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Abstract 

Introduction and Purpose: The project was conducted to improve access to immunizations and increase the 

number of recommended vaccines received by children residing in a rural Shawnee County, Kansas community.  

Framework:  The Health Belief Model (Becker, 1974) and PDSA (IHI, 2021) quality improvement (QI) 

method guided the project.  

Critical Appraisal and Synthesis of Literature: One Level I study and 18 Level II-V studies identified 

education and access as barriers to immunization in pediatric populations. Solutions included mobile health 

clinics, pharmacy-based clinics, and school-based clinics.  

Methods: (Plan) A first PDSA cycle involved formation of a focus group, and development of a parent survey 

to understand community barriers to pediatric immunization. (Do) A focus group of stakeholders was conducted 

that included Washburn University School of Nursing, county health department representatives, school 

officials, community librarian, and pharmacist. Surveys were distributed to two local schools and the local 

library. (Study) Focus group output was thematically analyzed, and survey data analyzed using SPSS to 

determine descriptive statistics.  Results were shared with a second focus group and interventions were 

developed.  (Act) Selected interventions to reduce vaccination barriers were implemented.  

Results: Sixty-four surveys were returned, representing 134 children, with a return rate of approximately 22%. 

A synthesis of focus group and survey findings identified barriers to be education and access.  Completion of 

the first PDSA cycle resulted in distribution of an educational flyer and provision of a cost-effective school-

based influenza clinic. Thirty influenza vaccines were administered to community members.  

Process Improvements: The infrastructure for subsequent PDSA cycles was established, and plans were made 

for expanding the impact of the project through continued stakeholder engagement and DNP leadership.  

Conclusions and Recommendations: One team member will continue future cycles to include provision of 

both required and recommended childhood vaccines, and potential expansion into surrounding communities.   
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Implementation of a Vaccines for Children Project for Underserved Children in Shawnee 

County, Kansas 

Since the passage of the Omnibus Budget Reconciliation Act of 1993 and the launch of 

the program in October of 1994, the Vaccines for Children (VFC) program has provided 

immunizations for Medicaid-eligible, uninsured, underinsured, and American Indian or Alaska 

Native children at no cost to families (Schwartz & Colgrove, 2020). The VFC program provides 

childhood vaccines purchased by the federal government for qualifying children. The VFC 

Program is credited with preventing 21 million hospitalizations and 732,000 premature deaths. 

This has saved the US an estimated 1.38 trillion dollars in societal costs (Schwartz & Colgrove, 

2020).  

The population of Shawnee County living outside of Topeka numbered 52,542 in 2019 

(Data USA, 2021). Approximately 93% of the total Shawnee County population carried health 

insurance. Of those, 11.6% were insured by Medicaid (Data USA, 2021). All 20 clinics certified 

by the VFC program are within the city limits of Topeka (ibid). While primary care is offered 

serves both urban and rural geographic areas, only the urban providers are able to offer VFC 

coverage as part of their point of care services. Approximately 6,100 residents of rural Shawnee 

County are insured by Medicaid with many of them being eligible for vaccines funded by the 

VFC program, causing them to have to travel to receive vaccinations that are not offered in the 

communities in which they reside. The two largest communities outside of Topeka within the 

boundaries of Shawnee County are Rossville and Silver Lake. The combined population is 3096 

people. The poverty level of Rossville is 5.28% while Silver Lake’s is 3.76% (World Population 

Review, 2021a and b).  
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Problem Statement and Project Objectives 

Children insured by Kansas Medicaid (also known as KanCare), who live in rural 

Shawnee County, have limited point of care access to immunizations provided by the VFC 

Program. The purpose of this project is to improve access to immunizations; with the goal of 

increased vaccination for KanCare-eligible pediatric patients in rural Shawnee County. The 

project will occur within one of the largest rural communities located within Shawnee County 

and will focus on pediatric patients eligible to receive VFC funded vaccinations. 

Short-term Objectives 

●Understand who is impacted by the problem. 

●Understand the extent of the problem. 

●Understand the epidemiology of the problem (why the problem exists). 

Intermediate-term Objectives 

●Develop a QI team (the project partners plus stakeholders). 

●Propose interventions to address barriers to receiving childhood immunizations in the 

target population. 

Long-term Objective 

●Further the impact of selected intervention(s) to improve the vaccination rate for 

KanCare patients in other surrounding counties 

Relevance of Problem for Future Role as DNP-prepared APRN 

 Nurse practitioners are in a unique position to address improvements in vaccination rates. 

As nurses, they are trained to administer vaccinations and as advanced practice providers, they 

hold the practice authority to prescribe vaccinations and understand vaccination schedule 

recommendations. As outlined in the Essentials of Doctoral Education for Advanced Nursing 
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Practice, DNP-prepared nurse practitioners must practice under evidence-based guidelines and 

should work to impact health care policy through advocacy (American Association of Colleges 

of Nursing (AACN), 2006). DNP-prepared nurse practitioners are required to have a focus on 

clinical prevention and population health (AACN, 2006).  

 Nurse practitioners, specifically those working with pediatric patients, have been 

encouraged by the American Academy of Pediatric Nurse Practitioners to apply evidence-based 

standards related to immunizations and participate in forums that address immunization policy 

and practice (Williams, 2019). Elia et al. (2020) found an increase in receipt of meningococcal B 

vaccine of 140% when the role of immunization nurse practitioner was implemented in a 

Melbourne children’s hospital. This study utilized the nurse practitioner’s knowledge of 

vaccination needs and eligibility to increase access to vaccinations. Nurse practitioners have 

been called on to educate physicians on better communication techniques to combat antivaccine 

sentiment among parents through listening, education, and trust-building techniques (Sun, 2019).  

 As part of the US’ response to COVID-19, nurse practitioners improved COVID-19 

vaccinations rates through door-to-door appointments and establishing mobile vaccination clinics 

in urban and rural areas (American Association of Nurse Practitioners, 2021). The need for 

access to free vaccinations is present in rural Shawnee County and nurse practitioners are key to 

discovering and implementing strategies for vaccination access and vaccination rate 

improvement. 

 Background of Problem 

Governmental agencies worldwide have long promoted the benefits of vaccination as a 

primary health intervention (Centers for Disease Control and Prevention (CDC), 2021; European 

Union, 2020, & World Health Organization, 2021). In most cases, vaccination prevents the 
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immunized individual from contracting the disease. In cases where the disease occurs, the 

individual may have a milder case. Herd immunity prevents individuals within the larger 

community who are ineligible to receive the vaccine (Association for Professionals in Infection 

Control and Epidemiology (APIC), 2021). According to Shawnee County Health Department, 

95% vaccination rate must be reached to maintain herd immunity against highly infectious 

diseases (2019). 

The consequences of non-adherence to the CDC vaccination schedule can be profound. 

Each year approximately 300 children in the US die of vaccine-preventable illnesses. The spread 

of vaccine-preventable illnesses via unvaccinated children may be a contributing factor in the 

deaths of the approximately 42,000 adults that die yearly from vaccine-preventable infectious 

diseases in the US (Shawnee County Health Department (SCHD), 2019). The burden placed on 

society due to illnesses spread by the unvaccinated manifests as social, economic, and 

opportunity costs to the nation (European Union, 2020).  

According to the SCHD, the most recent kindergarten vaccination coverage survey 

indicated only 81% of children within Shawnee County were up to date with the CDC pediatric 

immunization schedule. Shawnee County compares disfavorably to the State of Kansas’ higher 

rate of 84%. Data from Shawnee County shows the up-to-date percentages trending downward 

from previous years (2019). 

Contributing factors either impede or facilitate the receipt of recommended vaccines. 

Factors that facilitate vaccination are CDC recommendation of FDA vaccinations that are safe 

and effective, convenient access to required vaccines, relationships with trusted providers who 

recommend and value vaccination of patients, and future mandates that may drive an increase in 

vaccination receipt (Lagasse, 2021). Impeding factors of vaccine receipt may include limited 
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availability of scarce vaccines; costs of vaccination supplies, storage, provider, nurse, or medical 

assistant wage increases due to economic fluctuations; interruption of supply channels due to 

increasing COVID-19 rates (Helper & Soltas, 2021). Political affiliation in some cases represents 

a new impeding factor. In recent years the US has shown a high degree of polarization with 

political affiliation affecting willingness to receive some inoculations (Ruiz and Bell, 2021). 

Definitions of Relevant Terms 

●Herd immunity: (Also known as community immunity) When immunity rates due to 

 vaccination or acquired disease approach high rates within a given community even for 

 those who are not immunized or have never had the disease (APIC, 2021). 

●Mobile Health Unit (MHC): A vehicle-based clinic offering preventative services as well as 

diagnostic and treatment capabilities, usually staffed by a driver, support staff, and 

healthcare provider (Hill, et al., 2014). 

●Primary prevention: Measures taken to reduce the chance of acquiring a disease state 

 (Institute for Work & Health, 2015). 

●Recommended vaccinations: Vaccines which are optional and not required for entry into work 

or school (State of Illinois, 2022).   

●Required vaccinations: Vaccines which are mandatory for entry into work or school.     

(State of Illinois, 2022). 

●Vaccination: The act of introducing a vaccine into the body to produce protection from a 

 specific disease (CDC, 2019). 

●Vaccine: A preparation that is used to stimulate the body’s immune response against diseases 

 (CDC, 2019). 
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Theoretical Framework 

 The Health Belief Model (Becker, 1974) supports this QI project and is well suited to 

guide implementation strategy aimed at improving vaccination rates in rural Shawnee County 

pediatric patients due to the model’s focus on community health and population change. The 

model describes perceived susceptibility, perceived severity, and perceived benefits. The benefit 

of vaccination in disease prevention and reduction in pediatric death rates is well known to 

healthcare providers.  However, parental perception of the benefit is diminished by lack of 

education cited as a barrier to vaccinations (Ventola, 2016). Parent, provider, and patient 

education should be enhanced to improve the desire and confidence of parents to seek 

vaccinations for their children. Further key concepts of the Health Belief Model include 

perceived barriers to action, cues to action, and self-efficacy. These concepts are directly linked 

to the lack of access to VFC as access is a known barrier to action and improving access will act 

as a cue to action and improve self-efficacy. 

The following list contains the five action-related components of the Health Belief Model that 

influence health behaviors. 

