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The School Immunization Law - Funding and Policy Issues 

Executive Summary 

The 1998 Legislature charged the Minnesota Department of Health (MDH) and the Minnesota 
Department of Children, Families and Learning (DCFL) with developing recommendations on how to 
provide ongoing funding to school districts to implement Minnesota's School Immunization Law. MDH 
and DCFL convened a work group to identify costs, issues, and funding options. 

Key findings of the work group include: 
• Immunization is one of the greatest success stories of public health and preventive medicine in the 

U.S. The School Immunization Law assures high levels of immunizations in school children. 
• Enforcing the School Immunization Law is increasingly complex and time-consuming for schools. 
• Responsibilities for schools to assure required immunizations have increased over the last several 

years. No funding has ever been specifically provided for this purpose. 
• Enforcing the School Immunization Law diverts school nurses from fulfilling a growing number of 

other student health concerns. 
• Immunization issues are growing more complex. New technology such as immunization registries, 

offers possibilities to improve immunization rates and potentially reduce the burden on schools. 

Accordingly, the Work Group recommends the following: 

1. Funding should be identified for schools to support school activities to achieve compliance with the 
School Immunization Law (M.S. 121A.15). Because this is a public health issue, the work group 
recommends any funding considered for including in the Health and Human Services budget be 
distributed to schools through the Minnesota Department of Children, Families and Learning. This 
appropriation should be part of a larger immunization package supporting local and statewide public 
health immunization activities. 

2. Funds awarded to schools for the School Immunization Law should be used for review of 
immunization records to determine compliance, assistance to students in obtaining documentation of 
previously received immunizations, and assistance to students in getting additional needed 
immunizations. 

3. Funds granted to schools should use a formula based on total student population and immunization 
rates as measured by the MDH Kindergarten Retrospective Survey or other appropriate tool that 
assesses immunization rates. An annual report of activities supported by the funding should be 
required. 

4. Long-term strategies to improve immunization rates for Minnesota children should be supported by 
collaboration and funding. These long-term strategies include: public/private collaboration, 
coordination of school and public health activities, continued development of community 
immunization registries, and assistance to child care providers in meeting requirements of the 
Immunization Law. 
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Comprehensive School Health 

It has long been recognized that the health of the student directly impacts their educational success. The 
original focus of school health services dates back to the 19th century when schools began to address 
communicable diseases and resultant school attendance problems. 1 Over the years, the role of the 
school's health services has grown increasingly complex. 

All in a Day's Work 
A 5-year-old student with diabetes arrives at school on 
the first day. Along with determining entering 
students' immunization status the school nurse must 
plan for this child's blood sugar checks, insulin shots, 
and mid-day snacks. All school staff, including the bus 
driver, need to be trained about possible diabetic 
reaction symptoms and the necessary response in order 
to insure this student's safety. 

Today, school health services operate within the 
educational setting with the purpose of reducing 
health related barriers to learning. Within the past 
decade the health needs of students have grown 
significantly. Students with special health care 
needs such as diabetes, seizure disorders, life 
threatening allergic reactions, and severe asthma 
need individually developed and implemented plans, 
medication management, nursing procedures, and 
staff training to ensure their safety and to promote 
their learning. 

In addition, today's students have issues of substance abuse, physical and sexual abuse, eating disorders, 
chronic illness, homelessness, grief and depression. Comprehensive school health programs are 
necessary to address these issues. 

Increased health needs of students and increased immunization demands are challenging limited and 
dwindling school district resources. 

"Short of complete eradication, a reduction in a disease's 
incidence is temporary and immunization must be 
continually emphasized." Healthy People 2000, U.S. 
Public Health Service. 
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School Immunization Requirements in Minnesota 

The Minnesota School Immunization Law was first passed in 1967. At that time, many states 
were encouraged to enact measles requirements as part of a national effort to improve measles 
control. In the late 1960s and early 1970s, measles was a disease primarily of unvaccinated 
school-age children. In studies of states without measles immunization requirements, measles 
incidence rates were from 1.7 to 2.0 times higher than states that had such laws2

• 

Minnesota's School Immunization Law has been amended many times over the years to remain 
consistent with current immunization recommendations and to address gaps identified through 
enforcement. To summarize, the various provisions of the law and the year they became 
effective are as follows: 

• 1967: measles for kindergartners (K) 
• 1973: added rubella (K) and included day care enrollees* 
• 1978: 
• 1980: 

added polio, diphtheria, tetanus, and pertussis (DTP), and mumps (K) 
expanded to include all grades, K through 12 

• 1989: expanded to include Early Childhood Special Education (ECSE) children 
• 1992: added MMR#2 (grades 7&12; 7-12 by 1996-97); and Hib (for Haemophilus 

influenzae type b disease, a major cause of meningitis in young children) for children 
in child care and ECSE 

• 1996: 
• 2000: 

added Td booster (grades 7&12; 7-12 by 1998-99) 
added hepatitis B (K only) 

• 2001: expanded hepatitis B (grades K and 7) 

Show me the record! 

