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abstract
OBJECTIVES: The goals were to assess private health insurance plans’
policies and practices regarding recommended immunizations in 2008
and to identify trends since the America’s Health Insurance Plans
(AHIP) 2005 Immunization Assessment.

METHODS: In May 2008, AHIP staff members e-mailed a survey contain-
ing 46 questions on immunization practices to 101 AHIP member pri-
vate health insurance plans. Of those, 58 responded (representing
121 345 521 covered individuals) and 43 declined to participate, yield-
ing a response rate of 57% (compared with 53% in 2005). Data are
reported as proportions of enrollees (weighted data) or of responding
plans (unweighted data).

RESULTS: In 2008, almost all enrollees (99.8%) represented in the sur-
vey were in health insurance plans that used Advisory Committee on
Immunization Practices (ACIP) recommendations to determine cover-
age. The vast majority (�99.0%) of enrollees were in plans covering all
ACIP-recommended child and adolescent vaccines in �75% of the
health insurance product lines offered, and�16.5% of enrollees were
in plans covering these vaccines in all products. The majority of enroll-
ees (�83.3%)were in plans covering ACIP-recommended pediatric and
adolescent vaccines without cost-sharing. Plans covering 95.5% of en-
rollees updated benefits to reflect changes in vaccine recommenda-
tionswithin�3months, comparedwith 60.0% in 2005. In 2008, 96.7% of
enrollees were in plans that could reimburse providers for vaccines
within 3 months once the vaccines were included in benefit designs,
compared with 59.2% in 2005.

CONCLUSION: The survey shows widespread private health insurance
plan coverage of vaccines, consistent with, or better than, the coverage
levels reported in the AHIP 2005 survey. Pediatrics 2009;124:S532–S539
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In recent years, stakeholders invested
in the vaccine financing and delivery
system in the United States have ex-
pressed concerns about the system’s
ability to ensure that every individual
in the United States receives the com-
plete vaccine regimen recommended
by the Centers for Disease Control and
Prevention Advisory Committee on Im-
munization Practices (ACIP). These
concerns arise from many changes af-
fecting vaccine financing, such as the
growing list of vaccines on the ACIP
schedule, the relatively high price of
many new vaccines, and increasing
costs to store, to handle, and to admin-
ister these vaccines. One question that
is raised often is how private health
insurance plans are responding to
these changes.1

In 2005, America’s Health Insurance
Plans (AHIP) surveyed member health
insurance companies about their im-
munization practices and policies.2 The
2005 survey established a baseline
from which changes in health insur-
ance plan immunization policies and
practices could be measured. In 2008,
AHIP conducted a similar survey to
provide a robust picture of immuniza-
tion coverage and reimbursement
practices and policies and to identify
trends, in comparison with the 2005
results.

METHODS

Sample Population

Sampling frames for both surveys
were developed from a population of
private, independent, health insurance
companies offering commercial health
insurance in the United States and
listed in the Atlantic Information Ser-
vices (AIS) Directory of Health Plans
(each survey was based on the direc-
tory current to the year in which it was
conducted). Each year, the AIS collects
information for its directory from the
government agency in each US state
that licenses and regulates health in-

surance plans and from the Centers
for Medicare and Medicaid Services.3

In the survey, health insurance plans
were defined as private companies
that offer commercial health insur-
ance, bear the risk of the costs (both
expected and unexpected) incurred by
enrollees who receive health care, and
use management techniques to con-
tain costs and to encourage the deliv-
ery of high-quality, effective, health
care. The AIS Directory of Health Plans
listed 631 plans in the volume used in
the 2008 survey and included both AHIP
members and non-AHIP members. For
the data and analysis reported in this
article, health insurance plans without
commercial enrollment, subsidiary
plans, and non-AHIP members listed in
the AIS Directory of Health Plans were
excluded from the sampling frame,
which reduced the number of plans to
101, all of which were invited to partic-
ipate in the survey. Parent companies
were asked to respond on behalf of
subsidiaries. The only difference in the
sampling frame between the 2005 and
2008 surveys was that, in 2005, 3 AHIP
members that did not meet the survey
criteria responded; to make data com-
parable between 2005 and 2008, those
plans were not included in this report.

