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Describe inventory 
reconciliation best 
practices for I-CARE 
and VFC I-CARE 
mandates.

Use the Illinois 
Comprehensive 
Automated 
Immunization Registry 
Exchange (I-CARE) 
portal to order and 
maintain vaccines.

Implement effective 
vaccine storage and 
handling practices 
and keep vaccine 
waste to a minimum. 



• IL’s VFC program is federally-funded by the Centers for Disease 
Control and Prevention (CDC).

• Provides vaccines at no cost to children who may not otherwise 
get them due to cost.  
• Children who are eligible to receive VFC vaccines need to be 18 

years and younger and one of the following:
o Uninsured or Underinsured

o Medicaid Title 19 or 21 eligible.

o American Indian or Alaskan Native.

• Children who are underinsured can access VFC vaccines at 
federally qualified health centers (FQHCs), rural health clinics, and 
some local health departments that are deputized by FQHCs or 
RHCs.





VFC providers must:
✓ Be licensed in Illinois to administer vaccines to 

children aged 18 and younger.
✓ Be willing and able to follow all VFC program 

requirements, policies, and procedures, including 
participation in site visits and educational 
opportunities.

✓ Have capacity to order, receive, manage, store, 
and monitor the temperature of public vaccines.

✓ Be open at least four consecutive hours for three 
days a week to receive VFC vaccines.



• The I-CARE Registry is an electronic web-based immunization data registry 

operated by the Illinois Department of Public Health (IDPH) as authorized 

by the Immunization Data Registry Act, 410 ILCS 527.

 

• All VFC providers must be enrolled in I-CARE.

o Enrollment and vaccine management is completed in I-CARE.

• Must be able to provide individual patient immunization records on how 

each VFC vaccine was administered.

• Patient immunization records can be entered manually or electronically 

through the provider’s electronic medical record.



• Share Electronic Health Record (EHR) with I-CARE using HL7 data 
exchange. 
o Contact EHR vendor to determine if your system is HL7 compatible. 

o May need to acquire an additional interface for your EHR to send and 

exchange immunization data.

For more information on HL7 please visit IDPH’s I-CARE site. If you 
have questions, please contact dph.icare@illinois.gov.

https://dph.illinois.gov/topics-services/prevention-wellness/immunization/icare.html


• Providers must submit a Provider Population Profile at initial program 
enrollment and at least annually or when order patterns indicate a 
change.

• All VFC programs must determine individual provider populations 
served and associated vaccine need by fund type.

• This ensures publicly purchased vaccines are distributed in amounts 
representing the provider population served and to adjust as 
populations change.



VFC providers must comply with:
• Distributing the most current vaccine information statements (VISs) 

for all vaccines included in National Childhood Vaccine Injury Act 
(NCVIA).
o Immunize.org: Vaccine Information Statements (available in 47 languages)

• Reporting adverse reactions to VAERS.

https://www.immunize.org/vis/


The National Childhood Vaccine Injury Act (NCVIA) and/or CDC requires physicians to document the:

• Name of vaccine administered
• Date of vaccine administration
• Vaccine manufacturer
• Vaccine lot number
• Name, title, and business address of the healthcare professional who administered the vaccine
• Date the VIS was provided to the parent/guardian and VIS version date

The AAP recommends also recording the:

• Site and route of administration
• Vaccine expiration date
• Statement indicating that the VIS was provided and discussed with the parent
• Any vaccine under CDC contract requires a VIS.

The CDC requires that patient VFC eligibility screening must take place with each immunization visit.

Maintain records for a minimum of three years or longer, if required by state law (even in the case of 
provider retirement or provider location closure).

https://www.hrsa.gov/vaccine-compensation/about
https://www.cdc.gov/vaccines/hcp/admin/document-vaccines.html
https://www.cdc.gov/vaccines/programs/vfc/providers/eligibility.html


What is the minimum amount of time that VFC records should be 
maintained?

A. 1 year
B. 3 years
C. 5 years
D. Forever



• Providers must complete CDC’s Provider Agreement.
• The medical director in a group practice must be authorized to administer 

pediatric vaccines under state law.

• The provider signing the Provider Agreement on behalf of a multi -provider 

practice must have authority to sign on behalf of the entity.

• All licensed providers in an enrolled practice must be listed with professional 

license numbers and individual NPI numbers (VFC Enrollment Form).



• Provider agreement forms (signed by medical director or equivalent in a 
group practice*).

• The practitioner will be held accountable for compliance by the entire 
organization and its VFC providers with the responsible conditions 
outlined in the Provider Enrollment Agreement.



All VFC providers must recertify their enrollment annually to 
continue participating in the VFC program.
• Annual enrollment is submitted in I-CARE.

Additionally, providers should: 
• Review and Agree to the VFC Eligibility and the VFC Loss and 

Replacement Policies.
• Review, sign, and upload the VFC Provider Agreement.



• Either the Provider or the Illinois VFC program may decide to 
terminate the provider agreement at any time.

• Providers who wish to terminate the provider agreement must:
• Complete unenrollment form.
• Stop using VFC vaccines as of the withdrawal date.
• Return any unused VFC vaccines back within 30 days.

• Examples of why IDPH may terminate the provider agreement include:
• Provider has not ordered vaccine in the past 12 months.
• A provider is on the List of Excluded Individual and Entities (LEIE) list 

maintained by Office of the Inspector General.
• Failure to comply with requirements.



Identify: a primary vaccine coordinator and at least one backup vaccine 

coordinator for each facility.

The primary and backup vaccine coordinators:

• Responsible for ordering, receiving, rotating, and monitoring vaccines.

• Responsible for ensuring all vaccines are stored and handled correctly.

• Must be fully trained on routine and emergency SOPs for vaccine ordering, 

storage, handling, transport, and inventory management.

More information about coordinator responsibilities can be found in the Vaccine 

for Children Program Manual for Illinois VFC Providers.

Notify IDPH when there is a change in vaccine coordinators or medical director.

https://dph.illinois.gov/content/dam/soi/en/web/idph/files/publications/20200207-il-vfc-provider-manual.pdf
https://dph.illinois.gov/content/dam/soi/en/web/idph/files/publications/20200207-il-vfc-provider-manual.pdf


• Annual vaccine storage and handling training.
o Documentation of training must be retained and submitted with annual 

enrollment (reviewed during site visits).

• Education is available through:
• Some VFC site visits.

• This summit ☺
• CDC online training with both of the following modules:

• You Call The Shots – Module 10 – Storage and Handling

• You Call the Shots – Module 16 – Vaccines for Children Program

https://www.cdc.gov/vaccines/ed/youcalltheshots.html
https://www2a.cdc.gov/nip/isd/ycts/mod1/courses/vfc/ce.asp


• All staff members who:
• Receive vaccine deliveries
• Handle or administer 

vaccines 
should be trained in vaccine-
related practices and storage 
and handling SOPs.

• Training must be documented 
on the vaccine management 
plan.



Types of 
Site Visits 

Enrollment Compliance
Storage & 
Handling

Education



• All providers (newly enrolling or re-enrolling after an absence) must 
have an enrollment site visit before being approved to order VFC 
vaccines.