1. Gathering information by conducting a health needs assessment and other efforts to 

determine who is at risk and the population(s) that should be targeted 

2. Conveying the consequences of the health issues associated with risk behaviors clearly 

and unambiguously to understand the perceived severity 

3. Communicating to the target population the steps that are involved in taking the 

recommended action and highlighting the benefits of action 

4. Assisting in identifying and reducing barriers to action. 
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5. Demonstrating actions through skill development activities and providing support that 

enhances self-efficacy and the likelihood of successful behavior changes 

Application of Health Belief Model 

 Implementing access to VFC in rural Shawnee County will require that all these action 

components occur. Gathering vaccination rate data and conducting a needs assessment within the 

targeted population will help identify risks associated with this population. Assessment of this 

data will provide the groundwork for the development of any intervention needed to overcome 

barriers to vaccinations. Later, the planned intervention will be implemented. Post-

implementation data will also be needed to help determine successful behavioral change which 

will be demonstrated if vaccination rates improve in the pediatric patients of rural Shawnee 

County. 

The Health Belief Model supports this QI project utilizing the Plan-Do-Study-Act 

(PDSA) cycle (Institute for Healthcare Improvement, 2021). PDSA is shorthand for the scientific 

method, which allows for planning, trying the intervention out, observation and evaluation of 

results, and then moving forward on information learned from the process. 

Critical Appraisal of the Literature 

 A critical appraisal of the literature was performed during September and October of 

2021. The focus of this appraisal was to examine potential barriers to childhood immunizations 

and potential modalities to overcome these barriers. Atlas, ProQuest, and Google Scholar were 

the databases used for this search. Search terms included vaccinations, access, barriers, Vaccines 

for Children, and mobile health. The search was limited to English language publications within 

the last five years. Studies beyond the 5-year window were included if found to be sentinel in 

nature. Articles found to pertain to electronic applications on mobile phones were excluded. A 
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synthesis table was created to evaluate 19 studies and to rank them according to the level of 

evidence (Appendix A and Table 1). Detailed information about the articles reviewed is available 

in the attached synthesis table titled “Evidence Appraisal.”  

Synthesis of Evidence 

Barriers to Completing Childhood Vaccinations 

 Three barriers were noted as primary causes for decreased immunization rates in pediatric 

populations. These include education, access, and funding with barriers often being linked to one 

another (Institute of Development Studies, 2021). Improvement of patient/parent education, as 

well as provider education, have been linked to improvement in vaccination rates (Ranganathan 

et al., 2020; Smith et al., 1999; Zimet et al, 2010). Uninsured, underinsured, and rural 

populations were noted to have decreased access to vaccinations linking access to both finances 

and geographic location (MacDonald et al., 2018, Ranganathan et al., 2020; Smith et al., 2005 & 

Zimmerman et al., 2000). Studies examining funding as a barrier often were completed with 

Medicaid patient populations and it is notable that additional clinical funding, outside of that 

offered through VFC, proved to increase vaccination rates among those receiving vaccines 

purchased by the VFC program (Kempe et al., 2018 & Stokley et al., 2006). Most studies 

examining barriers to obtaining pediatric vaccinations were completed as surveys. The limitation 

most frequently noted was the necessity of participants to have a phone to complete the study. 

Additionally, level IV studies regarding barriers to pediatric vaccinations often focus on the 

barriers to a single immunization rather than all recommended childhood vaccines making them 

of less relevance when examining the rural pediatric Medicaid population and childhood 

immunizations. 
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Modalities to Improve Vaccination Rates in Pediatric Populations 

 Multiple modalities to improve childhood immunization rates have been trialed and 

found to be successful. Having a medical home and a strong provider relationship improves 

compliance with vaccination schedules (Ateudjieu, et al., 2021; Elia et al., 2020). The use of 

other models for delivering care such as pharmacy-based, school-based, and MHC can improve 

access for hard-to-reach populations (Daniel et al. 2021; Kempe, 2018; Leibowitz et al., 2021; 

Ranganthan et al. 2020) This search did not yield literature about improving access to 

vaccinations in the state of Kansas. No studies in which a true control and experimental group 

existed when testing ways to improve vaccination access were found. The levels of evidence 

ranged from level I to level VII, with most studies in the level IV category. 

Utilization of Mobile Health Clinics to Improve Health Outcomes 

 MHCs have been utilized with success for both primary care and preventative medicine 

and allow for improved access to point of care tests and treatments in difficult to reach 

populations (Abdel-Aleem, et al., 2016; Hill et al., 2014; Leibowitz et al., 2021; Morano et al., 

2014). Since the start of the global pandemic, MHC has specifically been utilized as an adjunct 

to primary care to allow preventative vaccinations to be given to children who would have 

otherwise fallen behind on their scheduled vaccinations (Leibowitz, 2021). Levels V and VI 

evidence supports that mobile health is cost-effective and well utilized by uninsured or 

underinsured patients (Hill et al., 2014, Malone, 2020, Yu et al., 2017). 

Utilization of Pharmacy-Based Vaccination Clinics 

 Rural pharmacies have been shown by level IV evidence as a modality to improve 

vaccination rates in rural communities. Daniel et al. demonstrated a 158.8% increase in the 

number of vaccinations administered to a rural community after enrolling a rural pharmacy in the 
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VFC Program (2021). Pharmacy revenue was notably increased as the vaccination rates 

increased with utilization of the pharmacy (Daniel et al., 2021). With the declaration of a 

national emergency in March of 2020, the role of pharmacies in pediatric immunizations was 

expanded by the Department of Health and Human Services that enacted legal precedence 

allowing pharmacists to administer immunizations to children age 3 and above (Hanretty & 

Rose, 2020). While this has implications for improving vaccination access to rural children in 

Shawnee County covered by KanCare, this does not address access in children under the age of 

three. 

Development of School-Based Vaccination Clinic 

  When looking at vaccination access on an international level, school-based vaccines 

stand out as another modality for increasing vaccine access (Kepme et al., 2017). Level VII 

evidence reports increased vaccine rates when vaccines are offered within the public-school 

setting and notes implications that the school system plays a vital role in tracking vaccinations of 

the pediatric population (Kempe et al., 2017). Only 2% of US schools have school-based clinics 

and barriers to insurance billing are cumbersome in the American healthcare system (Kempe et 

al., 2017). 

Relevance of Literature 

 When addressing a lack of access to VFC for rural Shawnee County pediatric patients, 

MHC stands out as a potential modality to improve vaccine access. Improving vaccination rates 

in the target population may require a point of care access site, vaccination education, sufficient 

provider time as well as vaccination supplies and equipment. One study was ranked as level I 

evidence, while most studies fell into levels IV and V. Studies were of varying quality and seven 

articles were greater than five years old. Sample sizes for studies varied widely from one to 
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several thousand. The study of most importance, recently completed in Boston describes the 

utilization of MHC to vaccinate hard-to-reach populations (Leibowitz et al., 2021). This study 

not only had an adequate sample size of 146 but also reviewed all childhood immunizations 

rather than focusing on a specific immunization (Leibowitz et al., 2021). No research specific to 

the State of Kansas, requiring compliance with Kansas specific vaccination laws, was found 

through the appraisal of the literature.  

Design and Setting 

A QI design method using PDSA cycles was utilized for this project.  The setting of this 

project was a rural community located within Shawnee County.   

Participants 

 The population was children under the age of 18 years living in the chosen rural 

community who lack vaccinations. Parents/guardians were also considered participants as they 

were asked to participate in a survey. Additional participants included stakeholders that were 

asked to participate in a focus group. Specifics of this group are outlined further in procedures. 

 Two groups of participants were studied, those that attend public school and those that do 

not due to young age or being homeschooled. Participants from the public-school group were 

recruited from within the selected rural public-school system. Surveys were sent home with 

school-aged children at the local public preschool, grade school, and high school to determine 

the primary barriers to vaccinations. Survey participant data remained anonymous and was 

collected by the classroom teacher who delivered data to the school nurse. From there data was 

placed in a sealed envelope and picked up by a member of the project team. Surveys remained in 

a locked box and were destroyed at the conclusion of the project defense.  Participants from the 

non-public school group were targeted through surveys given through the ‘Parents as Teachers’ 
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program and at the local library. Survey data for this group was collected via a sealed drop box 

located at the local library. An interview session with stakeholders was conducted. An 

interventional program to address barriers was developed based on the results of the survey data 

and the interview conducted with stakeholders. 

 There were many stakeholders for the project. The patients and parents/guardians of 

children receiving vaccinations are stakeholders. The local school district and rural community 

are stakeholders as they have a vested interest in the health of local children. KanCare is a key 

stakeholder for remuneration. The federal government is a stakeholder as it is the funding source 

for VFC-supplied vaccines.  

Tools/Materials 

 A focus group was developed with input from local organizations with an interest in the 

health of the pediatric population of Shawnee County.  Participants from the following 

organizations were asked to participate: Rossville Community Library, the local school district, 

the SCHD, Washburn University and Doug’s pharmacy.  A question and answer format was 

developed to elicit information from the stakeholders on barriers to immunization for the 

population of interest and how these barriers might be addressed. 

Survey questions were developed to assess barriers to vaccinations for pediatric patients 

qualifying for KanCare in the rural community of study. Printing costs for the surveys and 

envelopes were covered by the project team in the amount of $500. Surveys were sent home with 

children at the local elementary school and were collected by the elementary classroom teacher 

and delivered to the school nurse in sealed envelopes. The Rossville Community Library was a 

second distribution and collection point, as some members of the population of interest were not 

affiliated with the local school district.  The survey contained no identifiable patient data and was 
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provided to the project team with no identifiable patient data.  Process measures included the 

survey data addressing perceived barriers to vaccinations before the intervention. Outcome 

measures include establishment of intervention(s) to address the perceived barriers so as to 

increase vaccination rates for KanCare-eligible patients in the chosen population. 

Procedures 

 Once participants, tools/materials, and measures were in place, a PDSA cycle was used as 

the overall QI design method with one cycle completed. Washburn University IRB approval was 

obtained before initiating the study. Other approvals from the school district, community library 

and the county health department were necessary.   

 

Plan 

1. A survey was developed to assess barriers to vaccinations in the rural community of 

study. 

2. A focus group was developed which included community stakeholders such as the 

elementary school nurse, superintendent, school principal, and a sample of parents. A 

focus group was conducted to discuss the community’s role and interest in participating 

in the potential intervention. 

Do 

1. A survey was administered. This was sent home with school-aged children with 

directions to complete and return. Survey results were collected by classroom teachers 

and delivered to the school nurse in sealed envelopes. No identifiable patient data was 

included. These surveys were collected in a locked box at the public library. 
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2. An interview of community stakeholders, including representatives of the county health 

department, the elementary school nurse, superintendent, school principal and 

representatives from Washburn University was completed. 

Study 

1. Qualitative and quantitative data from the survey was tabulated and analyzed to assess 

vaccination barriers and possible solutions to remedy these barriers. 