AHIP staff members asked medical di-
rectors of the health insurance plans
in the sampling frame to identify the
employee best suited to answer ques-
tions regarding immunization. When-
ever possible, AHIP staff members also
contacted plan employees known to be
involved in immunization activities, on
the basis of their responses to previ-
ous AHIP surveys or their participation
in AHIP member advisory groups.

Survey Instrument

The 2005 and 2008 survey instruments
were identical with 2 exceptions: (1)
the 2005 questionnaire was Internet-
based, whereas the 2008 question-
naire was a document sent through

e-mail; and (2) some questions in the
2008 survey (20 of 46 questions) were
modified on the basis of findings from
the 2005 survey; the remaining 26
questions were identical. New or mod-
ified questions were developed with
guidance from key volunteer leaders
representing AHIP members and rep-
resentatives of the National Vaccine
Advisory Committee Vaccine Financing
Working Group. New questions were
designed to collect more-robust infor-
mation than the 2005 survey and to de-
tect trends in health insurance plan
immunization practices and policies.
Most questions were closed-ended
and multiple-choice, with the option of
providing more information if the
choice “other” was selected. The ques-
tionnaire was tested by representa-
tives from several AHIPmember health
insurance plans, and the final version
was e-mailed to the confirmed con-
tacts in each of the 101 health insur-
ance plans in May 2008, with com-
pleted responses accepted no later
than October 2008.

Analyses

Responses were evaluated for com-
pleteness; data were cleaned and re-
coded and, if necessary, respondents
were contacted for clarification. Com-
parisons between 2005 and 2008
weighted data were made by using the
z test for 2 independent proportions, to
determine the significance level of the
difference between the 2 populations;
the finite population factor (an adjust-
ment used to define the SEM and pro-
portion when the sample is�5% of the
population) also was used.4 When the
number of respondents selecting a
particular response was low (on the
basis of assumptions typically used for z
tests), Fisher’s exact test was used. The
threshold for statistical significance in
this article was P � .05 (2-tailed) and
applied to weighted data. SPSS 16.0
(SPSS Inc, Chicago, IL) was used to per-
form all statistical analyses.

SUPPLEMENT ARTICLE

PEDIATRICS Volume 124, Supplement 5, December 2009 S533 by guest on February 17, 2019www.aappublications.org/newsDownloaded from 



Respondents were asked to complete
the survey on the basis of the immuni-
zation policies and practices applica-
ble to either their entire enrollment (if
there was no difference in the immuni-
zation policies and practices among
the product lines offered) or their
best-selling product (if there were dif-
ferences among the products offered),
and results reported in this article
represent the combined information
provided by all respondents. For re-
porting of information on benefits af-
fecting the greatest number of enroll-
ees, most of the data reported were
weighted according to enrollment (ie,
the proportion of people enrolled in
the responding health insurance plans
for whom the selected response ap-
plied, with 121 345 521 individuals [to-
tal enrollment for all plans and prod-
ucts reported] as the denominator).
Data reported as unweighted refer to
the proportion of respondents select-
ing a response, with 58 respondents as
the denominator. Wherever possible,
both weighted and unweighted statis-
tics are presented.

Data were analyzed to describe (1) the
types of products respondents of-
fered, (2) how plans determined which
vaccines to cover, (3) how broadly
plans covered vaccines, (4) processes
plans used to establish vaccine reim-
bursement, (5) timing of reimburse-
ment, (6) information on vaccine admin-
istration coverage and reimbursement
processes, and (7) how plans improved
immunization rates among enrollees.
For this project, pediatric vaccines
were defined as all routine, ACIP-
recommended vaccines for children
up to and including the age of 6 years.
Adolescent vaccines were defined as
all routine, ACIP-recommended vac-
cines for children 7 to 18 years of age
(inclusive).

