2018-19 Ohio AFIX Site Visit Packet: Reporting Instructions

Email, mail or fax the proceeding AFIX packet to the ODH AFIX Program.

Ohio Department of Health
Immunization Program-AFIX
35 E Chestnut Street, 6th Floor
Columbus, OH 43215
Fax: (614) 728-4279
Email: Immunize@odh.ohio.gov
Subject: AFIX packet- Site Name VFC/Assigned #

AFIX Site Visit Packet contains the following sections:
e Section 1: Demographics
e Section 2: Assessment
e Section 3: Questionnaire

e Section 4: Feedback
e Section 5: eXchange

Section 1 through 4 should be returned to ODH within 5 days of the feedback date.

Section 5 should be returned to ODH within 5 days of the follow-up date.




Section 1: Demographics

20930

Provider Name and VFC #:

AFIX Assessor Contact Information

Name (First and Last):

Organization:

Garion Uy HO

Email:

Provider Contact Information

Provider Name:

VFC #:

Gabion Car | theadtn Departone et

10 630

Provider Type:

M Local Health Department
O Private
O FQHC

Type of Medical Records used:

(X Electronic (EHR, ImpactSIIS, etc.) (only)
O Paper (only)
O Combination

Method Provider Reports to
Impact SIIS:

[ Direct Data Entry via Web Interface (EHR is sent to ImpactSHIS, HL7)
[ Electronic Submission {provider directly hand enters data into ImpactSIIS)
O Provider does not submit data to ImpactSlIS

Provider Address: Street: VW3 Yardicna Way ©

City: GaionN =

Zip: QUAR3I>

Phone: A -YHe3-V015
Primary Contact Name: Email:

Emily Milley iy - a e ) quiipninealthy .o e
Secondary Contact Name: Email: i

binn Conwgin ly N . Corwin od gationnudili
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Section 2: Assessment

Provider Name and VFC #:

200170

General Assessment Information

Assessment Date:

/01 /20 1%

Assessment Age Cohort:

¥ Childhood 24 - 35 Months
O Adolescent 13 -17 Years

Compliance By:

X Childhood 24 - 35 Months by 24 mon';hs
U Adolescent 13 -17 Years by Date of the Assessment

Number of Patients Assessed:

Childhood (24 - 35 Months): _

== el

Adolescent (13 - 17 Years): _“;O 0

Type of Assessment X Import
O Manual*®
Date of Previous AFIX: Y A R U T B
Coverage Rates from Previ AFIX 4 DTaP: %
verage Rate revious : poﬁo- %(: UTD Hep B: %
T MERE Lo 2 MMR: %
. (o]
UTD Hib: % i ¥::;;'—%‘V
. 0, - /o
gcz\:_e" B: % % UTD MCV4: %
. 0 .
UTD PCV13: % UTD H_PV' —‘—0—%
UTD RV: % LHPV: %
1 Influenza: % 1 Influenza: %
. 0
2 Hep A: % 2 Hep A: %
' TD Polio: 9
Series 4:3:1:3:3:1:4: % U olio: __2%

*Important: any manual assessments must have prior approval by ODH to be considered eligible for reimbursement under the Get Vaccinated
Public Health Initiative Grant

Vaccine Coverage
‘UTD’ will be used in reference to vaccine measurements where a variable number of doses can be applied to
achieve protection depending on patient age, date of first dose, and/or vaccine product licensure nuances.

Pediatric Single Vaccines

Current Vaccination Coverage

Vaccine

Goal Vaccination Coverage

Healthy People 2020

% % Goals
4 DTaP 171.1R qo 90%
3 Polio 33, G q 0O 90%
1 MMR DR /Y qQ O 90%
UTD Hib 100 . od OO 90%
UTD Hep B OO LY 90%
1 VAR a0 Lo 90%
UTD PCV AR . AG ao 90%
UTD RV A2, QAR e 80%
1 Flu i A LD 80%
2Hep A o A (Y8} 85%
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Provider Name and Vic #: 70U AD)

Pediatric Series

Ve Current Vaccination Goal Vaccination Coverage Healthy People 2020
e Coverage (%) % Goals
4:3:1:3:3:1:4 177 % %‘:) 80%

Adolescent Single Vaccines
i Current Vaccination Goal Vaccination Coverage Healthy People 2020
Vaccine

e Coverage (%) % Goals
UTD Hep B DY (-0 N/A
2 MMR RY .20 AN A N/A
2 VAR HD .20 40,00 50%
1 Tdap A, WD 2.30 80%
UTD Meningococcal 43 .0 AR DO 80%
UTD HPV 13, 0O S.00 80%
1 HPV 25 .30 LS L o N/A
1Flu 4. 20 249 UuHO N/A
UTD Polio 9. 80 30O N/A
2Hep A (1. 3D 15 .20 N/A

Missed Opportunities

When a patient presents to their provider for services, is due for one or more vaccinations, and does not receive
every vaccine they are currently due for at the time of that visit. Assessed on the last immunization visit.