2. A thematic analysis of qualitative data from the focus group was performed to assess 

vaccination barriers and possible solutions to remedy these barriers. 

Act 

1. Interventions to address primary barriers to vaccinations were developed based on the 

results of the survey and interview data.  

2. Selected interventions to reduce vaccination barriers were implemented.  

Results 

Focus Group Results 

A focus group was conducted to gain insight from community stakeholders near Rossville, KS. 

The focus group consisted of a seven-member panel, represented by healthcare and education sectors 

within the community. The titles of those invited who attended the first focus group included:  School 

district nurse, C.O.A.C.H. Director and Lecturer of Nursing, Local Nurse Practitioner, Associate Dean at 

Washburn University, Superintendent of Schools for Kaw Valley, Dean of the School of Nursing, Clinical 

Services Division Manager of SCHD.  The Director of the local library and owner of a local pharmacy 

were invited but did not attend the session.  Four questions guided the focus group discussion (Appendix 

B). The first two questions were asked by a project partner who led as primary moderator. The second 

two questions were asked by another project partner who functioned as assistant moderator. After each 

question was answered by members of the focus group, time was allotted for any follow up statements 

that the dialogue prompted.  
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The focus group session was recorded and transcribed. The transcription was “cleaned” of 

unnecessary or repetitive words. Each member of the focus group was assigned a participant ID to 

anonymize comments. Responses to each question were recorded and grouped into coded categories. A 

simple tally was utilized to track levels of agreement between participants. After analysis, synthesized 

response statements were developed for each question.  

Table 2 
Survey Questions and Synthesized Statements from Focus/Stakeholder Group 
Survey Question Synthesized Statements 
Q 1: “Share your reactions to 
this statement, ‘Childhood 
immunizations are an 
important strategy for 
protecting children from 
preventable disease.’” 
 
Q 2: “Share with us what you 
perceive as barriers to 
immunizations for pediatric 
patients in Rossville, KS.” 
 
Q 3: “What are your ideas for 
reducing those perceived 
immunization barriers in 
general?” 
 
 
Q 4: “How can your 
organization contribute 
specifically to addressing 
these barriers?”  

"Childhood immunizations are an effective, important strategy for 
protecting children from preventable disease, therefore it is important 
that healthcare and education disciplines work together as a team to 
educate parents on vaccine history, rationale, safety and efficacy." 
 
 
 
"The greatest barriers to immunization for pediatric patients in 
Rossville, KS are lack of convenient access to vaccines and 
misinformation regarding vaccine production and efficacy." 
 
 
“Immunization barriers may be reduced by making the 
immunization process more convenient. This may be 
accomplished by bringing vaccines to the community, 
establishment of partnerships between community organizations 
and the school district."  
 
"Organizations may best contribute to the cause of reducing 
immunization barriers by inter-organization collaboration with a 
focus on decreasing wait times and increasing convenience." 

  
Note. Q= Question 
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For question one, the focus group was asked to share reactions to the following statement: 

“Childhood immunizations are an important strategy for protecting children from preventable disease.” 

Agreement with the statement was unanimous. The following statements had high levels of agreement 

between respondents:  

●”Based on scientific information…vaccines work” 

●“We in healthcare…and in education need to…educate [regarding] the history of 

immunizations…the why…the safety.”  

●”I reflect on what [another participant] said…I don’t know what it’s like to…go through…polio 

without vaccines available.”  

The synthesized statement produced from this feedback was “childhood immunizations are an effective, 

important strategy for protecting children from preventable disease, therefore it is important that 

healthcare and education disciplines work together as a team to educate parents on vaccine history, 

rationale, safety and efficacy.” 

For question two, the focus group was asked to “share with us what you perceive as barriers to 

immunizations for pediatric patients in Rossville, KS.” The following statements had high levels of 

agreement between respondents:  

● "The other thing I thought of was access…whether or not they have…routine vaccines in the 

area…access to a vaccine clinic…" 

● "…You've got to pull a child out of school, or the parents have to take extra time off work…" 

● "Not all vaccines originated that way [from fetal cell lines]…when you educate…they are open 

to learning…they do [vaccinate]" 
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The synthesized statement produced from this feedback was ‘the greatest barriers to immunization for 

pediatric patients in Rossville, KS are lack of convenient access to vaccines and misinformation regarding 

vaccine production and efficacy.”  

 For question three, the focus group was asked to share their “ideas for reducing those perceived 

immunization barriers in general.” Each of the following statements was made only once by individual 

focus group members. However, there was no vocalization of disagreement from any member on the 

following statements. For these reasons the following statements are classified as having moderate levels 

of agreement between respondents:  

● "We haven't had actual… kindergarten immunization clinics at our school… That's 

been...difficult...to coordinate with the health departments." 

● "If [vaccine suppliers] can bring [the vaccines] to the school and get it, I do think that does 

help…" 

● "School districts …as students are enrolling, [parents are] signing a consent …to receive the 

necessary vaccines.” 

The synthesized statement produced from this feedback was “immunization barriers may be reduced by 

making the immunization process more convenient. This may be accomplished by bringing vaccines to 

the community, and establishment of partnerships between community organizations and the school 

district."  

 For the final question, the focus group was asked how their “organization [can] contribute 

specifically to addressing these barriers?” The following statements had high levels of agreement between 

respondents:  

● "…coordination between the health department…the school…our clinic…also with the school 

of nursing…helping with the education portion…" 
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● "[fellow participant], I love the way you described your collaboration with Pottawattamie 

County. I'd love to set something up like that…" 

● "…a one fell swoop [approach] would …be a lot more convenient for a lot of 

people…not…sitting in the doctor's office waiting room…" 

● "Unfortunately, it's a barrier if it's inconvenient…" 

The synthesized statement produced from this feedback was “organizations may best contribute to the 

cause of reducing immunization barriers by inter-organization collaboration with a focus on decreasing 

wait times and increasing convenience."  

Parent Survey Results 

In May, 2022 parent surveys were distributed to three locations in Rossville, Kansas. 

These included Rossville Grade School, Rossville Middle and High School, and the Rossville 

Community Library. Blank surveys (Appendix C) along with collection kits including blank 

return envelopes and locked mailboxes were given to school office staff and the community 

librarian at their respective locations of employment. Surveys were distributed by office staff to 

parents of elementary, middle and high school students via student back packs. Surveys were left 

with a sign soliciting responses from parents of home-schooled children and children younger 

than school-aged at the public library. Surveys were collected in locked mailboxes in the 

community locations over the following three weeks. Mailboxes at all locations were emptied 

after two weeks post-distribution and again at three weeks post-distribution. Sixty-four parent 

surveys were returned, representing a total of at least 134 children. Data where cleaned by 

applying decision rules to surveys in which multiple answers were given to the same question, 

specifically questions 3 and 4. For these questions, all survey answers were accepted making the 

total number of responses greater than 64, despite the total number of surveys being 64. 



IMPROVING ACCESS TO VACCINES FOR CHILDREN 21 

Additionally, on question 4, some survey participants indicated their children received vaccines 

at an “other,” location but listed “Doug’s,” in the blank next to other. These responses were 

recorded directly as indicated by survey participants despite knowledge that “Doug’s,” is a 

pharmacy located in Rossville, KS. Once cleaned, data was coded and entered into Excel and 

exported to SPSS. Further, cleaning was then done by examining data and verifying accuracy.  

The first three questions on the parent survey assessed population demographics 

including number of children in the household, ages of children in the household and type of 

insurance used by children in the household. Table 3 provides survey results regarding age 

ranges and Table 4 provides results regarding vaccination locations of study participants (see 

below).  

Table 3 
Age Range of Survey Participant’s Children 
Age Range Number of 

Surveys with 
Child in Age 
Range 

Percentage of Total Surveys Returned With a 
Child in Age Range 

0 M to 12 M 
12 M to 2 Y 
2 Y to 3 Y 
3 Y to 4 Y 
4 Y to 5 Y 
6 Y to 10 Y 
11 Y to 15 Y 
16 Y to 18 Y 

6 
4 
7 
6 
22 
37 
35 
7 

9.4 
6.3 
10.9 
9.4 
34.4 
57.8 
54.7 
10.9 

   
M=month; Y=year. 
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Table 4 
Insurance of Children of Participants 
Type of 
Insurance 

N of Surveys 
Indicating 
Specific 
Insurance 

Percentage of N of Surveys Indicating Specific 
Insurance 

Private Insurance 
KanCare 
TriCare 
Other 
None 

46 
9 
4 
8 
0 

71.9 
14.1 
6.3 
12.5 
0 

   
Note. N=number. 

 

Questions 1 and 2 

Question 1 asked survey respondents, “How many children live in your household (under 

age 18)?” The number of children living in the household ranged from one child to six children. 

The second question asked survey respondents to circle the age range of the children living in 

their household. Respondents were able to circle multiple age ranges to indicate multiple 

children in different groups. Respondents were asked not to circle the same age range more than 

once if they had multiple children in a specific age range. Most children were between the ages 

of four and fifteen. In Table 3, the percentage of surveys with children in a specific age group 

was greater than 100% indicating there were children from multiple age ranges within several 

participating households.  

Question 3 

Question 3 asked participants to list the primary sources of insurance for their children. 

As discussed previously, some participants listed multiple answers. All data was recorded as 

presented in the survey responses. No respondents indicated their children were uninsured. 

Private insurance was indicated as the source of insurance by most respondents (71.9%) with 

KanCare selected as the second most common source of insurance by respondents (14%).  
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Question 4 

Question 4 asked for the location used by survey participants for their children’s 

vaccinations. Options for response included “Primary Care Providers Office, the SCHD, a 

Pharmacy, and ‘Other,’” with instructions to fill in the blank with specific location if ‘Other’ was 

selected. Responses were coded exactly as indicated by survey respondents. 93.8% of survey 

participants indicated their children receive vaccinations in their primary care provider’s office. 

SCHD was indicated as a primary vaccination site for 6.3% of study participants. Specific 

responses in the blank for “Other,” included “Doug’s” [pharmacy located in Rossville, KS]. 

Table 5 provides survey results providing insurance information of survey participants.  

Table 5 
Location of Vaccinations 
Vaccination 
Location 

Number of 
Surveys 
Indicating Use of 
Vaccination 
Location 

Percentage of Surveys Indicating Vaccination 
Location 

PCP  
 
SCHD 
 
Pharmacy 
 
Other 

60 
 
4 
 
0 
 
2 

93.8 
 
6.3 
 
0 
 
3.1 

   
Note. PCP=Primary Care Provider; SCHD=Shawnee County Health Department. 
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Question 5 and 6 

Question 5 assessed the distance traveled by participants to get their children vaccinated. 