• The purpose of this visit is to:
o Educate providers about VFC program requirements.

o Educate providers on proper vaccine storage and handling.

o Certify providers have the appropriate resources to implement 

requirements.

• Providers should be prepared for follow-up visits during the first 
year.



• VFC providers agree to program site visits that will determine 
compliance with requirements.

• A new provider must be enrolled and active in the VFC program for 3-
6 months before a receiving a compliance site visit.

• Compliance visit includes review of and ensuring compliance with:
o Provider Profile.

o Vaccine ordering and inventory management.

o Policies and procedures and vaccine management plan.

o Vaccine storage and handling equipment, procedures, and 

documentation.

o VFC screening requirements and billing practices.

o All ACIP vaccines are available to VFC-eligible patients.

o VFC-related document retention.



• Storage and Handling visits may be announced (scheduled) or 
unannounced.

• IDPH is required to complete unannounced storage and handling site 
visits for a percentage of providers each year.

• Compliance visit includes review of and ensuring compliance with:
• Vaccine inventory management.
• Vaccine storage and handling equipment and monitoring.
• Vaccine storage and handling procedures and Vaccine 

management plan.
• Appropriate storage and handling related documentation.



• VFC providers agree to replace 
vaccines purchased with state 
and federal funds that are 
deemed non-viable due to 
provider negligence on a dose-
for-dose basis with privately 
purchased vaccines.



• By enrolling in the VFC program, you agree to comply with all program requirements

Examples of fraud and abuse:

o Providing VFC vaccines to non-VFC eligible children.

o Billing a patient or third party for a VFC vaccine.

o Denying VFC eligible children a VFC vaccine due to inability to pay 

an administration fee.

o Failing to screen for and document eligibility at each visit.

o Failing to properly maintain VFC records and requirements.

o Failing to properly store and handle VFC vaccines, etc.

• The Department will investigate to determine intentional or unintentional fraud/misuse

o If intentional, further investigation is necessary.



• Providers must screen, document, and verify VFC eligibility with every 
vaccine visit before administering vaccines.

• Use the MEDI system or equivalent system (with HFS 270/271 
electronic transaction data).

• The Patient Eligibility Screening Form provides a means of recording 
responses to VFC eligibility questions.
o The provider, parent, or guardian may complete the VFC eligibility 

portion of the form.
o Verification of parent/guardian responses is not required.

http://www.illinois.gov/hfs/MedicalProviders/EDI/medi/Pages/default.aspx


• Underinsured VFC-eligible children can only receive VFC vaccine 
from a Federally Qualified Health Center (FQHC) or Rural Health 
Clinic (RHC).

• A local health department (LHD) can be deputized by an FQHC or 
RHC to allow the LHD to vaccinate underinsured VFC-eligible 
children.

• A Memorandum of Understanding (MOU) form is available through 
IDPH. It must be signed by three parties: the LHD, the FQHC or 
RHC, and IDPH.

• If a provider is not a FQHC, RHC or a deputized local health 
department, they should refer underinsured VFC-eligible children 
to a qualified provider location.



• Because of Medicaid Expansion, all Medicaid-enrolled children 18 
years of age or younger are now VFC-eligible regardless of 
their Title 19, Title 21, or State-Funded Medicaid Status.

• How this impacts providers:
• Medi should be checked at each encounter to ensure the 

patient is enrolled in Medicaid, but providers no longer need to 
check for Title 19, Title 21, or State Funded status.

• When marking the patient VFC eligibility in your patient's chart 
and in I-CARE, the V02 Medicaid/Medicaid Manage Care status 
should be selected for all Medicaid-enrolled children.







VFC Eligibility Criteria Definition

American Indian or Alaska 
Native (AI/AN)

This population is defined by the Indian Health Care Improvement Act (25
U.S.C. 1603). (AI/AN children are VFC-eligible under any circumstance.)

Medicaid-eligible Children who are eligible for the Medicaid program. For the purposes of the VFC 
program, the terms “Medicaid-eligible” and “Medicaid enrolled” are used 
interchangeably.

Uninsured Children not covered by any health insurance plan.

Underinsured Underinsured means the child has health insurance, but the insurance policy:
• Does not include any vaccines;
• Does not include all vaccines recommended by the Advisory Committee on 
Immunization Practices (ACIP); or
• Has a fixed dollar limit or cap for vaccines.
Underinsured children are only eligible to receive VFC vaccines at a FQHC, RHC, or a 
deputized provider.



• AI/AN children are VFC-eligible under any circumstance. 
• Participation is voluntary.

• When an AI/AN child also fits a second VFC eligibility category, the provider 
should always choose the category that will cost less for the family.
o Depending on the facility, when an AI/AN parent chooses to have their child 

vaccinated, the parent may be responsible for the vaccine administration fees 

if the vaccines are delivered through the VFC program.

o If the child has private insurance, it may result in fewer out-of-pocket costs 

for the child to receive privately purchased vaccinations since the insurance 

would likely cover the vaccine without cost-sharing.

o If the AI/AN child is also Medicaid eligible, Medicaid should be used for the 

administration fee because it will provide the least out of pocket expense.



• Some children may have a private primary health insurance plan with 
Medicaid as their secondary insurance.
o These children are considered VFC-eligible because of their Medicaid 

enrollment.
o Their parents are not required to participate in the VFC program.

• There are billing options and the provider should choose the option that 
is most cost-effective for the family.
o The parent of a child with Medicaid as secondary insurance should never 

be billed for a vaccine or an administration fee.



Option 1: The provider can administer 
VFC vaccines and bill Medicaid for the 

administration fee.

Considerations:

➢Easiest way for a provider to use VFC 
vaccines and bill Medicaid for the 
administration fee.

➢ No out-of-pocket costs to the parent 
for the vaccine or the administration 
fee.

Option 2: The provider can administer 
private stock vaccines and bill the 

primary insurance carrier for both the 
cost of the vaccine and the 

administration fee.

Considerations:

➢Provider may be reimbursed a higher 
dollar amount if privately purchased 
vaccine is administered and both the 
vaccine and the administration fee are 
billed to the primary insurer.



Child’s Insurance Status VFC-Eligible? VFC Eligibility Category

Enrolled in Medicaid Yes Medicaid (V02).

Has private health insurance plan with
Medicaid as secondary Insurance.

Yes Medicaid (V02). The provider should choose the 
option that is most cost-effective for the family.

Has health insurance covering all vaccines but has not yet 
met plan’s deductible or paid for other services received 
at visit.

No Insured (V01). This applies even when primary 
insurer would deny reimbursement for the cost of 
the vaccine and its administration because the 
plan’s deductible has not been met.

Has health insurance covering all vaccines but has not yet 
met plan’s deductible or paid for other services received 
at visit and has Medicaid as secondary insurance.

Yes Medicaid (V02).

Has health insurance covering all vaccines, but the plan 
has a fixed dollar limit or cap on amount that it will cover.

