards are close to home (but I don't know what range and definition it uses). The latter keeps the MOC more Minnesota-centered. 
 

4) We need to list in the proposal a series of possible interventions to improve rates. Briss et al. have described evidence-based methods such as standing orders, provider-reminder, and patient-recall as 3 strong approaches.
 

5) I like the mid-way audit. It helps make the project more substantial.
 

6) I don't know what you mean by an Excel based reporting system. We may need to develop this further with an actual reporting document to attach.
 

7) I would be glad to serve as the project leader.
 