A range of 0.5 to 100 miles was noted as the distance traveled to obtain vaccinations. The 

median distance traveled was 17.5 miles and mode was 15.0 miles.  

Question 6 asked for survey responses to: “Please share any thoughts you have regarding 

barriers for receiving childhood immunizations in your community.” As with qualitative 

responses provided in the focus group, responses were coded into categories and responses 

tallied. Of the 64 surveys returned, 16 surveys contained written responses to this question. Eight 

respondents indicated they felt there were no barriers to vaccinations. One respondent indicated 

safety as a barrier. Four responses indicated lack of access to vaccinations locally as a barrier. 

Five responses indicated lack of vaccination education among community members as a barrier. 

Table 6 
Responses to Question 6 Grouped by Response Topic 

Response Topic Notable Responses Synthesized Response Statement 
   
No Barriers (8 responses) E1: “I do not see any barriers” 

E2: “None” 
“I do not perceive any barriers” 

Safety (1 response) E1: Safety- “Child has received wrong 
immunization in the past. Another child 
has gotten an immunization in the 
wrong site i.e.- not vastus lateralis but 
higher near hip joint.” 

“I perceive safety as a concern due to 
past experience with medical error” 

Education (4 Responses) E1: In a more rural community, I hear a 
lot of statements that make it seem like 
a lack of parent education can lead to 
lack of childhood immunizations.” 
E2: “Lack of education, knowledge of 
parents/ guardians” 

“I perceive lack of parental education as 
a barrier to vaccination” 

Access (5 responses) E1: Our local office does not offer 
vaccines for kids with Medicaid, if 
could schedule immunizations for 
specific dates/ times to maybe make 
possible for those families to take care 
locally so they receive all care at one 
place.” 
E2: It would be nice if there was a place 
that could do immunizations here in 
Rossville that would take all Medical 
Cards or if you have no INS would do it 
for a low cost or free.” 

“I perceive lack of access locally to 
vaccines as a barrier to immunizations, 
especially for patients with Medical 
Cards or lack of funds.” 

Note. E = Example Parent Statement 
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Question 7 

Question 7 used a Likert scale to assess perceived barriers to obtaining vaccinations for 

survey participant’s children (see table 7 below). Options for responses included “strongly agree, 

agree, disagree, and strongly disagree.” Barriers assessed included distance, cost, time, 

vaccination availability, concerns for vaccination safety, allergy or pre-existing condition, and 

having enough information regarding vaccinations.  

Question 8 

The last question which assessed the parent’s feelings on having enough information was 

asked in a manner opposite from the other Likert questions. Response percentages switched from 

being highest in primarily “disagree,” and “strongly disagree,” in the first six parts of the Likert 

question to “agree,” and “strongly agree,” on the final part of the Likert question. This offered 

validity that parents were fully reading and answering the entire question. When analyzing the 

data related to the first six parts of the Likert question, disagree and strongly disagree responses 

were grouped together as both indicate that parents perceived the discussed topic as a barrier. 

When ranking potential barriers based on the number parents who either agreed or strongly 

agreed that a specific potential barrier was a barrier to them, the following responses ranked from 

highest to lowest were: safety (26.6%), time (20.3%), distance (12.5%), availability (7.8%), pre-

existing conditions (6.3%) and cost (6.3%). Education was evaluated in the opposite manner and 

responses that either agreed or strongly agreed were grouped together as these responses 

indicated education as a barrier. 18.8% of respondents indicated education as a barrier to 

vaccination. 
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Table 7 
Parental Agreement/Disagreement to Barriers to Vaccinations 
Likert Question Strongly 

Disagree 
Disagree Agree Strongly Agree 

Distance 37 19 3 
 

5 

Cost 
 
Time 
 
Availability 
 
Safety Concerns 
 
Preexisting 
Conditions 
 
Education 

45 
 
31 
 
38 
 
27 
 
44 
 
 
7 

15 
 
19 
 
21 
 
20 
 
14 
 
 
5 

0 
 
7 
 
1 
 
10 
 
0 
 
 
16 

4 
 
6 
 
4 
 
7 
 
4 
 
 
36 

 

Questions 8 and 9 assessed if children of the study participants were up to date on 

required and recommended vaccinations. A vaccination schedule was provided as an attachment 

for parents to review with both required and recommended vaccinations listed with age ranges 

available for each category. 4.7% of respondents indicated that their children were not up to date 

on required vaccinations. 37.5% indicated their children are not up to date on recommended 

vaccinations. Table 8 provides results of responses to questions eight and nine (see below). 

Table 8A 
Vaccination Up to Date 
Vaccination 
Category 

N of Surveys 
Up to Date 

N of Surveys 
Indicating Not 
Up to Date 

N of Surveys 
Unsure if Up to 
Date 

N of Surveys 
Indicating both 
Up to Date and 
Not Up to Date 

Required 3 58 2 
 

1 

Recommended 39 24 0 1 
Note. N=number 
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Synthesis of Focus Group and Parent Survey Results  

There were numerous similarities between focus group and parent survey results.  The 

synthesized statement from question one of the focus group survey indicated the importance of parents 

being educated regarding vaccine safety.  The second synthesized statement of the focus group revealed 

that stakeholders felt that one of the greatest barriers to immunization was misinformation regarding 

vaccines.  Of several potential barriers, surveyed parents ranked safety concerns highest (26.6%).  

The second synthesized statement indicated that access is a great barrier to vaccination.  This 

corresponds with statement three of the focus group.  Stakeholders felt that barriers could be reduced by 

making the immunization process more convenient.  Respondents of the parent survey rated time, 

distance and availability highly as potential barriers (40% combined).  Time, distance and availability all 

relate to vaccine access and convenience.  Viewed in the aggregate, there is agreement between the focus 

group and surveyed parents’ results.   

A blending of focus group data with parent survey data provided strong evidence of community 

need to guide the development of two suggested interventions (Table 9). Qualitative data from the focus 

group suggested the need for an inter-organizational public health intervention and a parental educational 

intervention. Focus group members felt the SCHD and the school district should collaborate to promote 

convenient access and decrease wait times to reduce barriers to vaccination.  

Most of the children of survey participants were 6 to 10 years old. The usual location of 

vaccination is the primary care provider’s office. While distance ranked fourth strongest for all barriers, 

the median distance traveled for vaccinations was 17.5 miles suggesting that most children do not receive 

primary care in the local community. Time was listed as the second strongest barrier to vaccination. 

Further exploration and PDSA cycles may be needed to determine if travel time or primary care wait 

times are of higher concern to parents seeking vaccination for their children.  
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Parent survey response data suggest concerns for safety and feeling inadequately educated about 

vaccinations are also among the top four barriers for parents. Qualitative data from the focus group 

indicated that misinformation regarding safety is a barrier to vaccination. Parent survey data showed that 

safety concerns and lack of vaccination education are both barriers to vaccinations within the community. 

Intervention Development and Implementation 

A second meeting with the stakeholders was conducted.  The second meeting consisted of a six-

member panel.  The titles of those invited who attended the second focus group included:  A newly hired 

school district nurse, C.O.A.C.H. Director and Lecturer of Nursing, Associate Dean at Washburn 

University, Dean of the School of Nursing, Clinical Services Division Manager of SCHD, and the owner 

of a local pharmacy who also is a pharmacist in the community.  The Director of the local library, a local 

healthcare provider, and superintendent of the school district were invited but did not attend the session.  

During this meeting, results from the focus group, results of parent surveys and overlapping themes were 

discussed. Interventions to address discovered vaccination barriers were also discussed. From this 

discussion, two intervention ideas emerged.  

 

 

 

 

 

 

 

 



IMPROVING ACCESS TO VACCINES FOR CHILDREN 29 

 

Table 9 

Decision Table to Guide Suggested Interventions 

Focus Group 
Data 

Parent 
Survey 
Data 

Activities/Plan Suggested 
Intervention 

Alignment with Best Evidence 

The SCHD and 
SD should 
collaborate to 
reduce barriers 
to vaccination 
 
Convenient 
access and wait 
times chief 
barriers to 
vaccination 
 
 
 
 
 
 
 
Misinformation 
regarding 
safety is a 
barrier 

MC location 
of 
vaccination 
is PCP 
office 
 
Distance 
required to 
obtain 
vaccination 
4th most 
cited barrier 
 
 
 
 
 
 
MC 
perceived 
barrier to 
vaccination 
is education 
followed by 
safety  

Coordinate with 
SCHD and SD 
to arrange for 
supply, time and 
place at school 
site for 
vaccination, 
goal to increase 
convenience, off 
load patient 
volume from 
PCP office thus 
reducing wait 
times 
 
 
 
 
Vaccine 
information 
content 
developed with 
SCHD oversight 
to be available 
at vaccination 
site(s) 
 

The SCHD 
and SD will 
collaborate to 
reduce barriers 
to (both 
required and 
recommended) 
vaccinations 
by providing 
convenient 
access to 
vaccines at 
school site(s) 
for children 
enrolled in the 
SD 
 
 
The SCHD 
and SD will 
collaborate to 
educate 
parents on 
vaccine safety 
within the 
school setting 
for parents of 
children 
enrolled in the 
SD 

Partnering with community 
leaders to improve convenience to 
access of immunizations at 
schools can increase uptake of 
vaccinations (American 
Psychological Association, 2020)  
 
Problems with access to vaccines 
identified as a primary cause of 
decreased immunizations in 
pediatric populations (Institute of 
Development Studies, 2021) 
 
Community approaches to 
enhance vaccination rates include 
offering vaccination at non-
traditional sites (Ventola, 2016) 
 
Lack of education identified a 
primary barrier for decreased 
immunization rates in pediatric 
populations (Institute of 
Development Studies, 2021) 
 
Community approaches to 
enhance vaccination rates include 
educational materials that 
incorporate community input; 
Dispelling myths, informing 
parents about research and 
describing vaccine preventable 
illnesses improve vaccination 
compliance (Ventola, 2016) 

     
Note. MC=most common; PCP=primary care provider; RE=regarding; SCHD=Shawnee County Health 
Department; SD=school district. 
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The first suggested intervention was for the stakeholders to collaborate to reduce barriers to 

recommended vaccinations by providing convenient access to vaccines at school site(s) for children 

enrolled in the school district. After focus group discussion, it was decided to focus on recommended 

vaccines, specifically influenza, due to influenza season fast approaching during the act phase of the 

PDSA cycle. Later, discussion between project partners and the school nurse on whether to make 

influenza the only recommended vaccination of focus resulted in affirming this decision due to concern 

with community buy in if multiple vaccinations were offered. 

Development of a convenient vaccination site required coordination among multiple agencies. 