To determine whether immunization
policies and practices might be af-
fected by the enrollment size of plans,

we compared small health insurance
plans (enrollment of�100 000 individ-
uals; 15 of 58 respondents) with larger
plans. The main difference found was
that smaller plans tended to cover all
ACIP-recommended vaccines in all of
their products, whereas larger plans
(offering more products) covered
those vaccines in most products. As
might beexpected for organizationswith
fewer resources, smaller plans re-
viewed immunization policies less fre-
quently, required more time to adjust
coverage after changes in ACIP recom-
mendations, collaborated with other
organizations less often, and inte-
grated their health care effectiveness
data and information set into quality
improvement programs for immuniza-
tion less often.

RESULTS

Response Rates and Plans

Of the 101 plans fromwhich responses
were solicited in 2008, 58 plans (57%)
responded, compared with 59 (53%) of
111 in 2005 (Table 1). The average plan
size of the survey participants in-
creased from 978 916 to 2 092 164; this
might be because respondents in 2005
could report only on their best-selling
commercial product, whereas respon-
dents in 2008 could report on all prod-
ucts if their immunization practices
were uniform across all product lines.
In addition, more of the top 10 plans,
according to enrollment, responded in
2008, compared with 2005. According
to the 2007 AIS Directory of Health
Plans, enrollment in the 58 responding
plans in 2008 (121 345 521 individuals)
accounted for 79% of the total com-

mercial enrollment in the United
States (153.5 million individuals).

Most enrollees (63.6%) were in plans
that offered different immunization
policies across product lines, whereas
36.4% were in plans with the same pol-
icies across all product lines. The pro-
portion of plans with the same immu-
nization practices and policies across
all product lines was 70.7%, which sug-
gests that larger plans offered more
product lines or were more likely to
vary policies across product lines.

Respondents were employed by health
insurance plans that offered a variety
of health insurance products; 72% of-
fered �3 products. Most enrollees
were in plans that offered an entire
range of product options included as
answer choices (Table 2). Most enroll-
ees (85.6%) were in plans that oper-
ated inmultiple states and determined
immunization coverage at the corpo-
rate level (up from 51.3% in 2005), 9.7%
were in plans that operated in 1 state,
and 4.7% were in plans that operated

TABLE 1 Survey Response Rates and Enrollment Characteristics in 2005 and 2008

Characteristics 2005 (N� 59) 2008 (N� 58)

Response rate, % 53 57
Enrollment in reported products of responding plans, n 57 756 036 121 345 521
Average enrollment in reported products, n 978 916 2 092 164
Median enrollment in reported products, n 239 529 289 914
Maximal enrollment, n 11 000 000 35 400 000
Minimal enrollment, n 4420 6582

TABLE 2 Health Insurance Products Offered
by Health Plans in 2008

Health Insurance
Product

Weighted Proportion,
% (n) (N� 58)

Health maintenance
organization

96.5 (49)

Point of service 90.9 (39)
Preferred-provider
organization

98.0 (40)

High-deductible health
plans

97.5 (42)

Health savings accounts 96.6 (32)
Other 40.3 (12)

Plans could select �1 response category. Responses
were weighted according to plans’ enrollment, to repre-
sent the proportions of enrollees in the plans that selected
the response category in question.
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in multiple states and determined cov-
erage at the state level.