Yes Insured (V01) until the fixed dollar limit is
met. Underinsured (V05) after the fixed dollar limit 
is reached.

Has an insurance plan that does not cover all ACIP-
recommended vaccines.

Yes Underinsured (V05). Child can only receive
vaccines not covered by the plan.

Has health insurance, but plan does not cover 
any vaccines.

Yes Underinsured (V05). With implementation
of ACA, this situation should be rare.

Has no health insurance coverage. Yes Uninsured (V03).

Has private health insurance that covers all vaccinations 
and is AI/AN.

Yes AI/AN (V04). The provider should choose the 
eligibility category most cost effective for the 
family.

Has Medicaid and is AI/AN. Yes Medicaid (V02) or AI/AN (V04). Providers
should use Medicaid for the administration
fee (least out-of-pocket expense for family).



Which of the following groups is NOT eligible to receive VFC 
vaccine?

A. Uninsured children under 19.
B. Has private health insurance that covers all vaccinations, 

is under 19, and is AI/AN. 
C. Underinsured children 19 and older.
D. Children with Medicaid.



• Patient cannot be charged for publicly 
purchased vaccine.

• Do not bill any individual or other third-party 
payer for the cost of VFC-supplied or other 
vaccines purchased through CDC federal 
contracts.



• Bill only Medicaid for the administration fee for VFC-eligible 
children enrolled in Medicaid.
o Administration fees are per vaccine and not per antigen .

• The vaccine administration fee for non-Medicaid VFC-
eligible children must not exceed $23.87 per dose.

• VFC providers may issue a single bill for the administration fee for 
non-Medicaid VFC-eligible children within 90 days of vaccine 
administration.

• Unpaid VFC vaccine administration fees may not be sent to 
collections and VFC providers may not refuse to vaccinate an 
eligible child whose parents have unpaid vaccine administration 
fees.



• Providers should follow VFC storage 
and handling requirements based on 
CDC’s Vaccine Storage and 
Handling Toolkit including: 
• Ordering vaccines.

• Utilizing required equipment.

• Digital data loggers.

• Vaccine cold chain.

https://www.cdc.gov/vaccines/hcp/admin/storage/toolkit/storage-handling-toolkit.pdf
https://www.cdc.gov/vaccines/hcp/admin/storage/toolkit/storage-handling-toolkit.pdf


Plans must be updated annually or more frequently as needed.

Vaccine Management Plan

Contact info 
for current 

primary and 
backup 
vaccine 

coordinators.

Proper 
storage and 

handling 
practices.

Procedures 
for vaccine 

ordering, 
receiving, 
inventory 

control, stock 
rotation, and 

handling 
vaccine loss 
and waste.

Procedures for 
emergency 
situations 
(transport, 
equipment 

malfunction, 
power failure, 

and natural 
disaster).

Documented 
training 

related to 
vaccine 

management. 

Provider and 
vaccine 

coordinator 
roles & 

responsibilities
.



Vaccine ordering is completed through I-CARE. 

Should be up-to-date before submitting an order:
o Patient immunization records.
o Temperature logs for all appliances.
o All data logger certificates of calibration are valid and not expired.
o All temperature excursions must have a vaccine incident report on file.
o No expired vaccines are showing in the clinic’s inventory.
o The clinic’s inventory in I-CARE matches the physical inventory.
o The clinic’s inventory in I-CARE is not showing any negative balances.
o Clinic must be open at least three days a week with at least four consecutive 

hours a day to be able to receive a delivery.
o Delivery hours must be entered and updated in I-CARE, including specifying lunch 

hours or other closures, when placing orders.



• Order and stock enough vaccine to meet patient demand for one to three 
months.
o Consider patient numbers, patient age, vaccine uptake, etc.

o Smaller, more frequent orders help reduce the impact of incidents that may 

contribute to vaccine loss. Providers may order as often as necessary.

• Ensure each VFC vaccine administered is entered into I-CARE. Options are:

• Direct entry

• Electronic transmission to I-CARE from an electronic health record (EHR)

To set EHR to transmit data to I-CARE: DPH.HL7ICARE@Illinois.gov

mailto:DPH.HL7ICARE@Illinois.gov


• Borrowing between public VFC & private vaccine inventory is not 
allowed.

• Transfers of VFC vaccine between VFC clinics are allowable with 
permission from IDPH VFC Program and proper transport storage 
equipment.
o A transfer request form is available in I-CARE. 



The vaccine administration fee for non-Medicaid VFC-eligible children 
must not exceed how much per dose?

A. $6.40
B. $16.71
C. $21.62
D. $23.87



• Vaccine cold chain must be maintained (ensures potency 
and useability). 
o Helps save money and avoid re-vaccination.

Vaccine 
appearance is 
NOT a reliable 
indicator that 
vaccines have 
been stored in 
appropriate 
conditions.



• Vaccine & diluent should be immediately unpacked, stored 
at recommended temperatures, and documented upon 
arrival.
o Do not store shipment box in vaccine storage unit – the 

combined storage methods may be too cold.

• Check immediately for: 
o Physical damage of shipping container.
o Correct products were received
o Diluent and Vaccine expiration dates.
o Cold chain monitor, if included.

Any issues should be reported within two hours to the 

Illinois VFC Program Services Staff at 217-785-1455.



• Store vaccine by funding 
type (check I-CARE or 
packing slips).

• Separate units are not 
required.
o VFC: VFC eligible patients 

only. 

o 317: 317-eligible adults or 

approved outbreak 

response.

https://eziz.org/assets/docs/IMM-963.pdf



• Stock rotation and removal:
o Rotate vaccine stock so the vials with the soonest expiration date 

are at the front (used first).

o Immediately remove expired vaccine from stock.

TIP: Determine regular intervals for rotation (i.e., weekly), including 

when there is a vaccine delivery.



• Purpose-built or pharmaceutical-grade 
refrigerators and freezers are preferred.
o Still needs to be approved and met with the 

guidelines and re-certified by approved source.

o Stand-alone refrigerator and freezer units may 

also be used.

o The Department does not allow combination 

household refrigerator/freezer units for the 

storage of vaccines obtained through the VFC 

program.

o Never store vaccine in a dorm-style or bar-style 

combined refrigerator/freezer unit.

✓





• Some purpose-built units separate public & private vaccine stock 
electronically.
o If electronic, an inventory printout must be available upon request.

• Power Supply:
o Plug in only one storage unit per electrical outlet
o Use a safety-lock plug or an outlet cover.
o Post “DO NOT UNPLUG” warning signs at outlets and on storage units.
o Label fuses and circuit breakers to alert others not to turn off these units.
o Use caution when using power outlets that can be tripped or switched off 

and avoid using:
▪ Built-in circuit switches (may have reset buttons).
▪ Outlets that can be activated by a wall switch.
▪ Multioutlet power strips.



• Storage units should be placed in a well-ventilated room, between 68°F - 

77°F, and without anything blocking them.

• Refrigerators should maintain temps between 2° C - 8° C (36°F - 46°F).

• Freezers should maintain temps between -50° C and -15° C (-58°F - +5°F).