Pediatric Series

Vaccine Current Missed Goal Missed Opportunities Healthy People 2020
i Opportunities (%) % Goals
4:3:1:3:3:1:4 O N/A
Adolescent Single Vaccines
Vaccine Current Missed Goal Missed Opportunities Healthy People 2020
——— Opportunities (%) % Goals
UTD Hep B QA (5.0 Ww-R0 N/A
2 MMR S0 (U &-40 N/A
VAR SOeO 104 4. 90 N/A
1 Tdap LTt R .2 X7 0 /A
UTD Meningococcal H=0) 23 2 S22 A D N/A
UTD HPV T=7 S\ 7 ] N/A
1 HPV XA Al Hs. 720 N/A
1Flu s A4l af <40 N/A
UTD Polio 8O 1.8 | 7-30 N/A
2Hep A 420 15 3| 15H5.20 N/A
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Provider Name and VFC #:

Section 3: Questionnaire

20430

All questions are YES or NO answers per the behaviors CURRENT at this provider office.

Strategies to Improve the Quality of Immunization Services

Pediatrics

Adolescents

Selected |
Ql

1. Do you have a reminder/recall process in place for all
patients?

Yes [ ] No

X

Yes [ ] No

2. Do you offer walk-in or immunization only visits?

P Yes [] No

3. Do you routinely measure your clinic’s immunization coverage

Yes [ ] No

K

=4 ]
levels (both pediatric and adolescent) and share the results with D Yes No E] Yes No E]
your staff?
4. Do you schedule the next vaccination visit before the
patients/parents leave the office? @ Yes [ ] No m Yes D i5e D
5. Do you contact patient/parents within 3-5 days when a "well-
child" or “immunization only” visit is a "no show" and reschedule E Yes [ ] No Eﬂ Yes [ | No (]
it for as soon as possible? '
6. Do you have a system in place to schedule wellness visits for :
patients at 11-12 years of age? D Yes EJ No o
7. Do you recommend the HPV vaccine the same day and the
same way you recommend the Tdap and meningococcal &) Yes [] No []
vaccines for all boys and girls aged 11-12 years? )
8. Do you have an immunization champion at this practice that
focuses on QI measures, reducing barriers and improving b<] ves [ ] No Yes [ ] No ]
coverage levels?
9. Do you regularly document vaccine refusals and the reasons
for the refusal (parent has vaccine safety concern, medical X Yes [ ] No | [X] Yes [] No []
contraindication, etc.)?

Strategies to decrease missed opportunities Pediatrics Adolescents Prc?jle ot

10. Does your immunization staff educate parents about
immunizations and the diseases they prevent, even when the ] Yes [] No | [A] Yes [] No []
parents refuse to immunize?
11. Do you have immunization information resources to help -
answer questions from patients/parents? Yes D No Yes D No D
12. Is your immunization staff knowledgeable and comfortable
with current ACIP recommendations, including minimum 4] Yes [ ] No | <] Yes [ ] No ]
intervals, contraindications, etc.?
13. Do you train front desk/scheduling staff so they know when ; —
it's appropriate to schedule immunization appointments? E Yes D No ves D No [X’
14. Do you have standing orders for registered nurses, physician
assistants, and medical assistants to identify opportunities to [Xl Yes [ ] No Iﬁ Yes [ ] No []
administer all recommended age-appropriate vaccines?
15. Is your immunization staff knowledgeable and comfortable
with administering all recommended vaccinations to patients at Ej Yes D No E’ Yes |:| No ]

every visit?
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Provider Name and VFC #: wQ%O

|
Strategies to decrease missgd opportuni_t‘ievsd_' Pediatrics Adolescents Prcc:;e .
16. Does your staff report all immunizations y.ou administer at E Yes D No E Yes D No D

your clinic to your state IIS?

17. Does your staff report immunizations previously
administered to your patients by other providers to the IIS (e.g. El Yes [ ] No
official shot record, other IIS report, copy of medical record)?