Coverage

Almost all enrollees (99.8%) were in
health insurance plans that referred
to ACIP recommendations to deter-
mine which vaccines to cover, which is
higher than the rate found in the 2005
survey (92.3%). Since the 2005 survey,
several vaccines have been added to
the ACIP schedule (ie, rotavirus and
meningococcal vaccines for children
and human papillomavirus, meningo-
coccal, and inactivated poliovirus vac-
cines for adolescents). All of those vac-
cines were covered in�75% to 99% of
the products offered by plans that ac-
counted for 99.3% of enrollees in 2008.
Furthermore, 67.7% of enrollees were
in plans that acted on provisional ACIP
recommendations, and 32.1% were in
plans that waited until recommenda-
tions were made official (ie, published
in the Morbidity and Mortality Weekly
Report); many other factors also apply
(Table 3). Information about factors in-
fluencing coverage are not directly

comparable between the 2005 and
2008 surveys, because different an-
swer options were available to respon-
dents; for example, the 2005 survey
response option for ACIP recommen-
dations made no distinction between
provisional and official recommenda-
tions and included the phrase, “review
by a pharmacy and therapeutics com-
mittee.” Most enrollees (75.5%) were
in health insurance plans that re-
viewed vaccine coverage policies after
each ACIP meeting (Table 4). The over-
whelming majority of enrollees (99.0%)
were in health insurance plans that
covered all routine, ACIP-recommended
child and adolescent vaccines in more
than three fourths of their products;
�16.7% were in plans that covered all
such vaccines in all product lines
(Table 5).

Results indicated that most enrollees
had benefits in which the purchaser
relied, at least in part, on recommen-
dations from the health insurance
plan. However, the influence of em-
ployers in determining which vac-
cines to include in benefits is in-
creasing (Table 6).

Reimbursement-Related Issues

Most enrollees were in plans that of-
fered first-dollar coverage (no deduct-
ible, copayment, or coinsurance) of
vaccines. An overwhelming majority of
enrollees (�96.0%) were in plans that
did not require deductibles to be met
for vaccine coverage to begin (Table 7).

The time it takes tomodify or to update
vaccine coverage benefits is decreas-
ing. In 2008, 95.5% of enrollees were in
plans for which it took �3 months to
include a vaccine in a benefit design
once a decision to cover the vaccine
was made, compared with 60.0% in
2005; 58.4% of enrollees in 2008 were
in plans for which it took �1 month,
compared with only 11.9% in 2005 (Ta-
ble 8). The time it takes to reimburse
providers for vaccines newly added to
benefits also is decreasing. In 2008,
96.7% of enrollees were in plans that
could reimburse providers for newly
covered vaccines in �3 months, com-
pared with 59.2% in 2005; 39.2% were in
plans that could do so in �1 month in
2008, up from 29.9% in 2005 (Table 8). It
was also found that health insurance
plans that cover 43.3%of enrollees reim-
burse providers for vaccines retroac-
tively to an ACIP recommendation.

The main factors affecting reimburse-
ment for the purchase of vaccines
were market conditions, average
wholesale prices listed in the Ameri-
can Academy of Pediatrics Red Book or
similar sources, and geographic loca-
tion (Table 9). The main factors affect-
ing vaccine administration reimburse-
ment were the price of provider
services related to immunization ad-
ministration, market conditions, and
geographic location (Table 9).

Vaccine Administration

Virtually all enrollees (99.9%) were in
plans in which vaccines and vaccine
administration during routine preven-
tive service visits were covered. The
proportion of enrollees in plans that
covered these services during other
types of office visits was 70.2%, with
29.2% indicating that it depended on
the region or benefit package. Enrollees
in plans that reimbursed for vaccine ad-
ministration for each pediatric vaccine
administered during an office visit ac-
counted for 97.3% of all enrollees.

TABLE 3 Factors That Influence Vaccine
Coverage According to Health Plan in
2008

Coverage Determinants Weighted
Proportion,
% (n) (N� 58)

ACIP recommendations 99.8 (56)
State laws requirements 62.2 (39)
American Academy of
Pediatrics/American
Academy of Family
Practitioners
recommendations

55.1 (29)

FDA approval 47.2 (23)
Review by internal pharmacy
and therapeutics
committee

24.6 (29)

Determined by employer/
purchaser

24.3 (12)

Cost-benefit analysis 7.3 (8)
HEDIS reporting requirements 4.3 (14)

Plans could select �1 response category. Responses
were weighted according to plans’ enrollment, to repre-
sent the proportions of enrollees in the plans that selected
the response category in question. FDA indicates Food and
Drug Administration; HEDIS, Healthcare Effectiveness Data
and Information Set.