• Recommended to set temps in Celsius and record to 1 decimal place.

• Temperatures should be recorded any time staff are in the clinic, at least 3x/week.

• Record the current temp 2x/day and the min/max temps at the start of every day.

• Doors should always remain closed – consider using locks or alarms.

• It can take multiple days to stabilize the temp in a new or repaired unit.

• Min and max temps should be recorded 2x/day for 2 to 7 days. 

• Once two consecutive days of temperatures are recorded within the 

recommended range, the unit is stable and ready for use.



• Vaccines should be stored in their 
original packaging with lids closed.
o Food and beverages should never be 

stored in the same unit as vaccines.
o Water bottles can be used in vaccine 

storage units to help stabilize the 
temperature.

o Water bottles are not recommended for 
use with certain pharmaceutical-grade 
and purpose-built units. For such units, 
follow the manufacturer’s guidance.



• Digital Data Loggers (DDLs) are required to continually monitor the 
temperature of vaccine.
o Must have a valid Certificate of Calibration Testing (some units 

have DDLs built in).

• Data from DDLs is retrieved using special 
software or a website.
o Data should be downloaded and reviewed at least 

weekly.

o Records should be kept for three years.

• A back-up DDL must be available in case another fails; 

calibration testing is required.



• All data loggers must have a certificate of calibration that is current 
(based on the manufacturer’s recommended re-testing timeline as 
indicated on the certificate of calibration).

• Some purpose-built units have built-in DDLs. The purpose-built unit 
DDLs must meet the same requirements as DDLs for other VFC 
storage units

• A back-up DDL must be available in case another fails or for 
emergency transportation.
o Calibration testing is required. 

o Should have a different calibration testing date than other DDLs so they do 

not all go through testing at the same time.



• A temperature probe or sensor.

• An active temperature display 
outside the unit that can be 
easily read without opening the 
unit’s door.

• Continuous temperature 
monitoring and recording 
capabilities and capacity to 
routinely download data.

The DDL 
must be 

equipped 
with:

• Alarm for out-of-range temperatures

• Temperature display showing 
current, minimum, and maximum 
temperatures

• Low battery indicator

• Accuracy of +/-1°F (0.5°C)

• User-programmable logging interval 
(or reading rate) recommended at a 
maximum time interval of no less 
frequently than every 30 minutes.

Additional 
recommended 
DDL features:



• Model/device number.

• Serial number.

• Date of calibration (report 
or issue date).

• Confirmation the 
instrument passed testing 
(or instrument in 
tolerance).

Certificates 
of 

Calibration 
Testing 
must 

include:

• Conforms to ISO 17025.

• Testing was performed by an 
ILAC/MRS Signatory body 
accredited laboratory.

• Is traceable to the standards 
maintained by NIST.

• Meets specifications and testing 
requirements for the American Society 
for Testing and Materials (ASTM) 
Standard E2877 tolerance Class F (0.5 
°C) or better.

Certificates 

of 

calibration 

must 

indicate at 

least one of 

the following 

items:



True or False: Purpose-built vaccine storage units with built-in DDLs 
are an acceptable way to monitor vaccine temperature. 

• True
• False



• Any temperature reading outside the recommended ranges in the 
manufacturers’ package inserts.
o Manufacturers will help determine if vaccine is still viable after an excursion.

• Providers should immediately review their storage and handling policies 
and take the appropriate actions.

• Complete the Vaccine Incident Report in I-CARE.
• Unsure if an excursion occurred?
o Mark vaccine “DO NOT USE!”
o Do not use or discard until manufacturer determines viability and IDPH VFC is 

contacted.



• Onsite generators or backup batteries can be used to prevent 
transporting vaccines to another storage facility in the event of an 
emergency like a power outage.
o If the unit breaks down, then it may be appropriate to transport.

• Generators and backups should be tested quarterly.



• Expired, spoiled, and wasted vaccine must be reported in I-CARE within 
one week of the expiration date.

• Expired and spoiled vaccines in unopened vials or unused manufacturer pre-
filled syringes should be returned to McKesson Specialty within 6 months of 
expiration date for Excise Tax Credit.
• Must be unopened and in the original manufacturer vial or prefilled syringe.

• Wasted vaccines must be disposed of according to usual medical biosafety 
procedures, and according to your agency procedures.
• May include open vials or prefilled syringes with or without the needles 

attached, vaccine that was drawn into a syringe, or vaccines compromised 
due to a dropped or broken container.



• Vaccine can occasionally be transferred between providers in these cases: 

o Vaccine is six months or less from outdate, and unable to be used by provider.

o Area outbreak resulting in unexpected surge of walk-in patients.

o Clinic closure requiring transfer of vaccines to other VFC providers.

o Seasonal clinic needing to transfer vaccine to other VFC providers when closing.

• The following transfer requests will be reviewed on a case-by-case basis:

o Vaccines are more than six months from the expiration date.

o The provider has an immediate need for a couple of doses of vaccine before an order 

could be received.

• Cold chain must be maintained – required to use DDL when transferring.

• Department must review & approve transfer requests.

• Influenza vaccine cannot be transferred.



• Same VFC storage requirements with a permanently installed 
unit.
• Mobile clinic should be plugged into a power source at home site 

location when not in use.

• Will be inspected as part of compliance visit.

• Vaccine cannot be transported to city of Chicago or out-of-state.

• Vaccine must be delivered to home site.



• Temporary off-site clinics can be held.
o Transportation, storage, and handling must meet VFC program guidelines.
o Vaccine must be delivered to permanent location.
o Total time for travel + clinic day should not exceed 8 hours (e.g. if transport to 

an off-site clinic is 1 hour each way, the clinic may run for up to 6 hours).
o When transporting vaccines, use a portable vaccine refrigerator or freezer unit 

or qualified container and packout that maintains appropriate storage 
temperatures.

o Use of the manufacturer shipping container or a frozen water bottle transport 
system is not permitted for transport to temporary, mobile, or off -site clinics.

o Vaccine must be returned to permanent location & DDLs must be reviewed to 
ensure proper temperatures were maintained.

An off-site vaccine clinic notification form must be submitted in I-CARE 48 
hours prior to the event.



• Contact the VFC program at 
DPH.Vaccines@illinois.gov

mailto:DPH.Vaccines@illinois.gov




Apply the 2023 
Advisory Committee 
on Immunizations 
Practices (ACIP) 
pediatric vaccination 
and catch-up 
schedules.

Outline new vaccine 

products and updates.

Summarize current 
routine immunization 
rates.



VFC providers must comply with:
• Current ACIP recommendations and VFC resolutions.
• Making vaccines identified in the Provider Profile based on the 

provider type and population served available including non-routine 
vaccines.

• Understanding state laws related to vaccination requirements and 
acceptable vaccine exemptions.

• Using ACIP recommendations and vaccine package inserts to 
understand contraindications for each vaccine type available through 
the VFC program.



• State laws establish vaccination requirements for school children. 
• Laws often apply to public schools, private schools and day care 

facilities. 
• Tools for maintaining high vaccination coverage rates.
• State laws also establish mechanisms for enforcement.
• Documentation, signatures, etc.