After discussion with the school nurse and superintendent, it was determined that coordination with grade 

school and/or high school principals was needed to find a time during which an on-campus area 

(gymnasium), was available for use. The elementary school principal was able to find a date for use of the 

gymnasium as a school-based influenza vaccination clinic site. Next, SCHD and the local pharmacy were 

contacted to verify availability of product and associated services needed for the vaccination clinic. It was 

determined that both the local pharmacy and SCHD would bring supplies of non-VFC vaccinations and 

that SCHD would supply the VFC vaccinations and supplies. It was important to include both agencies to 

enhance community buy in. Both agencies agreed to send staff to obtain insurance information, consent 

for vaccination, and to help with vaccine administration. Finally, coordination occurred with 

administration and students from Washburn University to allow for six BSN students to attend the clinic 

and participate by administering vaccinations and helping with clinic coordination. On October 26th, 

2022, an influenza clinic was held at Rossville Grade School for students and families of students in the 

community.  

Results of Interventions 

The first suggested intervention was in line with best evidence. The Institute of Development 

Studies found that problems with access to vaccines is a primary cause of decreased immunization in 

pediatric populations (2021). According to the APA (2020), partnering with community leaders to 
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improve convenience to access of immunizations at schools can increase uptake of vaccinations. Ventola 

(2016), found that community approaches to enhance vaccination rates include offering vaccination at 

non-traditional sites.  

The second suggested intervention that emerged from focus group follow up was the need for 

further vaccination education. Project partners determined that printed material sent home in backpacks as 

well as postings throughout the community would be trialed as education in the first PDSA cycle. An 

educational flyer was developed using information from the CDC website. In order to be consistent with 

the first proposed intervention, the focus of the educational tool was influenza vaccination. Safety and 

efficacy were addressed and information was provided about the upcoming school-based vaccination 

clinic developed as intervention number one. An online graphic design tool, Canva, was utilized for flyer 

development to ensure an aesthetically pleasing flyer that was easy to read.  A quick response (QR) code 

was developed and linked to the CDC website to provide further reading by flyer recipients as desired. 

Flyers were reviewed by stakeholders and changes were made based on stakeholder feedback. 

Recommended changes included correction of spelling and additional wording to encourage broader 

inclusion of community members for the vaccine clinic. Flyers were printed and distributed in backpacks 

of public-school children one week prior to the vaccination clinic (intervention one). Additionally, 

educational flyers were placed in the local grocery store, pharmacy, library and post office. 

The second suggested intervention was in line with best evidence. The Institute of Development 

Studies identified lack of education as a primary barrier for decreased immunization rates in pediatric 

populations (2021). According to Ventola (2016), effective community approaches to enhance 

vaccination include the following: Development of materials that incorporate community input, dispelling 

myths, informing parents about research and describing vaccine preventable illnesses.  
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A total of 30 vaccinations were administered to students and families at the school-based 

influenza clinic. Approximately 75% of these were administered to pediatric patients while others were 

administered to community members having direct ties to the pediatric population. Two patients that 

received vaccinations at the clinic carried KanCare insurance. Due to triage error, these patients did not 

receive VFC-supplied vaccinations.  Instead, they received financially compensated vaccines. This 

indicated the need for verification of insurance by the administering organization prior to vaccination. It 

was discovered during the school-based clinic that SCHD is unable to bill Tricare.  Therefore, patients 

with this insurance were required to receive vaccination supply from the local pharmacy. This indicates 

that multiple community organizations should be present to ensure inclusivity to recipients with diverse 

insurance coverage within the rural community. The school nurse discussed that attendance was likely 

low due to a sixth-grade football game which pulled several community members from the event. This 

suggests that future events will need to be scheduled around community activities to improve 

participation rates. BSN students who participated in the event reported learning how various payers 

affects vaccine access as well as increased confidence in pediatric vaccinations. Student involvement 

benefited the community served as well as the students themselves.  

 As part of the second developed intervention, vaccination education, students in the Rossville 

Grade School, Middle School and High School received an educational flyer for parent/guardian review. 

Influenza vaccination education was provided to community members at multiple locations within the 

community. Of participants and families attending the school-based clinic, none reported concerns 

regarding safety or efficacy. The school nurse did not report any questions asked regarding safety prior to 

the vaccination clinic. It was suggested by school-based clinic participants that the educational flyer may 

have been more helpful if placed on local social media pages prior to the date of the school-based clinic. 

 Evaluation of the PDSA cycle revealed that short term and intermediate objectives were met 

through this project. Short term objectives included: 

• Understanding who is impacted by the problem 
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• Understanding the extent of the problem 

• Understanding the epidemiology of the problem (why the problem exists) 

During the first PDSA cycle, planning and doing encompassed development and administration 

of the parent survey as well as the development and interview of a focus group. Perceived barriers to 

vaccination were identified.  The population in need of vaccination was identified.  

Intermediate Objectives for the project included: 

• Development of a QI team (the project partners plus stakeholders) 

• Proposed interventions to address barriers to childhood immunization of the target population 

The above objectives were met during the second focus group meeting.  Project partners and focus 

group members determined the need for a school-based vaccination clinic with community education 

regarding vaccinations. Intermediate objectives were met through implementation phases of the 

educational flyer and planning of the school-based clinic. 

Long Term Objectives for the project included: 

• Furthering the impact of selected intervention(s) to improve the vaccination rate for KanCare 

eligible patients in other surrounding communities 

The above listed long-term objective has not been met through the first PDSA cycle conducted for 

this project. Additional PDSA cycles will be needed to achieve this long-term objective.  With lessons 

learned from the first PDSA cycle, additional immunizations, both required and recommended, may be 

added to broaden benefits of the project.   

Effectiveness and Future Sustainability 

 The most significant outcome of the project was building of community partnerships. The school 

district, SCHD, local pharmacy and Washburn University School of Nursing built a coalition to educate 

and vaccinate the rural community of interest. This coalition effectively met the project objectives.  The 
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coalition is in place for future PDSA cycles in the coming years.  Community partners agreed that the first 

school-based clinic was a success.  With continued partnership, current interventions will be sustainable. 

 On the recommendation of stakeholders, future interventions will include provision of required 

and other recommended vaccinations with expansion of the project to other rural Shawnee County 

Communities. The school nurse involved in this project discussed interest in the computer program, 

“SNAP.” This program is used to track required vaccinations of district students more effectively by 

interfacing with Webiz (an online vaccination database).  Incorporation of this program would identify 

vaccination gaps of local children.  

The next proposed PDSA cycle could include the following: 

Plan 

• Identify lessons learned from first PDSA cycle 

• May include identification of need for required vaccinations not addressed in first cycle 

Do 

• Maintenance of community partnerships built in first PDSA cycle 

• Obtain SNAP software within school district 

• Conduct biannual focus group with community partners 

Study 

• Evaluate specific need for required vaccinations 

Act 

• Develop school-based clinic with community partners to address required vaccination needs 

• Develop school-based clinic with community partners to address other recommended vaccination 

needs 
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Long term objectives would remain unmet after a second PDSA cycle. For long term objectives to be 

met, future PDSA cycles would be needed to include replication of this project in other communities.  

This may be achieved in a third or fourth PDSA cycle. 

Economic Impact 

An additive effect is expected to occur through word-of-mouth referral for families with 

children who have similar immunization needs (i.e. for school entry). More vaccinated patients 

translate to more revenue for any affiliated healthcare organization (Elias et al., 2020). Compared 

to office-based vaccination efforts, vaccination delivery by alternative methods have been found 

to avert societal costs by $3.7 for every dollar spent (Gennaro et al., 2021). The cost to the 

project partners for the project was approximately $500.  The averted societal costs were at least 

$1850.   

On an organizational scale, improving VFC access via alternative vaccination sites can 

decrease cost-related barriers while at the same time increasing the number of children 

vaccinated on time per the CDC’s pediatric immunization schedule (Malo et al., 2012).  

According to the Education Redesign Lab, the implementation of alternative site health centers 

resulted in a 15.5 percentage point increase in immunizations (2020). Ran et al., found the 

economic benefit exceeds the intervention operating cost with the benefit to cost ratio ranging 

from 1.38 to 3.05:1, and net savings to Medicaid (2016).  Daniel et al. (2021) found the 

implementation of an alterntive site immunization program increased the total vaccine 

administration by 158.8%. Following the intervention, prescription revenue increased by 34.8% 

while total revenue increased by 24.4% after the pharmacy became a VFC provider. 

Patients and their family were expected to benefit economically from receiving 

vaccinations locally. The average price of gas in the Rossville Kansas currently is $3.14 
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(GasBuddy, 2022). Traveling approximately 15 miles to receive vaccinations would not only 

require one to two gallons of gas, but also increase the amount of time required for patients to be 

off work by at least 30 minutes. The cost of time varies based on wage. Minimum wage in 

Kansas is currently $7.25 (Kansas Department of Labor, 2021). Based on these conservative 

estimates, families earning minimum wage would save approximately 2.8% of their weekly 

salary by avoiding driving to Topeka for immunizations.  

Cost for the intervention to families varied based on the type of insurance. The local 

pharmacy was able to provide cost free vaccines to children who had private insurance.  VFC 

immunizations were provided from the local health department.  These vaccines were cost-free, 

however, the administration cost of $20 per vaccination could not be waived by the health 

department.   

Conclusion 

A problem of access to VFC was identified by a project partner who practices as an APRN within 

the community of interest.  A critical appraisal of the literature was conducted to identify possible 

solutions to the problem, including broadening access to vaccines by means of alternative sites of 

vaccination.  A focus group and parental survey were utilized to determine community needs.  

Quantitative and qualitative data pointed to an educational intervention with a school-based influenza 

vaccine clinic.  A first PDSA cycle was conducted which was cost-effective and improved access to 

vaccines through multiagency collaborative efforts.  Infrastructure is in place for future PDSA cycles 

which may broaden the impact of the interventions. 

 

 

 



IMPROVING ACCESS TO VACCINES FOR CHILDREN 37 

Appendix A 

Level of Evidence 

(Melnyk & Fineout-Overholt, 2019) 

Level I 

Systematic Review; Meta-analysis of all relevant randomized controlled trials (RTCs) 

Level II 

Well-designed RTCs 

Level III 

Well-designed controlled trials without randomization 

Level IV 

Well-designed case-control and cohort studies 

Level V 

Systematic reviews of descriptive or qualitative studies 

Level VI 

Single descriptive or qualitative study 

Level VII 

Opinion of authorities and/or reports of expert committees 
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Appendix B 

 

Question 1 

“Share your reactions to this statement, ‘Childhood immunizations are an important strategy for 

protecting children from preventable disease.’” 