E Yes |:| No

18. Do you inactivate patients in the IS who are no longer seen
} E | Yes No
by your practice? D

B Yes [] No

19. Do you use your liS to determine which immunizations are
i Y
due for each patient? I > Yes [] No

E Yes |:| No

Ojd| O

Additional Notes
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Provider Name and VFC #: 21)01 %O

Section 4: Feedback
The assessor along with the provider is to select 2 strategies to incorporate into the Quality Improvement (Ql) Plan
for implementation and follow up.

Feedback Information
1LR/0/20 L R

Feedback Date:

# Nurse (e.g. RN, LPN): "k
# Nurse Practitioner: __
# Physician: __

# Other Clinical Training:
# Non-Clinical Trainings: __
# Nurse (e.g. RN, LPN): __:L_
# Nurse Practitioner:
# Physician:

# Office Manager:
# Other:

AFIX Assessor(s) Attendees at Feedback:

Number of Provider Representatives at Feedback:

O O O O 0|0 O 0O O O

Quality Improvement Plan

Quality Improvement . | Completion
A P 0 i Resource
Strateg§ ction Step oint Person Deadline ces
Example: Designate lead personnel to John Doe 6/1/2017 1IS information
Develop a reminder coordinator and be trained on R/R and training
process for the practice | in IS
1) Deve v+ Toke Oada om COCOSH | - . : INPOCEOUS
pACI Mt N o, cecoldl 5 =Y e T 1 a\\\\ yuley 5 t lo‘ ~
poce i ""“_’{"mjmi;ffh-ﬁ* oo Ridbhec 1 v (oCoso-
2) T oK I SN ol e = 2 S
N p e - L ¢ ¥
tﬁ:{ des Quaviteidy ?Lx\_\_ o s rom W Gy, N Milfp STINIE! e

Acknowledgement | = ooty

The undersigned acknowledge they have reviewed the Quality Improvement Action Plan and agree with the
approach it presents. Changes to this Quality Improvement Action Plan will be coordinated with and approved by
the undersigned or their designated representatives.

Provider Staff Signature: gr\n«_%gmk.ﬂp{_ Provider Staff Position: _ DDXON

Scheduled Follow-up (3 to 6 months after the feedback date): é/_l l/ ;ZQ |_

i STOP ™

Email, mail or fax the proceeding AFIX packet Section 1 thru 4 to the ODH AFIX program within 5 days of the
feedback session.

Ohio Department of Health
Immunization Program-AFIX
35 E Chestnut Street, 6th Floor
Columbus, OH 43215

Fax: (614) 728-4279
K Email: Immunize@odh.ohio.gov j




Section 5: eXchange

Provider Name and VFC #: ZOQ‘E)O

Contact Information

AFIX Assessor’'s Name
(First and Last):

Envuly Whller

Organization:

AFIX Assessor’s

Qalion Coby Healn Dept

Provider Name: -

VFC #:

20490

Follow-up Information

Re-assessment Date:

03/11/40

Follow-up Date:

D FH11/90.

19

14

Assessment Age Cohort:

J Childhood 24 - 35 Months
:E' Adolescent 13 -17 Years

Compliance By:

X childhood 24 - 35 Months by 24 months
K] Adolescent 13 -17 Years by Date of the Assessment

Number of Patients Assessed:

Childhood (24 - 35 Months): __ i 0.

Adolescent (13 - 17 Years): __ H_La_E)

Type of Follow-up Method:

MFace—to-face
OPhone
OWebinar

Follow-up:

AFIX Assessor(s) Attendees at

A\
o #Nurse (e.g. RN, LPN): _ _ X |

# Physician:

o O O ©

# Nurse Practitioner: (D

O

# Other Clinical Training: _Q
# Non-Clinical Trainings:

Number of Provider
Representatives at Follow-up:

# Physician:

O O O O O

# Other:

# Nurse (e.g. RN, LPN):
# Nurse Practitioner: O

_90

# Office Manager: __ )
— 6.

-0
4

Vaccine Coverage
‘UTD’ will be used in reference to vaccine measurements where a variable number of doses can be applied to
achieve protection depending on patient age, date of first dose, and/or vaccine product licensure nuances.

