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IPRO Completes Statewide Immunization

Update Teleconferences

In preparation for the 2003 - 2004 Flu Season which
began in October, IPRO sponsored a series of statewide
teleconference calls updating acute care hospitals, long
term-care facilities and home health agencies on current
immunization recommendations and implementation
strategies.

During the teleconference, Dr. Sheila Palevsky, Medical
Specialist at the New York City Department of Health and
Mental Hygiene’s Bureau of Immunization reviewed the
epidemiology of influenza and pneumococcal disease,
discussed vaccination rates statewide and in New York
City and outlined valid and invalid contraindications to
vaccination. She stressed to conference participants the
importance of considering only valid contraindications to
vaccination such as an anaphylactic reaction to a previous
dose or to a vaccine component. She further stated that
invalid contraindications include mild illness, antibiotic
therapy, disease exposure or convalescence, allergies to
products not in the vaccine, need for multiple vaccines or
the need for TB skin testing.

A recurring theme throughout the teleconferences was
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the benefit of a facility-wide standing order policy

as an effective strategy for improving immunization
rates. Standing orders are endorsed by both the Centers
for Disease Control and Prevention (CDC) and the
Centers for Medicare & Medicaid Services (CMS). Dr.
Charles Stimler, Medical Officer at IPRO, introduced
standing orders and highlighted the cost savings

of immunizing inpatients as well as recent studies
demonstrating the beneficial impact of the flu vaccine
in decreasing cardiovascular hospitalizations in the
elderly. He closed his presentation stating, “Influenza
and pneumococcal vaccines save lives, save money, and
prevent hospitalizations due to pneumonia and other
causes. Standing orders are the most effective method of
ensuring that patients are not discharged without being
vaccinated.”

Mr. Hugh Boothe, Assistant Director of Pharmacy at
Jacobi Medical Center in New York City, provided
compelling evidence for the superiority of standing orders
in a hospital immunization program when compared to

a computerized physician prompted order system. A
statistically significant difference was observed with the
standing order program. Mr. Boothe shared his hospital’s
experience from idea conception to implementation of a
standing order protocol. He also discussed the important
role that pharmacists can play in hospital immunization
programs.

Participation in the teleconferences was very good with
over 100 acute care hospitals and 230 long-term care and
home health agencies listening in. Feedback received
from participants was very favorable as summarized in
this comment from Dr. Michael Stein, Medical Director
at Saint Joseph’s Medical Center: “This was an excellent
program and it better prepares us to follow the lead

of Drs. Palevsky and Stimler and Mr. Boothe to try

and initiate standing orders for flu and pneumococcal
vaccines.”

Presentation handouts are available on IPRO’s website
at www.ipro.org, under the Pneumonia Inpatient
Immunization project. Frequently asked questions from
the conference calls are provided on Page 2.



Immunization Conference: Frequently Asked

Questions & Answers

Question 1: What is the administration
recommendation if insufficient influenza
vaccines are available to meet the demand?

No delay in vaccine delivery is anticipated this flu
season, and an ample quantity of vaccine is anticipated,
based on current projections. All individuals who are
targeted to receive flu vaccine should receive it. Influenza
vaccination efforts in October should target all persons
50 years of age or older, all persons=6 months of age
with chronic illness, persons who live with or care for
persons at high risk (health care workers and household
members), residents of long-term care facilities, pregnant
women (21 and 3" trimester), children 6 months to 18
years of age receiving chronic aspirin therapy, and all
children 6-23 months of age, when feasible.

Question 2: What do you do if a patient
cannot recall receiving the pneumococcal
vaccine? When in doubt should you give the
vaccine?

If no immunization record is available one cannot know
if vaccine was given. The CDC recommends that persons
aged 65 years or older with unknown vaccination status
should be administered one dose of the vaccine. Persons
aged 65 or older should be given a second dose of vaccine
if they received the vaccine more than 5 years previously
and were less than 65 years at the time of primary
vaccination. Vaccination status should be documented

in the permanent medical record and a hand held card
containing immunization status should be given to the
patient or their caregiver.

Question 3: Can the influenza and
pneumococcal vaccines be given at the same
time?

Yes, they can be given simultaneously. They may be
given in different arms or they may be given in the same
arm at different sites separated by at least an inch so that
if there is a local reaction it will be possible to determine
which antigen is responsible. Of course, use different
syringes for each vaccine and never mix vaccines in the
same syringe.

Question 4: What is the liability risk to a
nurse or an institution if a patient experiences
an adverse reaction to the vaccine?

As long as it can be shown that the care provided adheres
to the recommended therapy and the facility’s policy and
procedure for the immunization administration including
appropriate screening for contraindications, liability
should not be an issue. Serious adverse reactions are very
rare. More common reactions include redness, soreness
and swelling at the site of injection.

Question 5: Does Medicare pay for
administration of the influenza and
pneumococcal vaccines over and above DRG
payment?

Medicare pays for both influenza and pneumococcal
vaccines above the DRG rate for patients vaccinated in

the hospital. For both vaccines, hospitals may roster bill.
There is no co-pay or deductible for either vaccine.

Question 6: How would you define a
standing order?

In New York State, an immunization standing orders
program authorizes nurses to administer vaccinations

to eligible patients according to a physician or facility-
approved protocol without the need for an individual
physician signature. It is different from any method
where a physician signs individual orders for patients to
be vaccinated.