• All states provide medical exemptions.
• Some state offer religious and/or philosophical exemptions. 



https://www.immunize.org/laws/exemptions.pdf



• Medical and religious exemptions.
• 105 Ill. Comp. Stat. Ann. 5/27-8.1; Ill. Adm. Code tit. 77, § 665.240; Ill. 

Adm. Code tit. 77, § 665.510; Ill. Adm. Code tit. 77, § 665.520; Ill. Adm. 
Code tit. 77, § Adm. Code 698.50.



• Establishes:

o Age for vaccine recommendation.

o Number of doses and dosing interval.

o Precautions and contraindications. 

o Technical recommendations on vaccine use and immunization practices

o Approves vaccines provided through VFC program.

 

Recommendations on the CDC’s website. 

https://www.cdc.gov/vaccines/acip/recommendations.html


   

Child Adolescent 
Schedule

American Academy of 
Pediatrics (AAP)

National Association of 
Pediatric Nurse 

Practitioners (NAPNAP)

Both Schedules

American Academy of 
Family Physicians (AAFP)

American Academy of 
Physician Associates 

(AAPA)

American College of 
Obstetricians and 

Gynecologists (ACOG)

American College of Nurse-
Midwives (ACNM)

Adult Schedule

American College of 
Physicians (ACP)

Society for Healthcare 
Epidemiology of America 

(SHEA)

American Pharmacists 
Association (APhA)



ACIP votes on a 
resolution to include 

the vaccine change in 
the VFC program. 

VFC resolutions passed 
by ACIP form the basis 

for VFC program 
policies on vaccine 
availability and use. 

Vaccines procured 
through the VFC 
program must be 

administered 
according to the 

guidelines outlined by 
ACIP in VFC 

resolutions (and in 
accordance with state 

laws). 

CDC establishes 
contracts for VFC 

vaccines only after a 
VFC resolution is in 

place.



• There are no other alternative studied immunization schedule 
approve to provide to our patients.

• Protection against roughly 20 different life-threatening diseases.
• Prevention/control of infectious disease outbreaks.
• Gives children protection when they are most vulnerable.



To make vaccination recommendations, healthcare providers should:
1. Determine needed vaccines based on age (Table 1).
2. Determine appropriate intervals for catch-up, if needed (Table 2).
3. Assess for medical conditions and other indications (Table 3).
4. Review special situations (Vaccination Notes).
5. Review contraindications and precautions to vaccination (Appendix).



https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

*There is no other 
alternative studied 
immunization 
schedule

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf


https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf


https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf




• Recommended for infants born to mothers with positive test result for 
hepatitis B surface antigen (HBsAg) or unknown status.

• Catch up includes Heplisav-B and PreHevbrio for age 18 years and 
older.

• Heplisav-B not recommended during pregnancy.



❖ No ACIP preference on brand
• Rotavirus (Rotarix ™)

o NO RECONSTITUTION NEEDED!
o Oral-dosing applicator-only presentation.
o Approved for use in infants 6 weeks old with the max age of the 1st dose at 14 weeks + 6 

days of age and the final dose no later than 8 months + 0 days of age.
o Single 1.5ml dose.
o Keep in original package to protect from light, store refrigerator 2-8°C.

• RotaTeq RV5
o RotaTeq is a 3 dose series at age 2, 4, and 6 months. 
o Administered orally starting at 6 to 12 weeks of age, with the subsequent doses 

administered at 4- to 10-week intervals. 
o Third dose should not be given after 32 weeks of age.



• Rotavirus (Rotarix ™) Changes
o 2 variations of live vaccine Rotarix available until 2025 when older lyophilized formulation 

will retire.
o Use up current 1ml lyophilized formulation (requires reconstitution) prior to using new 

liquid formulation.
o New formulation contains disodium adipate & no longer contains sorbitol or phenol red.
o Clinical trials comparing the 2 formulations showed similar safety profiles.



• 5-dose series at age 2, 4, 6, 15–18 months, 4–6 years.
• Prospectively: Dose 4 may be administered as early as age 12 months if 

at least 6 months have elapsed since dose 3.
• Retrospectively: A 4th dose that was inadvertently administered as 

early as age 12 months may be counted if at least 4 months have 
elapsed since dose 3.



• Pneumococcal conjugate vaccines
o PCV13 (Prevnar 13, Pfizer) and PCV15 (Vaxneuvance, Merck), interchangeable.
o PCV20 (Prevnar 20, Pfizer).
o Either PCV15 or PCV20 may be used for the full series or to complete the 

recommended schedule begun with PCV13.
o If only 13-valent PCV (PCV13) is available when the child is scheduled to 

receive a PCV, PCV13 may be given as previously recommended. 

• Pneumococcal polysaccharide vaccine.
o PPSV23 (Pneumovax23, Merck).

• Pneumococcal Vaccine added to the catch-up schedule, with 8 weeks 
marking the final dose. Age 12-59 months, regardless of risk. 



• Special situations - 
o Adolescents aged 18 years at increased risk of exposure.

o No evidence of complete polio vaccination series (at least 3 doses) → administer 
remaining doses to complete a 3-dose series.

o Evidence of completed polio vaccination series (at least 3 doses) → may administer 1 
lifetime IPV booster.



• Recommended for everyone 6 months+.
• Any licensed influenza vaccine appropriate by age and health status can 

be used.
• The AAP does not prefer any product over another for children and 

adolescents with no contraindications.
• Not given to individuals in close contact to immunocompromised people 

needing a protective environment.
• CAN be given to those with an egg allergy in medical setting where severe 

allergic reactions can be managed.



https://www.immunize.org/catg.d/p4072.pdf



• 2-dose series at age 12–15 months, age 4–6 years.
• MMR or MMRV may be administered.
• Note: For dose 1 in children age 12–47 months, it is recommended to 

administer MMR and varicella vaccines separately. MMRV may be used if 
parents or caregivers express a preference.



• 2-dose series at age 12–15 months, 4–6 years
• VAR or MMRV may be administered*
• Dose 2 may be administered as early as 3 months after dose 1 (a dose 

inadvertently administered after at least 4weeks may be counted as valid).
• *Note: For dose 1 in children age 12–47 months, it is recommended to 

administer MMR and varicella vaccines separately. MMRV may be used if 
parents or caregivers express a preference.



• 2-dose series (minimum interval: 6 months) at age 12–23 months.
• For persons traveling to or working in countries with high or intermediate 

endemic hepatitis A.
• Infants age 6–11 months: 1 dose before departure; revaccinate with 2 

doses (separated by at least 6 months) between age 12–23 months.
• Unvaccinated age 12 months or  older: Administer dose 1 as soon as 

travel is considered.

http://www.cdc.gov/travel/)
http://www.cdc.gov/travel/)


• Routinely recommended at age 11–12 years (can start at age 9 
years) and catch-up HPV vaccination recommended for all persons 
through age 18 years if not adequately vaccinated.
• 2- or 3-dose series depending on age at initial vaccination:
• Age 9 –14 years at initial vaccination: 2-dose series at 0, 6–12 months 

(minimum interval: 5 months; repeat dose if administered too soon).
• Age 15 years+ at initial vaccination: 3-dose series at 0, 1–2 months, 6 months 

(minimum intervals: dose 1 to dose 2: 4 weeks / dose 2 to dose 3: 12 weeks / 
dose 1 to dose 3: 5 months; repeat dose if administered too soon).