 

Question 2 

“Share with us what you perceive as barriers to immunizations for pediatric patients in Rossville, 

KS.” 

 

Question 3 

“What are your ideas for reducing those perceived immunization barriers in general?” 

 

Question 4 

“How can your organization contribute specifically to addressing these barriers?” 
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Appendix C 

Washburn University supports the practice of protection for human subjects participating in 
research. You are invited to participate in a quality improvement project conducted by Michelle 
Heusi and Christopher Miller, Doctor of Nursing Practice Candidates at Washburn University 
School of Nursing, Topeka, KS. The following information is provided so that you can decide 
whether you wish to participate in the present study. You should be aware that even if you agree 
to participate you are free to withdraw at any time, without penalty. 

The purpose of this project is to understand and address barriers to receiving immunizations for 
children living in and/or attending school in Rossville, KS. The study concerns all childhood 
immunizations and is not specific to COVID-19 vaccinations. You will be asked to complete a 
survey that asks about your experience using immunization services for your child or children.  
Survey results will be utilized to identify barriers and potential improvements that may be made 
to improve the health of children living in and/or attending school in Rossville, KS. You or your 
child’s/children’s name(s) will not be used and this information will be analyzed as a whole. 

While we recognize that the topic of vaccinations can be sensitive, there are no anticipated risks 
associated with your participation. Your participation is requested, but is strictly voluntary. Do 
not hesitate to ask any questions about the study. Be assured that your name will not be 
associated in any way with the study findings. We appreciate your cooperation very much. Your 
consent to participate is implied by completing the attached survey.  Please return this survey in 
the provided envelope to the front desk at your child’s school or the Rossville Community 
Library. Please remember to seal the envelope prior to returning your survey. If you would like 
to view the results of this community survey, please send a request to the following email: 
ChristopherMiller5@Washburn.edu. 

Sincerely, 

(signature) 

Michelle Heusi,  
620-874-4260 

Christopher Miller, 
779-875-5744 
 
 
 
 
 
 
 
 
 
 

mailto:ChristopherMiller5@Washburn.edu
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Please feel free to refer to this page to answer questions 8 and 9 if needed. 
 
The following vaccines are REQUIRED by the State of Kansas for any individual who attends 
school, a preschool, or a childcare program operated by a school: 

• Diphtheria, Tetanus, Pertussis (DTaP): five doses required. Four doses acceptable if 
dose 4 given on or after the 4th birthday. 

• Tdap: A single dose of Tdap required for 7th grade. 
• Poliomyelitis (IPV): four doses required. One dose required after age 4 regardless of the 

number of previous doses, with a 6 month minimum interval from the previous dose. Oral 
polio doses no longer are acceptable. 

• Measles, Mumps, Rubella (MMR): two doses required. 
• Hepatitis B: three doses required through grade 12. 
• Varicella (Chickenpox): two doses required for grades Kindergarten - 3rd and 7th-8th; 

one dose required grades 4- 6 and 9 - 12 unless history of varicella disease documented 
by a licensed physician. Two doses are currently recommended by the ACIP for all ages. 

• Haemophilus influenzae type b (Hib): three doses required for children less than 5 
years of age in early childhood programs. Total doses needed are dependent on the type 
of vaccine and the age of the child when doses are given. 

• Pneumococcal conjugate (PCV): four doses required for children less than 5 years of 
age in early childhood programs. Total doses needed are dependent on the age of the 
child when doses are given. 

• Hepatitis A: two doses required for children for those less than 5 years of age in early 
childhood programs. 

• Meningococcal (MCV4): one dose recommended at 11 years of age with a booster dose 
at 16 years of age. First dose is required for 7th grade, the 2nd dose is required for 11th 
grade. 

The following vaccines are RECOMMENDED by the Advisory Committee on Immunization 
Practices for school children: 

• Human Papillomavirus (HPV): two doses recommended at 11 and 12 years of age; not 
required for school entry. 

• Influenza: yearly vaccination recommended for all ages six months of age or older; not 
required for school entry. 

• COVID19: COVID-19 vaccines are recommended for everyone ages 5 and older.  
 
 
Information adapted from https://pediatricpartnerskc.com/Education/Vaccines-
Immunizations/KANSAS-IMMUNIZATION-REQUIREMENTS with updates from 
https://www.cdc.gov/vaccines/schedules/hcp/imz/child-adolescent.html 
 
 
 
 
 

 

https://pediatricpartnerskc.com/Education/Vaccines-Immunizations/KANSAS-IMMUNIZATION-REQUIREMENTS
https://pediatricpartnerskc.com/Education/Vaccines-Immunizations/KANSAS-IMMUNIZATION-REQUIREMENTS
https://www.cdc.gov/vaccines/schedules/hcp/imz/child-adolescent.html
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Parent /Guardian Pediatric Immunization Survey 

 

As a parent/guardian of a child living in and/or attending school in Rossville, KS, you are invited to respond to this 
brief survey to increase understanding of immunization needs and/or barriers.   

 

Definitions 

For the purposes of this questionnaire, required vaccines refers to vaccinations required for school entry, (see 
information sheet provided). Recommended vaccines refer to immunizations that are recommended, but not required 
for school attendance.  The term pediatric applies to anyone under the age of 18 years of age. Public health is 
defined as the science of protecting the safety and improving the health of communities, through education, policy, 
and research for disease prevention.   

 

1. How many children live in your household (under age 18)?        _____________ 
 

2. Circle the age ranges of all your children. If you have more than one child in the same age range, please 
circle that range only once. 

a. 0 to 12 months 
b. 12 months to 2 years 
c. 2 years to 3 years 
d. 3 years to 4 years 
e. 4 years to 5 years 
f. 6 to 10 years 
g. 11 years to 15 years 
h. 16 years to 18 years 

 

3. What type of health insurance does your child or children have?  Please select all that apply.  If you have 
more than one child with the same insurance, please circle that insurance only once. 

a. Private insurance 
b. KanCare 
c. TriCare 
d. Other _____________________ 
e. No insurance 

 
4. Where does your child (or children) most often receive immunizations? 

a. Their primary care provider’s office (doctor, nurse practitioner, physician’s assistant) 
b. The Shawnee County Health Department 
c. A pharmacy 
d. Other, please specify ________________ 

 
5. On average, how many miles do you travel to have your child immunized? ___________ 

 
6. Please share any thoughts you have regarding barriers for receiving childhood immunizations in your 

community: 
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7. On a scale of “Strongly Agree” to “Strongly Disagree”, please rate the following statements: 

  Strongly Agree Agree Disagree Strongly Disagree  

1 Distance to vaccination sites is a barrier to my 

child/children receiving immunizations.  

    

2 Cost of vaccines is a barrier to my 

child/children receiving immunizations. 

    

3 Time is a barrier to my child/children receiving 

immunizations. 

    

4 Vaccination availability is a barrier to my 

child/children receiving immunizations. 

    

5 Concern about vaccine safety is a barrier to my 

child/children receiving immunizations. 

    

6 My child has an allergy or other pre-existing 

condition that prevents vaccination. 

    

7 I feel that I have enough information about 

vaccines before getting my child / children 

immunized. 
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To answer questions 8 and 9 please feel free to take a look at the children’s immunization schedule based on your 
child/children’s age which is printed on the back of the first page of this survey packet for your convenience.   

 
 
 

8.  My child/children has received all required vaccines for his/her age.   
 
 
Yes    No    I don’t know   
 
 
 

9.  My child/children has received all recommended vaccines for his/her age.   
 

 

Yes    No    I don’t know 

 

 

 

 

 

 

 

Thank you for taking the time to fill out this survey! 

Please remember to turn this in to the front desk of your child’s school or to the Rossville Community 
Library. 
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Table 1 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Abdel-Aleem et al. 
(2016) 
To evaluate impact of 
MHC services on 
women’s and children’s 
health 
 
 
 
Ateudjieu et al. (2021) 
To test whether 
involving Community 
Volunteers to assess 
children vaccination 
status and demographic 
movements and using 
recorded data to plan 
catch-up immunizations 
sessions can improve 
children vaccination 
timeliness, 
completeness, and 
coverage 
 

Systematic Review, 
level I 
 
 
 
 
 
 
 
RCT, 
level II 

N= 2 cluster RCT met 
inclusion criteria, both 
studies conducted in US 
 
 
 
 
 
 
Sample: 64 
communities 
 
Setting: Foumban 
health District, West 
region of Cameroon 
 

Increased availability of 
services provided by 
MHC may increase 
receipt of services, 
however, costs 
associated w MHC may 
be higher (low 
evidence) 
 
Ongoing evaluation is 
being done. The 
intervention is expected 
to improve children's 
sustainable access to 
Expanded Programmed 
on Immunization 
vaccination as it offers 
access and responding 
to their immunization 
needs monthly using 
low-cost local human 
resources. 
  

Only included 2 
studies; study did not 
assess effect of MHC 
on children’s access to 
services, satisfaction w 
services provided by 
MHC 
 
 
This study was 
completed in Africa 
where HIPPA is not 
applicable. 
 
This study implemented 
volunteers to track 
immunizations and 
children’s movements. 
Accountability for 
accuracy may be low 
with volunteers. 

Further rigorous studies 
needed to evaluate 
impacts of MHC cost, 
access to care, 
satisfaction, health 
 
 
 
 
This study utilizes 
health centers to 
organize weekly or 
monthly vaccination 
sessions for 
communities based on 
geographic locations. 
This study shows 
implementation of 
vaccination sessions. 