TABLE 4 Review of Vaccine Coverage Policies
in 2008

Frequency of Review Weighted Proportion,
% (n) (N� 58)

Quarterly 3.5 (8)
After every ACIP meeting
(held 3 times per
year)

75.5 (22)

Semiannually 0.5 (2)
Annually 17.2 (20)
As needed 3.4 (6)

Responses were weighted according to plans’ enrollment,
to represent the proportions of enrollees in the plans that
selected the response category in question.
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Respondents indicated that several
Current Procedural Terminology (CPT)
code categories for immunization ad-
ministration are available for provid-
ers to use when submitted claims for
reimbursement. CPT codes for vac-
cine administration are accepted in
health insurance plans accounting
for 98.0% of all enrollees, codes for
vaccine administration with counsel-
ing in plans representing 55.6% of en-
rollees, and codes for evaluation and
management or preventive service of-

fice visits in plans representing 81.0% of
enrollees. Health insurance plans repre-
senting 95.4% of enrollees use either im-
munization with counseling or evalua-
tion and management CPT codes, and
plans representing 41.2% use both.

Plans (unweighted data) reported that,
on average, claims for reimbursement
indicated that vaccines were adminis-
teredon thesamedayasregularpreven-
tive service office visits 85.2% of the time
for children (median: 90%; minimum:

54%; maximum: 100%) and 67.4% of the
time for adolescents (median: 67%; min-
imum: 25%;maximum: 100%). This ques-
tion, however, elicited a lower response
rate (children, n� 26; adolescents, n�
25), which indicates that this informa-
tionmay bemore difficult to collect than
data on other questions, perhaps be-
cause it necessitates retrieval of claims
information that is not readily available
or interpretable.

Immunization Improvement
Activities and Collaborations

Health insurance plans improve immu-
nization rates through many quality-
improvement techniques and through
collaboration with other organizations.
The most-common quality-improvement
techniques for both pediatric and ado-
lescent age groups were enrollee edu-
cation, physician education, data col-
lection/analysis, and reminders/recalls.
More enrollees were in health insur-
ance plans that participated in immu-
nization collaborations aimed at in-

TABLE 5 Coverage of Child and Adolescent Vaccines in Various Health Insurance Products Offered by Respondents in 2008

Vaccines Weighted Proportion, % (n)

Covered in All
Products

Covered in 75%–99%
of Products

Covered in 50%–74%
of Products

Covered in 1%–49%
of Products

Not
Covered

Child vaccines (N� 56)
Diphtheria-tetanus-pertussis 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Hepatitis A 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Hepatitis B 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Haemophilus influenzae type b 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Influenza 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Inactivated poliovirus 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Meningococcal 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Measles-mumps-rubella 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Pneumococcal 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Rotavirus 16.5 (42) 82.8 (12) 0.1 (1) 0.5 (1) 0.0 (0)
Varicella 16.7 (43) 82.8 (12) 0.0 (0) 0.5 (1) 0.0 (0)
Adolescent vaccines (N� 56)a