• If vaccination schedule is interrupted, the series does not need to be 
restarted.
• No additional doses recommended.



❖ No ACIP preference statement on brand 
• MenACWY-TT (MenQuadfi™).
o Licensed down to 9 months of age.
o Studies: To get approval down to 6 months.

• Menveo™ (GSK) will still be available.
• 2 different vial formulations.
o 2 vials-reconstitute, age 2mon-55yo (lyophilized).
o 1 vial-no reconstitution, only approved for 10-55yo (liquid).

▪ One vial and diluent together; decreases vaccine errors.

• MenQuadfi vs Menveo-immune non-inferiority based on seroresponse for 
all 4 serogroups.



• Reminders
o MenQuadfi® and Menveo can be given regardless of DTaP.
o MenACWY vaccines may be administered simultaneously with MenB 

vaccines if indicated, but at a different anatomic site, if feasible.
o In children under 10 years needing a meningitis vaccine for travel, 

Menveo liquid is not appropriate for use.
o Give vaccine at 11-12 y.o. then adolescent boosters at 16 y.o



• Monoclonal antibody injection (Nirsevimab) approved by CDC in August, 
expected availability in fall.
o Will be covered by VFC.

• For neonates and infants born during or entering their first RSV season.
• Dosage is based on body weight:
o <5 kg should be administered a 50 mg dose.
o ≥5 kg should be administered a 100 mg dose.

• For children up to 24 months of age who remain vulnerable to severe RSV 
disease through their second RSV season:
o Single 200 mg dose administered as 2 IM injections.

• Children who have received Nirsevimab should not receive Palivizumab for the 
same RSV season.



• Timing
o For infants born just before or during the RSV season (October – March): 

Administer 1 dose at birth or as soon as possible.
o For infants born outside of the RSV season (April – September): Within the 

first months of the RSV season.
o Administration can occur during birth hospitalization or in the outpatient 

setting.

• Coadministration
o Simultaneous administration of Nirsevimab with age-appropriate vaccines is 

recommended.

• Provides passive immunization that extends through 5 months 
regardless of infant birth month  



• COVID-19 (more in the next session)
o Monovalent vaccine with an XBB.1.5-lineage of the Omicron variant

• Meningococcal (pentavalent)
o In June, ACIP reviewed the potential uses of a new pentavalent 

meningococcal vaccine that would protect against serotypes A, B, C, W, & Y
• PCV20 is now available for ordering.



• Provider sites should have a process established for informing staff of 
any changes to ACIP recommendations.
o Have 1 person in charge of tracking updates.
o Have monthly trainings to review clinical guidance updates.



Illinois
††††,§§§§

137,699 100.0 92.1 91.9 91.9 91.8 NR ≥1.7 NA

†††† The proportion surveyed is reported as 100% but might be <100% if based on incomplete information about the 
actual current enrollment.
§§§§ Philosophical exemptions were not allowed.

https://www.cdc.gov/mmwr/volumes/72/wr/mm7202a2.htm?s_cid=mm7202a2_w 

https://www.cdc.gov/mmwr/volumes/72/wr/mm7202a2.htm?s_cid=mm7202a2_w


https://www.cdc.gov/mmwr/volumes/72/wr/mm7202a2.htm?s_cid=mm7202a2_w 

• Recent study published in Pediatrics found that 17% of toddlers who 
started seven recommended vaccine series did not complete 1 or 
more:

o 4 doses – diphtheria, tetanus, and acellular pertussis (DTaP).
o 4 doses – pneumococcal conjugate vaccine (PCV).
o 3 to 4 doses – haemophilus type b (Hib).
o 3 doses – hepatitis B (HepB).
o 3 doses – polio (IPV).
o 1 dose – measles, mumps, rubella (MMR).
o 1 dose – varicella (VAR).

https://www.cdc.gov/mmwr/volumes/72/wr/mm7202a2.htm?s_cid=mm7202a2_w


• Simplify Scheduling:
o Alert patients when vaccines are coming.
o Self-scheduling through patient portal.
o Automatically schedule return visits.
o Site options – mass vaccination clinics, drive-thru vaccination, sites 

at local high school, or empty store fronts.



• Streamline Operations:
o Pre-made vaccine card labels.
o Only carry one vaccine manufacturer.

• Create a culture of vaccine confidence:
o Staff townhalls so everyone stays up-to-date.
o Empower vaccine champions.
o Everyone in the office (clinical and non-clinical) should be trained on 

how to address patient concerns about vaccines.



• Celebrate Vaccination!
o Show off “I’m vaccinated!” stickers, pins, or posters.
o Marketing materials in waiting rooms and social media.
o Offer/talk about vaccinations at every visit.
o For hesitant people – treat it as an ongoing conversation.





Outline storage and 
expiration date 
information for each 
vaccine 
manufacturer. 

Summarize current data 

of COVID-19 

vaccination rates.

Describe current 
COVID-19 vaccine 
administration 
guidelines.



*Vaccination coverage reporting is no longer required as of May 2023
Data as of 5/10/23



• Commercialization – the transition from direct government purchase to purchase by public 
and private consumers. 

• There might be upfront costs for providers who provide COVID-19 vaccines. 
• Moderna: $130/dose.
• Pfizer: $110-$130/dose.

• The AAP is advocating for:
• Longer invoice and payment schedules so that pediatricians can be reimbursed before 

having to purchase additional vaccines.
• Simplified and improved labeling of COVID-19 vials to minimize errors in administration.
• An easier return process for expired doses.
• Single doses vials for all products.





• HHS Commercialization Transition Guide: Sunsetting the US Government COVID-19 
Vaccine Distribution Program.
• Issued July 6, 2023

• Access: VFC program, Bridge Access Program for adults without insurance, coverage by 
private insurance.
• Private insurance will cover the 2023 – 2024 COVID-19 vaccine immediately - Section 

3203 of the CARES Act expedites coverage of COVID-19 vaccines
• COVID-19 vaccines will be covered under Medicare Part B without cost-sharing – 

Inflation Reduction Act from August 2022 includes key provisions. 

• Ordering:
• VFC & Private Stock: ordered through the same process as other commercial vaccines
• Bridge Access: separate ordering process.

https://www.cdc.gov/vaccines/covid-19/downloads/HHS-Commercialization-Transition-Guide-508.pdf


• Updating COVID-19 vaccines to XBB.1.5 strain: FDA recommendation 
7/15/2023.

• Going back to a monovalent formula. 
• Why?
• WHO is not seeing any evidence that the earliest variant is still circulating.
• We can drop that from the formula. 
• Including it could hurt as we keep teaching our immune system to recognize the old 

version of the virus rather than the new one.