Pediatric Series

Initial Initial Goal Re-assessment Difference of Healthy People
Vaccine Vaccination Vaccination Vaccination Vaccination 2020
Coverage (%) Coverage (%) Coverage (%) Coverage (% Goals
4 DTaP 17.18 a0 20 . OO0 + 2.9 90%
3 Polio 3%4.89 Q0 90.00 v ) 90%
1 MMR RR.29 a0 A oD By 90%
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Provider Name and VFC #: 70K "'ll;i){.)
| UTD Hib 10O LOO o0 + D 90%
UTD Hep B OO Ta e 100 + D 90%
1VAR 100 \00 A0 -0 90%
UTD PCV B8 RA ao A0 - 229 90%
UTD RV 224 2 0O 20 - 2.2 80%
1 Flu T w0 20 8,89 80%
2Hep A 3. O LO SO + .79 85%
Pediatric Series
Initial Initial Goal Re-assessment Difference of Healthy People
Vaccine Vaccination Vaccination Vaccination Vaccination 2020
Coverage (%) Coverage (%) Coverage (%) Coverage (%) Goals
4:3:1:3:3:1:4 1771 R ) % O T+ QAN 80%
Adolescent Single Vaccines
Initial Initial Goal | 8% | Dpifference of | Healthy People
Vaccine Vaccination Vaccination Vaccination Vaccination 2020
Coverage (%) Coverage (%) m) Coverage (%) Goals
UTD Hep B 2L 43.4 Bl K O.D| N/A
2 MMR BU.20 891. % 24.19 - 0.0f N/A
2 VAR 50. 20 Q0.8 21,60 [ *+1.3 90%
1 Tdap wq, 6o RETES 1D nA T .49 80%
UTD Meningococcal | L2, 0o, 2 39 Y - Q.0W 80%
UTD HPV \3 Lo RSN N\ 80%
1 HPV 25.30 1 QL. 3] + 0.4 N/A
1 Flu SN R 9 . 4.7 + .Y N/A
UTD Polio q1.30 a3. 9) . 2R 1 0. 0R N/A
2HepA 11.80 15, 20 \3. B 1.0 N/A

Missed Opportunities

When a patient presents to their provider for services, is due for one or more vaccinations, and does not receive
every vaccine they are currently due for at the time of that visit. Assessed on the last immunization visit.

Pediatric Series

. Initial I Difference of
Initial Missed S i Goa Re-assessment —-e Healthy People
\ — Missed ——————— Missed

Vaccine Opportunities SEm—— Missed = 2020

= LR : Opportunities T Opportunities
% Opportunities (%) Goals

% %

4:3:1:3:3:1:4 O O ® O N/A
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Provider Name and VFC #: ’LDO\%D

Adolescent Single Vaccines
Initial Missed Inltl.al Goal Re-ass'essment lefer:ence of Healthy People
X BT A w1 Missed Missed Missed
Vaccine Opportunities T =18 e 2020
Opportunities | Opportunities Opportunities
% Goals
% % %)
UTD Hep B o8 L. B njal B 34 B\ N/A
2 MMR b LY | \| 513 -y.a’ N/A
2 VAR YO 404 Yo 38 . Ya —1.a4 N/A
1 Tdap S 8| aD eYe) — 0.7 N/A
UTD Meningococcal | 22— 23 3|32 23.93 4,13 N/A
UTD HPV +S B = ~O.H3 - 0.5 N/A
1 HPV S5 i5.d =2 [| MH_uy - 0.9Y4 N/A
1Flu = 89 432 []| 33.29 - 0.9 N/A
UTD Polio H=& 1.8 G+ | | .a8 - 0.9 N/A
2Hep A 18 1648 [ | 1312 AR N/A
Progress Toward Implementing Selected Q| Strategies
Quality Improvement Strategy HICLITEES PEITE (b 2 A2 E0H0] Notes
Strategy
De\/(/\op A o o %Fully Implemented Qowxpl.ojtc Retcacd rec adl
reCa\l proceciure Partially implemented all podie s (3435 mMo.
L] No implementation A3 T yr Ddue for \l'(kL(.kﬂL s
T e rodes BEul Imelemented IS is the \ST ety
Partially implemented WOS C/UW\pUZ/*‘(
Qu.ariteytny (] No implementation

*If a Ql strategy was not fully implemented at the follow-up, continue to perform additional follow-ups until Q! is fully

implemented.

Was a follow-up letter/email sent to provider (letter to include re-assessment rates and initial follow-up

information)?
OYes

tdNNo, follow-up done by face-to-face

Date the letter was/will be mailed out:

N/B,

-

Email, mail or fax the proceeding AFIX packet Section 5 to the ODH AFIX program within 5 days of the follow-up
session.

STOP

Ohio Department of Health
Immunization Program-AFIX
35 E Chestnut Street, 6th Floor
Columbus, OH 43215
Fax: (614) 728-4279 or Email: Immunize@odh.ohio.gov

o

-
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