Hepatitis A 17.3 (41) 82.1 (13) 0.0 (0) 0.5 (1) 0.1 (1)
Hepatitis B 17.4 (42) 82.1 (13) 0.0 (0) 0.5 (1) 0.0 (0)
Human papillomavirus 17.1 (39) 82.3 (15) 0.0 (0) 0.5 (1) 0.1 (1)
Influenza 17.3 (41) 82.2 (13) 0.0 (0) 0.5 (1) 0.0 (0)
Inactivated poliovirus 17.3 (41) 82.1 (13) 0.0 (0) 0.5 (1) 0.1 (1)
Meningococcal 16.8 (40) 82.6 (13) 0.0 (0) 0.5 (1) 0.1 (1)
Measles-mumps-rubella 17.4 (42) 82.1 (13) 0.0 (0) 0.5 (1) 0.0 (0)
Pneumococcal 16.8 (40) 82.6 (13) 0.0 (0) 0.5 (1) 0.1 (1)
Tetanus-diphtheria-pertussis 17.4 (42) 82.1 (13) 0.0 (0) 0.5 (1) 0.0 (0)
Varicella 17.3 (41) 82.1 (13) 0.0 (0) 0.5 (1) 0.1 (1)

Responses were weighted according to plans’ enrollment, to represent the proportions of enrollees in the plans that selected the response category in question.
a For meningococcal, pneumococcal, and influenza vaccines, N� 55.

TABLE 6 Role of Employer Groups/Purchasers in Determining Vaccine Coverage in 2005 and 2008

Role Weighted Proportion, % (n)

2005 (N� 59) 2008 (N� 56)

Purchasers/employer groups determine whether
benefit is included in benefit designs

0.0 (0) 10.1 (6)a

Purchasers rely on benefit design recommendations
from health insurance plan

53.8 (42) 52.1 (34)

Shared roles by purchaser and health insurance
plan in determining benefit design

21.4 (14) 37.8 (16)a

Other 24.8 (3) 0.0 (0)a

Responses were weighted according to plans’ enrollment, to represent the proportions of enrollees in the plans that
selected the response category in question.
a Differences between 2005 and 2008 were compared by using weighted data and were statistically significant at the .05
level.
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creasing immunization rates in 2008
(94.0%), compared with 2005 (76.7%).
In 2008, the most-common types of or-
ganizations with which health insur-
ance plans collaborated were commu-
nity coalitions, public health agencies,
community service agencies, vaccine
manufacturers, employers, and pro-
vider coalitions.

DISCUSSION

Most vaccines have been found to be
both clinically effective and cost-
effective, especially when compared
with other medical interventions; this
may explain the level of private health
insurance plan support.5,6 This support
for vaccines has a positive impact on

other segments of society. People with
private health insurance are more
likely to be vaccinated.7,8 Private health
insurance, funded by employers and
individuals, pays for nearly one half of
the vaccine doses provided to children
each year in the United States.9 The pol-
icy of most responding plans to cover
all ACIP-recommended vaccines is sim-
ilar to an “advance purchase commit-
ment,” helping to ensure that manu-
facturers have financial incentives to
produce vaccines and to invest in vac-
cine research and development.10 Pe-
diatricians benefit from private payer
coverage of vaccines. One study in this
supplement found that Georgia prac-
tices with �70% privately insured
patients realized vaccine revenue
exceeding their vaccine expendi-
tures, whereas practices with�61%
Medicaid-enrolled patients had vac-
cine expenses exceeding their vaccine
revenue.11 This suggests that, without
private payers, many physician prac-
tices would lose money on vaccines,
and it raises concerns that private pay-
ers, compared with public payers, may
be bearing a disproportionate share of
the costs needed to ensure that all US
individuals receive appropriate vac-
cines. Recent studies showed that, on
average, surveyed physician practices
saw a net financial gain from the reim-
bursements from their 3 largest pri-
vate payers on all of the vaccine doses
they purchased.12,13

Although the United States is experi-
encing the highest immunization rates
ever, the effects of more-expensive vac-
cines added to the ACIP schedule, and
the related cost to administer them,may
be testing the limits of the current vac-
cine delivery infrastructure.14,15 Private
health insurance plans, the employers
who purchase their products, the physi-
cian practices with which they work to
deliver high-quality health care, and the
recipients of health insurance benefits
also are affected by these changes. An