• Novavax and Moderna found that a monovalent vaccine may be more 
advantageous to mice’s immune systems than a bivalent vaccine. 

https://www.fda.gov/vaccines-blood-biologics/updated-covid-19-vaccines-use-united-states-beginning-fall-

2023#:~:text=For%20the%202023%2D2024%20formulation,lineage%20of%20the%20Omicron%20variant.

https://www.fda.gov/media/169591/download?attachment


On September 11, 2023, the FDA…
• Approved the supplemental 

Biologics License Application for 
• COMIRNATY or Pfizer and SPIKEVAX or 

Moderna’s mRNA COVID-19 vaccine for 
those ages 12+

• Gave emergency use authorization 
(EUA) for 
• Pfizer-BioNTech and Moderna’s 

COVID-19 Vaccine (2023-2024 
Formula) for those 6 months through 11 
years of age.

News Release

https://www.fda.gov/news-events/press-announcements/fda-takes-action-updated-mrna-covid-19-vaccines-better-protect-against-currently-circulating


On September 12, 2023, 
CDC’s Advisory Committee 
on Immunization Practices 
(ACIP) met and voted in 
favor recommending the 
2023 – 2024 COVID-19 
vaccine formulation for 
everyone 6 months and 
older.

The CDC also adopted this 
recommendation.

News Release

https://www.cdc.gov/media/releases/2023/p0912-COVID-19-Vaccine.html


• Bivalent Moderna and Pfizer-BioNTech COVID-19 vaccines are no longer 
authorized for use in the United States.

• Per IDPH SIREN (9/13/23): Medical waste disposal requirements are set by 
state or local environmental agencies and may vary by jurisdiction. 
• Remove the current mRNA vaccines from your physical inventory immediately and 

dispose in compliance with vaccine disposal regulations.\

• The original Novavax COVID-19 vaccine remains authorized for use as a 2-
dose primary series for those ages 12+ and as a booster dose for those ages 
18+ in limited situations. 
• Authorizations or approvals for 2023 – 2024 Novavax COVID-19 vaccine will be 

determined by FDA with CDC recommendations to follow.



https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/02-COVID-Thornburg-508.pdf 

https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/02-COVID-Thornburg-508.pdf


https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/03-COVID-Havers-508.pdf 

https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/03-COVID-Havers-508.pdf


https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/03-COVID-Havers-508.pdf 

https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/03-COVID-Havers-508.pdf


https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/11-COVID-Wallace-508.pdf 

https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/11-COVID-Wallace-508.pdf


https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/11-COVID-Wallace-508.pdf 

https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-09-12/11-COVID-Wallace-508.pdf


Expected
XBB.1.5 ordering 
*subject to change*



• Illinois Department of Public Health: 
• VFC COVID-19 Vaccine order link
• COVID-19 Vaccine Bridge Access Program
• Due to limited quantities, Bridge Access Program vaccine will be available to a 

limited group of providers. Target providers include LHDs, FQHCs, RHCs.
• Link will be sent to target group providers.

https://app.smartsheet.com/b/form/18197dd31cac4ddf89607bda34521708


Pfizer: 6 months – 4 years vaccine has a yellow cap and yellow label.

Pfizer: 5-11 vaccine has a blue cap and blue label.



Pfizer: 12+ vaccine has a gray cap and gray label.

Pfizer: 12+ prefilled syringes



Moderna: Vaccine for ages 6 months – 11 years has a dark blue cap and a green label border.

Moderna: Vaccine for ages 12 years and older has a blue cap and a blue label border.



Last updated 

September 

13, 2023







Individuals 6 months - 4 years of age:
• Unvaccinated individuals: Three doses of Pfizer-BioNTech COVID-19 Vaccine (2023-2024 Formula) are administered. The 

first two doses are administered three weeks apart. The third dose is administered at least 8 weeks after the second dose.
• Individuals who have received one dose of any Pfizer BioNTech COVID-19 Vaccine, including Pfizer-BioNTech COVID-19 

Vaccine, Bivalent: Two doses of Pfizer-BioNTech COVID-19 Vaccine (2023-2024 Formula) are administered. The first dose 
of Pfizer-BioNTech COVID-19 Vaccine (2023-2024 Formula) is administered three weeks after receipt of the previous dose 
and the second dose is administered at least 8 weeks later.

• Individuals who have received two to four doses of any Pfizer BioNTech COVID-19 Vaccine, including Pfizer-BioNTech 
COVID-19 Vaccine, Bivalent: A single dose of Pfizer-BioNTech COVID 19 Vaccine (2023-2024 Formula) is administered at 
least 8 weeks after receipt of the last previous dose.

Individuals 5 years - 11 years of age, regardless of vaccination status:
• A single dose of Pfizer-BioNTech COVID-19 Vaccine (2023-2024 Formula). If previously vaccinated with any COVID-19 

vaccine, administer at least 2 months after receipt of the last previous dose of any COVID-19 vaccine.

Immunocompromised individuals 6 months - 11 years of age:
• Complete at least a three-dose series with a COVID-19 vaccine, each dose one month apart. At least one dose should be 

with a COVID-19 vaccine (2023-2024 Formula).



Individuals 6 months through 4 years of age:
•Unvaccinated individuals: Two doses of Moderna COVID-19 Vaccine (2023-2024 Formula) are 
administered. The second dose is administered 1 month after the first.
•Individuals who have received one dose of any Moderna COVID-19 Vaccine, including Moderna COVID-19 
Vaccine, Bivalent: A single dose of Moderna COVID-19 Vaccine (2023-2024 Formula) is administered 1 
month after the previous dose.
•Individuals who have received two or more doses of any Moderna COVID-19 Vaccine, including Moderna 
COVID-19 Vaccine, Bivalent: A single dose of Moderna COVID-19 Vaccine (2023-2024 Formula) is 
administered at least 2 months after the last previous dose.

Individuals 5 years through 11 years of age, regardless of vaccination status:
•A single dose of Moderna COVID-19 Vaccine (2023-2024 Formula). If previously vaccinated with any 
COVID-19 vaccine, administer at least 2 months after receipt of the last previous dose of any COVID-19 
vaccine.

Immunocompromised individuals 6 months through 11 years of age:
•Complete at least a three-dose series with a COVID-19 vaccine, each dose one month apart.  At least one 
dose should be with a COVID-19 vaccine (2023-2024 Formula).



• Scan QR code on the vial or carton.

• Website: Look up tool.

• Website: Look up tool .

• See EUA fact sheets for providers.

• Scan QR code on outer carton.

• Website: Look up tool.

Manufacturer How to find it

Moderna (Spikevax)

Pfizer

Novavax

https://eua.modernatx.com/covid19vaccine-eua/providers/vial-lookup#vialLookUpTool
https://us.novavaxcovidvaccine.com/hcp


Required by law to report the following to VAERS:

1. Vaccine administration errors, whether or not associated with an adverse event (AE)
• If the incorrect mRNA COVID-19 vaccine product was inadvertently administered for a 

second dose in a 2-dose series, VAERS reporting is required.