For additional information and updates
on the 2003-2004 Flu season visit:

> 2003-04 CMS Flu Q&A Guide at
www.cms.hhs.gov/preventiveservices /2i.pdf

> Medicare Learning Network (Medlearn)
Immunization - Quick Reference Guide at
www.cms.hhs.gov/medlearn/refimmu.asp

> The Centers for Disease Control and Prevention
at www.cdc.gov/nip/flu

> The New York City Department of Health at
www.nyc.gov/health/flu




Improving Pneumonia Care - New York City
Health and Hospitals Corporation’s Experience in
Pneumonia Collaborative

In November 2003, the hospitals that comprise the New
York City Health and Hospitals Corporation (HHC)
completed a 1-year pneumonia quality improvement
collaborative with IPRO. The objective of the
collaborative was to improve the quality of care for
pneumonia patients, admitted to the HHC hospitals,
through accelerated learning, innovation and change.
The structure of the collaborative provided a forum for
hospital team members to learn from each other’s tests
and examples. Information on quality improvement
practices was provided by team members and IPRO,
and electronic and telephone communication ensured
information flow.

Over the course of the year, participating hospitals
attended two “learning sessions” where they received
clinical updates on topics related to pneumonia
management as well as training on the Institute for
Healthcare Improvement’s “Model for Improvement”.
Between learning sessions teams identified and tested
change ideas using the rapid cycle improvement method,
participated in monthly teleconference calls with IPRO,
submitted monthly reports/updates of their activity to
IPRO and received feedback from IPRO.

Displaying project storyboard are team members from
Woodhull Hospital and Mental Health Center. From L-R:
Emily Mescon, Mark L'Eplattenier, Chermain Cross,
Lamarcia Parkin, Dr. Jose Mejia. Woodhull’s project was
also presented during the second learning session.

Multidisciplinary hospital teams worked together on

this quality improvement effort using rapid-cycle change
methods to test and implement identified change ideas.
Progress on the pneumonia quality measures (1. Initial
antibiotics within 4 hours, 2. Antibiotics consistent

with current recommendations, 3. Blood culture
collection, 4. Influenza and pneumococcal screening and
administration when indicated, 5. Smoking cessation
counseling and/or advice and 6. oxygenation assessment)
was monitored by each team.

On November 20th, 2003, the teams celebrated their
efforts and improvement results at an Outcomes
Congress, held at IPRO’s Lake Success office. Hospital

teams updated collaborative members on the progress Pneumonia Team Members from Elmhurst Hospital Center
of their quality improvement efforts by creating and presented at the second learning session. From L-R: Merle
presenting a “storyboard” of their experience. Robinson, Dr. Crystal Clark, Lorraine Boehm, Dr. Irwin

Berlin, Iyn S d Dr. h Rabi ich.
Team member feedback on the collaborative’s erlin, Jocelyn Sese and Dr. Joseph Rabinovic

effectiveness in promoting change has been extremely
positive. Team members have commented that the (" )

collaborative provided structure to their hospital I I O

pneumonia QI effort, allowed them to benchmark data

anﬁl (l:)omp?re ;h(fir grc;lgress to otILer hospi’;?ls " T}Ie quality improvement project in your institution,
collaborative helped them to work more effectively we’d love to hear your story. Please contact

to improve processes that impact the management of Marcia Brinson at (516) 326-7767 ext. 422 or
pneumonia patients by tackling issues through |

shared learning.

If you have completed a successful pneumonia

via e-mail at mbrinson@nygio.sdps.org




Recently Published IPRO’s Upcoming
Article of Interest Pneumonia Project

“Influenza Vaccination and Reduction in Hospitalizations Act 1VI t ies

for Cardiac Disease and Stroke among the Elderly” by

Nichol KL, Nordin J, Mullooly J, Lask R, Fillbrandt > Revised physician pocketcard, “Management
K, Iwane M. (New England Journal of Medicine 2003, of Community-Acquired Pneumonia: Fall
Volume 348, Number 14:1322 - 1332). 2003” will be available soon. The revised

pocketcard includes the most recent
recommended antibiotics for ICU, ICU with
pseudomonal risk, and non-ICU patients.

This investigation assesses the influence of
vaccination against influenza on the risk for

hospitalization in patients 65 years and older Copies will be sent out to all HCQIP liaisons
during 2 influenza seasons. Two observational for acute care hospitals statewide. Additional
cohorts, 140,055 subjects in 1998 - 1999 and 146,328 copies can be obtained by contacting Shelly
in the 1999 - 2000, were followed. All subjects Roberts at (516) 327-7767, ext. 445, e-mail:
were from 3 large HMOs. The study found that sroberts@nyqio.sdps.org or by downloading a
vaccination against influenza was associated with a copy from IPRO’s website, www.ipro.org.
significant reduction in the risk for hospitalization

for cardiac disease (19% reduction for both > In Spring 2004, IPRO will provide an

opportunity for hospitals to participate in

a statewide pneumonia collaborative (see
related article on page 3). Invitation letters to
join the collaborative, as well as information
related to requirements and responsibilities for
participation, will be mailed out to hospitals

seasons [p<0.001]), cerebrovascular disease (16%
reduction during 1998 - 1999 season [p<0.18] and
23% reduction for 1999 - 2000 season [p<0.001]),
pneumonia and influenza (32% during 1998 - 1999
season [p<.001] and 29% during the 1999 - 2000

season [p<.001]). There was also a reduction in the in early 2004. The collaborative will last

risk of death from all causes (48% during the 1998 for 12 months and will provide an excellent

- 1999 season [P<0.001] and 50% during the 1999 opportunity for hospitals interested in testing

- 2000 season [p<.001]). The authors state that the and measuring change ideas, and sharing their

findings demonstrate the benefits of vaccination experiences with others to accelerate learning

and support efforts to increase the rates of and spread implementation of best practices.

vaccination among the elderly. L )
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This material was prepared by IPRO under contract with the
CMS. The views expressed in this newsletter do not necessarily
reflect those of the CMS.
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