TABLE 7 Vaccine Cost-Sharing in 2008

Vaccines Weighted Proportion, % (n)

No Annual Deductible Requirements
Apply (N� 52)

First-Dollar Coverage
(N� 52)

Child vaccines
Diphtheria-tetanus-pertussis 96.7 (47) 84.0 (28)
Haemophilus influenzae type b 96.7 (47) 84.0 (28)
Hepatitis A 96.7 (47) 84.0 (28)
Hepatitis B 96.7 (47) 84.0 (28)
Inactivated poliovirus 96.7 (47) 84.0 (28)
Influenza 96.7 (47) 84.0 (28)
Measles-mumps-rubella 96.7 (47) 84.0 (28)
Meningococcal 96.0 (43) 83.3 (24)
Pneumococcal 96.7 (47) 84.0 (28)
Rotavirus 96.2 (45) 83.4 (27)
Varicella 96.7 (47) 84.0 (28)
Adolescent vaccines
Hepatitis A 96.7 (45) 83.9 (27)
Hepatitis B 96.7 (45) 83.9 (27)
Human papillomavirus 96.4 (44) 83.6 (25)
Inactivated poliovirus 96.7 (45) 83.9 (27)
Influenza 96.7 (46) 83.9 (27)
Measles-mumps-rubella 96.7 (45) 83.6 (25)
Meningococcal 96.4 (44) 83.6 (25)
Pneumococcal 96.7 (45) 83.6 (25)
Tetanus-diphtheria-pertussis 96.7 (46) 83.9 (27)
Varicella 96.7 (45) 83.9 (27)

Responses were weighted according to plans’ enrollment, to represent the proportions of enrollees in the plans that
selected the response category in question.

TABLE 8 Time Needed to Respond to Changes in ACIP Recommendations and to Begin Reimbursing
Providers

Time Needed Weighted Proportion, % (n)

To Respond to Changes in ACIP
Recommendationsa

To Start Reimbursing Providers
After Changes in Vaccination

Benefit Design

2005 (N� 53) 2008 (N� 56) 2005 (N� 59) 2008 (N� 56)

�1 mo 11.9 (10) 58.4 (24)b 29.9 (29) 39.2 (34)
2–3 mo 48.1 (27) 37.1 (20) 29.3 (17) 57.5 (16)b

4–6 mo 6.0 (7) 0.9 (8) 8.0 (4) 0.4 (3)
�6 mo 0.8 (4) 0.0 (0) 8.3 (2) 0.0 (0)b

Beginning of new contract
with health care purchaser

5.2 (1) 0.2 (1) 0.5 (1) 0.2 (1)

Other 28.0 (4) 3.4 (3)b 24.4 (6) 2.7 (2)b

Responses were weighted according to plans’ enrollment, to represent the proportions of enrollees in the plans that
selected the response category in question.
a All data are only for plans that follow ACIP recommendations in their coverage decisions.
b Differences between 2005 and 2008 were compared by using weighted data and were statistically significant at the .05
level.
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October 2008 report prepared by Milli-
man, a consulting firmspecializing in ac-
tuarial research, found that, from 2000
to 2006, new immunizations recom-
mended by the Centers for Disease Con-
trol and Prevention increased per-
member, per-month costs by 6.0%;
between 2007 and 2008, Milliman esti-
mated a 13.0% per-member, per-month
increase. The study also showed that
vaccine administration is increasing as
a proportion of the total cost associated
with covering vaccines, increasing from
15.0% in 2001 to 22.0% in 2006.16

In recent years, significant attention
has been given to the question of
whether health insurance plans are
contributing enough to ensuring that
all US individuals receive ACIP-
recommended vaccines. Judging by
coverage levels and cost-sharing, the
answer seems to be yes. However, cov-
erage levels and cost-sharing are not
the only measures for assessing the
value health insurance plans (or indi-
viduals) place on vaccines. Studies
based on the landmark Rand Health Ex-

periment have shown that, even when
vaccination is offered free to individu-
als, immunization levels remain below
recommended levels.17 Other factors
influence people’s decisions to be im-
munized, and health insurance plans
recognize this by working with provid-
ers, employers, recipients of health
care, public health officials, manufac-
turers, and immunization coalitions to
increase immunization rates.