      
Note. HCP=Health Care Provider; HIPPA=Health Insurance Portability and Accountability Act; MHC=Mobile Health Clinic; QI=Quality 
Improvement; RTC=Randomized Controlled Trial; w = with. 
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Table 1 (continued) 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Beeber et al. (2019) 
To identify the role and 
value of the DNP-
prepared nurse in 
nonacademic settings 
 
 
 
 
 
 
Chen, et al. (2020) 
To evaluate the cost-
benefit of vaccination 
services provided by 
MHC  

Cross-Sectional Study, 
level IV 
 
 
 
 
 
 
 
 
 
Nested Cross-Sectional 
Survey,  
level IV 
 
 

N=288 DNP program 
directors in the US 
 
 
 
 
 
 
 
 
 
N=469 patients who 
visited MHC on regular 
service days in 2 study 
periods and 836 
patients who attended 
vaccination events in 
the summer of 2014 in 
Houston, TX 
 
 

DNP-prepared nurses 
able to examine data 
and identify possible 
practice changes to 
address problems 
 
 
 
 
 
 
Compared to office-
based setting every 
dollar spent on 
vaccination by MHC 
would result in $0.9 
societal cost averted on 
regular service days and 
$3.7 during 
vaccination-only events 
 

Lack of generalizability 
due to exploratory 
nature of study; type of 
DNP program not 
explored (advanced 
practice vs. leadership); 
practice data not 
tracked / reluctance of 
director to share data 
 
 
Overestimated 
assumption that patients 
not getting vaccinated 
in MHC would have in 
office; limited data to 
estimate efficacy of 
partial immunization 
against pathogens; 
unable to capture data 
regarding wait time, 
travel costs from 
vaccine-only events 
that were available 
during regular service 
days 

DNP-prepared nurses 
roles include data 
analysis and translation 
of data to practice, 
leadership of QI, 
project management, 
problem-solving  
 
 
 
 
Vaccinations provided 
by MHC cost-saving 
during vaccination 
events 
 

Note. DNP=Doctor of Nursing Practice; HCP=Health Care Provider; MHC=Mobile Health Clinic; QI=Quality Improvement. 
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Table 1 (continued) 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Daniel et al. (2021) 
To overcome economic 
barriers, lack of access, 
and low awareness and 
education through an 
interprofessional 
collaborative enrolling 
a community pharmacy 
in a rural, medically 
underserved county as a 
VFC provider to 
provide free vaccines to 
eligible adolescents. 
 
 

Quasi-experimental, 
level IV 
 

Sample included all 
vaccinations 
administered at one 
pharmacy over 8 
months (166 total 
vaccinations) 
 
Pharmacy in a rural, 
medically underserved 
Alabama County 

An increase in total 
vaccine administration 
of 158.8% and increase 
in prescription revenue 
of 34.8% and an 
increase in total 
revenue by 24.4% was 
noted in the pharmacy 
after it became a VFC 
provider.  

Only 1 pharmacy was 
part of this study.  
 
This study was 
completed in a different 
state, Alabama, that 
may be under different 
federal guidelines for 
pharmacy-administered 
vaccination. 

Rural pharmacies and/ 
or other off-site HCP 
may help to improve 
vaccination rates. 
 
Increased numbers of 
vaccination were noted 
when a rural VFC 
provider was provided 
to the rural population. 

Elia et al. (2020) 
To describe the 
outcomes of employing 
an immunization NP at 
the RCH, Melbourne. 

Quasi-experimental, 
level V 

Sample Size include all 
patients in the RCH, 
that were immunized 
against meningococcal. 
(n = 923 in 2018)  
 
RCH, a tertiary 
children’s hospital in 
Australia 

Inpatient 
immunizations 
improved by 15% w the 
implementation of an 
immunization NP. 
The number of overall 
visits went down as 
patients were able to be 
immunized at the time 
of visit. 
Revenue increased with 
increased sales of 
vaccinations at the 
hospital. 

Study was performed in 
a different country. 
 
Study focused on a 
single vaccination, 
Meningococcal. 

NPs have needed skills 
and knowledge to 
improve vaccination 
rates.  
 
Increased revenue may 
be seen if vaccination 
rates improve. 

Note. HCP=Health Care Provider; NP=Nurse Practitioner; RCH=Royal Children’s Hospital; VFC=Vaccines for Children; w=with. 
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Table 1 (continued) 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Gennaro, et al., (2021) 
To examine parental 
beliefs and logistical 
challenges to childhood 
vaccination and support 
improved vaccine 
receipt among families 
experiencing 
homelessness 
 
Hill et al. (2014) 
To characterize the 
scope of the MHC and 
its impact on access, 
costs, and quality. 
 
 
  

Cross-Sectional Survey,  
level IV 
 
 
 
 
 
 
 
 
Non-Experimental, 
level V 

N=135 Parents of 
children aged 19-35 
months experiencing 
homelessness 
 
 
 
 
 
 
One database, Mobile 
health map 
 
Settings Online 
aggregate data 

Logistical barriers to 
Primary Care common 
among homeless 
children 
 
 
 
 
 
 
5 million visits occur in 
mobile health 
nationwide among an 
estimated 1500 
registered MHCs 
 
MHC help to expand 
care, promote 
prevention, improve 
chronic disease 
management and 
control costs. 

Small sample size; bias 
toward families w 
stronger connection to 
medical/governmental 
agencies 
 
 
 
 
 
Only one source of data 
was used 
 
 
  

HCP should offer 
needed vaccinations at 
every opportunity 
 
 
 
 
 
 
 
This study provides 
evidence of the vast use 
of MHC and the 
implications for 
utilization for improved 
health outcomes 

Note. HCP=Health Care Provider; MHC=Mobile Health Clinic; w=with. 
 
 
 
 
 
 
 
 



IMPROVING ACCESS TO VACCINES FOR CHILDREN 48 

Table 1 (continued) 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Kempe et al. (2017) 
To discuss the 
international experience 
with School located 
vaccination and its 
relevance to school 
located vaccination 
delivery in the US in 
the context of schools 
with and without 
school-based health 
centers. 
 
 
 
 
  

Non-Experimental, 
level VII 

There is no true sample 
size. The discussion 
reviews statistics from 
school located 
vaccinations and 
school-based health 
clinics both inside and 
outside of the US. 

School local 
vaccination has been 
effective in increasing 
rates of HPV 
vaccination 
internationally, school-
based health centers are 
much more effective 
than school local 
vaccination.  
Only 2% of schools in 
the US have School-
Based health clinics. 
Other barriers to 
vaccinations in US 
schools include needing 
to bill for vaccines in 
children not covered 
under the VFC program 

This was non-
experimental. Certainly, 
comparison of a control 
and experimental group 
in the same country 
would be of benefit to 
see if vaccine rates 
increase with school-
based clinic or school 
local vaccination. 
 
This study reviewed 
several countries, all of 
which have different 
payment plans for 
healthcare.  
 
 
 
  

Schools play a role in 
tracking vaccinations 
and may play a role in 
vaccinating/ improving 
vaccine rates. 

Note. HPV=Human Papillomavirus; VFC=Vaccines for Children. 
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Table 1 (continued) 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Leibowitz, et al. (2021) 
To maximize routine 
childhood vaccinations 
and preventative care 
during the COVID-19 
pandemic, decrease 
barriers, strengthen 
community 
relationships via MHC 
of VFC 
 

Cross-Sectional Survey, 
level IV 

N=50 unique patients in 
Boston, MA 
 
 

A QI survey showed 
high levels of patient 
satisfaction and high 
likelihood of using 
MHC in the future; 
improvement from 70% 
vaccination coverage to 
73% post-MHC 
initiative using VFC-
supplied inoculations 
(A. Leibowitz, personal 
communication, 
October 12, 2021) 
 

Small sample size, pre-
existing relationships 
may have biased 
participants acceptance 
of an unfamiliar care 
delivery model 

Facilitators are reduced 
regulatory burden due 
to state of emergency, 
regional partnerships 
reduce costs; MHC can 
maximize routine 
vaccination rates and 
enhance preventative 
care services during 
pandemic 
 

MacDonald et al. 
(2018) 
To provide an overview 
of some policy 
considerations relevant 
to mandatory infant 
and/or child 
immunizations in high- 
and low-income 
countries 

Non- experimental 
design,  
level V 

Two “types,” of 
countries are examined 
as the sample size. 
These include 2 high-
income countries and 
one low-income 
country. 
 
The study reviews 
existing legislation 
within each country in 
respective groups. 

Mandatory 
immunizations require 
financial sustainability, 
uninterrupted supply, 
and equitable 
(continued) access to all 
population. 
 
There are many 
approved reasons for 
opting out of mandates. 

The samples size of 
countries was low. 
 
The US was not one of 
the chosen countries. 

The study suggests that 
mandatory 
vaccinations, such as 
those in the US, require 
equal access to 
vaccination supply. 

Note. MHC=Mobile Health Clinic; QI=Quality Improvement; VFC=Vaccines for Children. 
 

 



IMPROVING ACCESS TO VACCINES FOR CHILDREN 50 

Table 1 (continued) 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Malo, et al. (2012)  
To determine if 
physicians’ perceived 
barriers to HPV 
Vaccination were 
associated w 
participation in the 
VFC program 
 
 
 
 
Malone et al. (2020) 
To describe the 
demographic of clients 
served by MHC, 
services provided by 
the MHC and 
institutions affiliated 
with and funding 
sources of MHC. 

Cross-Sectional Survey, 
level IV 
 
 
 
 
 
 
 
 
 
 
Non-Experimental, 
level V 

N=800 VFC vs non-
VFC Medicaid 
providers in Florida 
 
 
 
 
 
 
 
 
 
Data on 811 MHC was 
analyzed 
 
Mobile health map was 
the source of the data 
for the sample 
population 

VFC providers 
significantly less likely 
to agree that cost, lack 
of timely 
reimbursement barriers 
to vaccination 
 
 
 
 
 
 
MHC provided 3491 
visits annually in the 
US w 59% being to 
minority population 
 
44% of clients using 
MHC had public 
insurance, 41% were 
uninsured 
Primary care and 
prevention were the 
most common delivered 
models of care 

Only 32% of physicians 
responded to survey, 
those who responded 
may have stronger 
opinions; providers that 
support use of HPV 
more likely to be VFC 
providers; physicians 
may have provided 
socially acceptable 
responses 
 
Only one source of 
information was used to 
determine which clinics 
to evaluation 
 
 
 
 
 
 
 
 
  

Increasing participation 
in VFC program may 
decrease providers’ 
cost-related barriers, 
which may increase 
number of children 
vaccinated on time per 
CDC schedule 
 
 
 
 
 
Provides information 
on the cliental using 
MHC. 
 
Provides large amount 
of data that indicates 
MHC being utilized for 
primary care and 
preventative medicine. 
 
Provides possible 
funding sources for 
MHC projects 

Note. CDC=Centers for Disease Control and Prevention; HPV=Human Papilloma Virus; MHC=Mobile Health Clinic; VFC=Vaccines for 
Children; w = with. 
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Table 1 (continued) 

Appraisal of the Evidence 

Citation & Purpose Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Morano et al. (2014) 
To evaluate the efficacy 
of MHC screening 
program for detecting 
latent TB infection and 
active TB. 

Systematic 
Investigation,  
level IV 

Prevalent n= 4650 
Incident n= 4159 
 
MHC in impoverished 
neighborhoods in New 
Haven, Connecticut 
 

Screening for latent TB 
in MHC successfully 
identified high-risk, 
foreign-born, Hispanic, 
working, and uninsured 
populations and 
identified latent TB in 
these populations. 
There was high 
utilization of the MHC 
 

There were some 
limitations in follow-up 
after testing was placed 
w follow-through of 
having TB test read at 
78%.  
 
Previous screening was 
self-reported. 