2. Cases of myocarditis after a Pfizer-BioNTech, Moderna, or Novavax vaccine.

3. Cases of pericarditis after a Pfizer-BioNTech, Moderna, or Novavax vaccine.

VAERS reporting is not required for:
• Mixed series is given intentionally (e.g., due to hypersensitivity to a vaccine ingredient).

https://www.cdc.gov/vaccinesafety/hcproviders/reportingadverseevents.html



4. Serious AEs regardless of whether the reporter thinks the vaccine caused the AE:
• Death
• A life-threatening AE
• Inpatient hospitalization or prolongation of existing hospitalization
• A persistent or significant incapacity or substantial disruption of the ability to conduct 

normal life functions
• A congenital anomaly/birth defect
• An important medical event that based on appropriate medical judgement may require 

medical or surgical intervention to prevent one of the outcomes listed above
5. Cases of Multisystem Inflammatory Syndrome in adults or children.
6. Cases of COVID-19 that result in hospitalization or death.

Report to VAERS any clinically significant AEs following vaccination, even if you are not sure 
whether the vaccine caused the event.

https://vaers.hhs.gov/reportevent.html

https://vaers.hhs.gov/reportevent.html


• Fill out a separate form for each patient.
• List any medicines, supplements, and remedies the patient is taking or using. 
• List any allergies.
• List acute illnesses and chronic conditions the patient may have. 
• Fill out the information of the person filling out the form and contact information of the 

provider to contact, correctly and completely.
• Call 1-800-822-7967 or email info@vaers.org for help or information .

mailto:info@vaers.org


• Misinformation vs. disinformation
• When people spread misinformation, they often believe what they are sharing
• Disinformation is intended to mislead others.

• Address hesitancy and misinformation by increasing vaccine confidence:
• Create vaccine champions of your staff 
• Help simplify scheduling for patients and alert them when vaccines are available.
• Streamline operations for your staff.
• Be empathetic, compassionate, and sensitive to culture, family dynamics, and 

circumstances that may influence how patients view vaccines.

• Motivational interviewing is an evidence-based and culturally sensitive way of 
speaking with unvaccinated patients about getting vaccinated. 



• Case scenario: You are carrying both the Moderna and Pfizer products for all 
ages at your clinic. What are some ways you can minimize vaccine administration 
errors?

• 5 minutes to discuss different strategies at your tables.
• What are some ways you minimize vaccine administration errors in your own 

practice?
• 5 minutes to present one strategy to the group.





Demonstrate 
strategies for 
combatting vaccine 
misinformation and 
disinformation.

Describe vaccine 

hesitancy, 

misinformation, and 

disinformation. 

Outline ways to 
discuss vaccine 
hesitancy with 
patients.



• 23 million children missed out on basic childhood vaccines through routine health 
services in 2020.
• The highest number since 2009 and 3.7 million more than in 2019. 

• Children were on track to miss an estimated 9 million vaccination doses in 2020, a 
decrease of up to 26% in childhood vaccination doses compared to 2019. 
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Vaccination BCBS 2020 

estimated vax 

rate

BCBS % 

decrease from 

2019

CDC herd 

immunity 

thresholds

BCBS 2020 est. vax 

rate vs herd immunity 

thresholds

Measles 88.2% -26% 94% -4.8

Pertussis 79.3% -26% 92% -12.7

Polio 88.9% -16% 86% +2.9

The Blue Cross Blue Shield Association Reports Steep Decline in Childhood Vaccinations Due to COVID-19 Pandemic, 

Putting Community Protection at Risk | Blue Cross Blue Shield (bcbs.com)

https://www.bcbs.com/press-releases/the-blue-cross-blue-shield-association-reports-steep-decline-childhood-vaccinations
https://www.bcbs.com/press-releases/the-blue-cross-blue-shield-association-reports-steep-decline-childhood-vaccinations
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• Vaccination coverage among kindergartners nationwide:
• Lower during the 2020-21 school year compared with 2019–20 school year (95% to ~94%).

• Lower during the 2021-22 school year compared with the 2020-21 school year (~94% to 

~93% for all state-required vaccines).

• Non-exempt, undervaccinated students often attend school while in a grace 

period or are provisionally enrolled.

• In many states, exemption policies were expanded either formally or informally 

during the 2020– 21 school year.

https://www.cdc.gov/mmwr/volumes/71/wr/mm7116a1.htm 

https://www.cdc.gov/mmwr/volumes/72/wr/mm7202a2.htm?s_cid=mm7202a2_w 

https://www.cdc.gov/mmwr/volumes/71/wr/mm7116a1.htm
https://www.cdc.gov/mmwr/volumes/72/wr/mm7202a2.htm?s_cid=mm7202a2_w
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Since we do not have vaccines to protect against every disease, it is 
even more important to use the vaccines that we do have to keep 
children out of the hospital.

https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-02/slides-02-22/influenza-03-Olson-Lewis-Tenforde-508.pdf 

https://www.cdc.gov/vaccines/acip/meetings/downloads/slides-2023-02/slides-02-22/influenza-03-Olson-Lewis-Tenforde-508.pdf
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https://public.tableau.com/app/profile/columbus/viz/MeaslesPublicReport/MeaslesPublicReport?publish=yes 

https://public.tableau.com/app/profile/columbus/viz/MeaslesPublicReport/MeaslesPublicReport?publish=yes
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www.kff.org/coronavirus-covid-19/poll-finding/kff-covid-19-vaccine-monitor-december-2022/ 

http://www.kff.org/coronavirus-covid-19/poll-finding/kff-covid-19-vaccine-monitor-december-2022/


• When people spread misinformation, they often 
believe the information they are sharing.

• Disinformation is crafted and disseminated with the 
intent to mislead others.





Limaye, R. J., Sauer, M., Ali, J., Bernstein, J., Wahl, B., Barnhill, A., & Labrique, A. (2020). Building trust while influencing 
online COVID-19 content in the social media world. The Lancet Digital Health, 2(6), e277-e278.



“Disinformation campaigns are deliberate, often orchestrated, and highly 
effective in confusing people enough to change behaviors, like not 
getting the COVID-19 vaccine.”

Tweets shared by users geolocated 
in the U.S. that link to a low-
credibility source. Sources are 
ranked by percentage of the tweets 
considered.

yourlocalepidemiologist.substack.com/p/the-science-and-business-behind-covid 

Top low-credibility Sources 

https://yourlocalepidemiologist.substack.com/p/the-science-and-business-behind-covid


Virulent: The Vaccine War

https://vimeo.com/814019887


• What are your reactions to this documentary?

• What has been the most challenging part about vaccinating since 2020?

• What vaccine misinformation/disinformation patterns have you seen in the past?

• What are the sources for this information? 

• How have these patterns changed?

• What has your clinic/organization done to respond to misinformation/disinformation?

• Among staff (internally) 

• Among patients/families (externally)

• How do you initiate conversations about vaccines with patients? 

• How do you address misinformation/myths with a patient?

• How do you address vaccine hesitancy?

• What strategies to address vaccine hesitancy have worked?

• What hasn’t worked?
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