This study and its 2005 counterpart
represents a systematic assessment
of the immunization practices of
health insurance plans in the United
States. It provides valuable informa-
tion on health insurance plans that ac-
count for the majority of the US com-
mercial enrollment. Despite yielding
important information, there are sev-
eral limitations of the survey. First,
participation was voluntary, which
raises the possibility of response bias.
Plans that responded previously to
AHIP surveys, plans with the resources
to respond, and perhaps plans with ex-
tensive vaccination coverage might

have been more likely to respond. Al-
though smaller health insurance plans
may be underrepresented, they ac-
count for a very small share of the total
commercial enrollment, which may
correct for some of the effects of their
lower response rate. Results presented
in this article are based on responses
only from AHIP members; public health
insurance plans were excluded from
data collection. Lastly, although it is un-
likely that respondents reported on the
“self-insured” plans that some AHIP
members administer for major employ-
ers, we cannot determine from the re-
sponses whether they did so.

CONCLUSIONS

The results of the 2008 survey, directly
and in comparison with the 2005 sur-
vey, suggest that health insurance
plans value the use of vaccines as an
essential preventive benefit. Evidence
for this is demonstrated through
broad vaccine coverage in almost all
product lines and in the number of en-
rollees receiving these benefits. By far,
most enrollees face no cost-sharing
for vaccines, and almost no enrollees
were in plans that counted vaccine
charges toward a deductible for the
vaccines they receive. The results sug-
gest that vaccines are seen as part of
overall preventive health, with vac-
cines administered primarily during
routine visits to the doctor’s office.
Health insurance plans also work to
improve vaccine performance through
measurement, quality improvement
and incentive programs, collabora-
tions with other vaccine stakeholders,
and support of the vaccine delivery in-
frastructure.

As policy solutions are developed to en-
sure that all individuals in the United
States continue to have access to ACIP-
recommended vaccines, it is important
to recognize that private health insur-
ance plans provide key support for this

TABLE 9 Factors That Influence Health Plan Reimbursement Rates in 2008

Factors Weighted Proportion, % (n)

Reimbursement rates for vaccine purchase (N� 53)
Market conditions 51.6 (14)
Average wholesale price listed in Red Book and/or similar publications 49.5 (36)
Geographic location 38.8 (9)
Manufacturer’s price of vaccine 24.2 (21)
Discounted average wholesale price 15.0 (23)
Provider-reported acquisition prices 6.4 (15)
Vaccines for Children vaccine price list 4.3 (10)
Physician feedback 4.1 (14)
Cost-benefit analysis 3.2 (7)
Public payer reimbursement 3.1 (7)
Historic rates 2.2 (2)
Average sales price 1.2 (1)
Other 0 (0)
Reimbursement rates for vaccine administration (N� 51)
Price of provider services related to immunization administration 55.4 (20)
Market conditions 52.8 (18)
Geographic location 43.0 (14)
Resource-Based Relative Value Scale Update Committee fee schedule 24.1 (28)
Historic rates 16.6 (11)
Medicare reimbursement rates 12.7 (24)
Physician feedback 8.5 (15)
Medicaid reimbursement rates 0.2 (2)
Other (please specify) 23.6 (2)

Plans could select �1 response category. Responses were weighted according to plans’ enrollment, to represent the
proportions of enrollees in the plans that selected the response category in question.
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crucial intervention that affects both in-
dividual and public health. This survey,
along with its predecessor, demon-
strates that, on many levels, health in-
surance plans are committed to improv-
ing immunization rates and the delivery
of vaccines and that commitment seems
to be growing.
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