MHC utilized by 
uninsured 
A plan should be made 
for follow-up, 
specifically in multi-
dose vaccines if utilized 
for this purpose. 
 
Access to medical 
record will improve 
implementation of an 
MHC. 
 

Ranganthan et al. 
(2020) 
To examine spatial 
access to VFC-enrolled 
clinics across rural and 
urban areas of South 
Carolina. 

Non-Experimental, 
level V 

Sample: 493 VFC 
providers 
 
Setting: South Carolina 

HPV vaccination rates 
can be improved 
through educational 
campaigns, ID those w 
limited access, 
vaccination in schools/ 
childcare centers/ home 
health and pharmacies. 
Community-based 
clinics important for 
vaccination for rural 
populations. 

Study was completed in 
a different state with 
potentially varying 
laws.  
 
Study only evaluated 
HPV vaccination. 

This study gives 
examples of ways to 
improve vaccine rates 
in rural populations. 
Problem is multi-
factorial in that 
education and access 
should be improved to 
improve vaccination 
rates. 

Note. MHC=Mobile Health Clinic; HPV=Human Papilloma Virus; TB=tuberculosis; VFC=Vaccines for Children; w = with. 
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Table 1 (continued) 
Appraisal of the Evidence 
Citation & 
Purpose 

Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Smith, et al.(2005) 
To explore how having 
a medical home is 
associated w 
vaccination coverage 
among children eligible 
for VFC 
 

Cross-Sectional Survey, 
level IV 

N=24514 children aged 
19-35 months sampled 
from NIS 
 
 

93% of VFC-eligible 
children received all 
doses at a provider 
enrolled in VFC; VFC 
eligible Children less 
likely to be UTD and 
less likely to have a 
medical home; those 
with a medical home 
significantly more 
likely to be UTD 
 

VFC eligibility 
measured with error; 
information only 
obtained from families 
with a landline; 
unknown UTD status of 
children in households 
not covered by NIS 
sampling frame or non-
responders  

Vaccination rates for 
VFC eligible children 
lower when there is no 
medical home; MHC 
can serve as a medical 
home and thereby 
increase vaccination 
rates 
 
 
 

Smith et al. (1999) 
To develop and 
implement a program 
that would improve 
immunization rates, 
reduce fragmented care 
for patients, and 
decrease pressure on 
the public 
immunization system 
within Cook County, 
Illinois. 

Case-Control,  
level IV 

Sample: 620 pediatric 
patients (ages 0 to 3) 
represented by their 
medical records 
 
Setting: Cook County 
Illinois 

Reducing cost, 
improving physician 
education and help w 
billing support 
improves immunization 
rates in children 0-3 
years. 

There was no true 
control group as cohorts 
were from different 
periods in time. The 
interventional group 
was more likely to be 
uninsured than the 
baseline group. 

This study offers 
evidence for decreasing 
immunization costs and 
improving education of 
providers to improve 
vaccination rate. 

Note. MHC=Mobile Health Clinic; NIS= National Immunization Survey; UTD=Up to date; VFC=Vaccines for Children; w = with. 
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Table 1 (continued) 
Appraisal of the Evidence 
Citation & 
Purpose 

Design & Level of 
Evidence 

Sample & Setting Findings Limitations Implications for 
Practice 

Stokley et al. (2006) 
To evaluate the impact 
of state vaccine 
financing policy on 
receipt of heptavalent 
pneumococcal vaccine 

Cohort,  
level IV 

Vaccination 
information was 
examined from 50 
states, excluding those 
that changed their 
policy from 2001 to 
2003 (n=17). 
 
The vaccination data 
was obtained using a 
NIS. 
 

Heptavalent 
Pneumococcal 
Conjugate vaccines 
were more likely to be 
given to children in 
states that provided free 
vaccination to all 
children, not just those 
eligible for VFC. 

This study looked at 
vaccinations rates of a 
single vaccine. 
Required telephone 
service and provider 
participation. 
16 states and DC were 
excluded due to 
changing policy. This 
provides a sample not 
fully reflective of the 
US 
. 

Funding outside of 
VFC is likely to 
improve vaccination 
rates. State funding 
programs play a role in 
vaccination rates. 
 
 

Zimmerman et al. 
(2000) 
To understand the 
effect of free vaccine 
and insurance on PNPs 
likelihood of referring 
children to PVC 

Cross-Sectional Survey, 
level IV 

N=271 PNPs within the 
US 

PNPs receiving VFC 
vaccines were 21% less 
likely to refer uninsured 
to PVC and 17% less 
likely to refer a 
Medicaid patient to 
PVC 

Number of respondents 
moderate; unable to 
distinguish vaccine 
costs from 
administration fees; use 
of self-report does not 
always correspond w 
practice 

Most clinicians who do 
not receive VFC 
supplies are likely to 
refer uninsured children 
to PVC; Clinicians who 
receive VFC are more 
likely to vaccinate 
uninsured and Medicaid 
children 

Note. NIS= National Immunization Survey; PNP=Pediatric Nurse Practitioner; PVC=Public Vaccine Clinic; VFC=Vaccines for Children; 
w = with 
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Table 2 
Survey Questions and Synthesized Statements from Focus/Stakeholder Group 
Survey Question Synthesized Statements  
Q 1:  “Share your reactions to 
this statement, ‘Childhood 
immunizations are an 
important strategy for 
protecting children from 
preventable disease.’” 
 

"Childhood immunizations are an effective, important strategy for protecting children from preventable disease, 
therefore it is important that healthcare and education disciplines work together as a team to educate parents on 
vaccine history, rationale, safety and efficacy."  

Q 2:  “Share with us what you 
perceive as barriers to 
immunizations for pediatric 
patients in Rossville, KS.” 
 
Q 3:  “What are your ideas for 
reducing those perceived 
immunization barriers in 
general?” 
 
Q 4:  “How can your 
organization contribute 
specifically to addressing 
these barriers?”    

"The greatest barriers to immunization for pediatric patients in Rossville, KS are, lack of convenient access to 
vaccines and misinformation regarding vaccine production and efficacy."   
 
 
 
Immunization barriers may be reduced by making the immunization process more convenient. This may be 
accomplished by bringing vaccines to the community, establishment of partnerships between community 
organizations and the school district."   
  
 
"Organizations may best contribute to the cause of reducing immunization barriers by inter-organization collaboration 
with a focus on decreasing wait times and increasing convenience." 

  
Note. Q= Question 
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VACCINES FOR CHILDREN
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UNDERSERVED CHILDREN
IN SHAWNEE COUNTY, KS
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INTRODUCTION

Personal Interest
Vaccines For Children
Program
Current Vaccinations
Compliance Rates

Shawnee County 81%
Kansas 84%



PROBLEM STATMENT

Children insured by the Kansas Medicaid program (also
known as KanCare), who live in rural Shawnee County, have
limited point of care access to free immunizations provided
by the Vaccines for Children (VFC) Program
Lack of point of care access to these cost-free immunizations
reduces timely adherence to immunization schedules



PURPOSE
To Improve access to CDC
(recommended and required)
immunizations; with the goal of
increased vaccination for
KanCare-eligible pediatric
patients in rural Shawnee
County



Short Term Intermediate Term Long Term

Understand who is impacted
by the problem
Understand the extent of the
problem
Understand why the problem
is occurring so solutions can
be offered 

Develop a QI team
Collectively propose
interventions to address
barriers to receiving
childhood immunizations in
the target population

Further the impact of
selected interventions(s) to
improve the vaccination rate
of KanCare patients in other
Rural Communities

Project Objectives



RELEVANCE TO DNP
PROVIDERS

RN and Provider skills combined
DNP essentials
Evidence-based standards



APPRAISAL OF THE
LITERATURE



THEORETICAL MODEL:
THE HEALTH BELIEF MODEL

Rural Health Information Hub, 2022



PROJECT DESIGN

Quality Improvement
Plan
Do
Study
Act

Deming, 2000



PDSA: PLAN

Parent Survey Development
Developing Focus Group Interview Questions
Forming a Focus Group

School Superintendent
School Nurse
Local Pharmacist
Local Healthcare Provider
Local Library Director
WU SON Administrators/ Director of
COACH
Shawnee County Health Department



PDSA: DO

Administering Parent Survey
K-12 School Channels
The Local Library

Stakeholder Focus Group
Modality: Zoom
Date: April 22nd, 2022 



PDSA: STUDY- FOCUS GROUP RESULTS



PDSA: STUDY- PARENT SURVEY RESULTS

Private Insurance
68.6%

KanCare
13.5%

Other
11.9%

Tricare
6%



PDSA: STUDY- PARENT SURVEY RESULTS
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PDSA: STUDY- PARENT SURVEY RESULTS

4.7% 37.8%

Required
Immunizations

Recommended
Vaccinations



STUDY: DATA SYNTHESIS

Focus Group 
Data

Parent
Survey

Data

Education
Access

Connivence
 
 



PDSA: ACT -
INTERVENTION
DEVELOPMENT

Second Focus Group Meeting with
Stakeholders, September 2nnd, 2022
Interventions Recommended:

Pilot a School-Based Flu Clinic
Coordination and Planning for
the Clinic

Development of an Educational Tool
Embedded in Clinic Promotional
Information



Educational Tool
Backpack distribution
Community location distribution

PDSA: ACT- INTERVENTION
IMPLEMENTATION



Implementation of the School-based Vaccination Clinic
When: 10/26/2022
Where: Rossville Grade School Gymnasium
Who: 4 staff from SCHD, 2 staff from Doug's Pharmacy, 6 WU BSN
students, School Nurse, 1 Project Partner

PDSA: ACT- INTERVENTION
IMPLEMENTATION



Short Term Intermediate Term Long Term

Understand who is impacted
by the problem
Understand the extent of the
problem
Understand why the problem
is occurring so solutions can
be offered 

Develop a QI team
Collectively propose
interventions to address
barriers to receiving
childhood immunizations in
the target population

Further the impact of
selected interventions(s) to
improve the vaccination rate
of KanCare patients in other
Rural Communities

Project Objectives



ECONOMIC IMPACT
Minimum wage earners expected to save 2.8% of weekly
salary by avoiding driving to Topeka for immunizations
Alternative vaccination sites avert Societal costs by $3.70
for every dollar spent
Approximate savings from this DNP project$1850



DISCUSSION: FUTURE
SUSTAINABILITY 

Continuing of Community Partnerships
Future PDSA Cycles

Inclusion of Required Immunizations
Inclusion of other Rural Communities



DISSEMINATION OF
RESULTS



LEADERSHIP ROLES AND
DNP DEVELOPMENT

Michelle Heusi
Albert

Christopher Miller
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