A school nurse attempted to obtain 
documentation of complete immunization 
for a student whose family had recently 
moved into the district from a nearby city. 
The family's 1st grade child was missing the 
school booster DTP. After numerous 
contacts from the school nurse, the mom 
finally became convinced that 
documentation of the additional shot would 
bring the child into compliance with the 
law; however, neither the child's current 
clinic nor the parent had a record. Not 
remembering the name of the child's 
previous clinic, the mom said she could 
probably find it if she drove the route that 
she remembered. Fortunately, this trip 
provided the necessary documentation of 
the child's up-to-date status for DTP and no 
further shots were needed. 

* 

In summary, the requirements of the law require that in 
order to enroll or remain enrolled in any elementary or 
secondary school, the parent/ guardian of a student must 
have a statement on file with the school administrator that 
shows that the student is either: 

• completely immunized against diphtheria, tetanus, 
pertussis, polio, measles, mumps, and rubella, 
hepatitis B or 

• immunized against measles, mumps, and rubella and 
has begun, but not yet completed, a schedule of 
immunizations against diphtheria, tetanus, pertussis, 
polio, and/or hepatitis B as verified by a physician or 
clinic, or 

While not the subject of this report, the work group discussed a few issues related to immunization requirements for children in 
child care as one part of assuring on-time immunizations. 

School Immunization Law: Funding and Policy Issues 3 



• legally exempt to one or more of the required 
immunizations, as evidenced by either a statement 
of medical exemption signed by a physician or a 
notarized statement of conscientious exemption 
signed by the parent or guardian of the student. 

The Growing Complexity of Enforcing Immunization Requirements 

Immunization recommendations are issued by national advisory groups such as the U.S. Public 
Health Service Advisory Committee on Immunization Practices (ACIP) and the American 
Academy of Pediatrics (AAP) Committee on Infectious Diseases. Recently, the MDH 
Immunization Practices Task Force has taken an active role in adopting and refining these 
recommendations for children, adolescents, and adults who reside in Minnesota. 

Can you translate "Zauski"? 
"We have foreign exchange students who are never 
current on the Td or MMR requirements to meet our 
law. The records are difficult, if not impossible, to 
decipher and take a lot of time. " 

The initial recommendations for vaccination of 
infants and children called for vaccines to prevent 
diphtheria, tetanus, and pertussis (i.e., whooping 
cough). These "baby shots" were joined by polio 
vaccines, first developed in the 1950s, and then 
vaccines to prevent measles, mumps, and rubella, 
developed in the 1960s. 

Since that time, the number of new vaccines and changes in immunization scheduling have been 
accelerating at a fast pace. During the 1970s, there were no changes and in the next nine years, 
1980-1988, there was only one change. But during the five-year period of 1989-93, 12 new 
vaccines or scheduling changes occurred, and in the five years since then, there have been 14 
additional changes. As a result of these changes, the delivery of immunization services and 
effective record-keeping has become increasingly complex. 

For schools, the job of enforcing the School Immunization Law has grown as the immunization 
schedule has evolved. Not only that, but records are more difficult to track down and read 
because there are more foreign students whose records need translation and who are almost 
always in need of additional immunizations. Over 2% of Minnesota students move to Minnesota 
from another state during the school year. Many of those students will have had immunizations 
required by the Minnesota law; however, having documentation that accompanies the student 
usually requires considerable school effort. An additional 8% of Minnesota students move from 
one school district to another during the year. Again, most of these students will be up-to-date on 
their immunizations. Most schools, however, spend hours each year tracking the information 
from clinics and schools. Getting information from health clinics is complicated by the 
increasingly complex health care system and an estimated 20% of the metro residents who 
change health plans each year. Finally, school staff often must inform and educate health care 
providers, as well as parents, of the current recommendations of the immunization schedule and 
School Immunization Law requirements as they change and grow more complicated. 
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Immunization Registries 

In response to the growing difficulty of maintaining accurate, up-to-date immunization records, 

the U.S. Centers for Disease Prevention and Control, health care provider groups, health 

insurance plans, and public health agencies nation-wide are developing better methods to more 

easily keep track of what immunizations were given. These immunization registries help parents 

and providers know when immunizations are needed and provide reports for child care, schools, 

children's camps, and sports events. In Minnesota, immunization record management and 

improving immunization rates in preschoolers is being supported by the community 

immunization registry. This is a collaborative regional venture by public health agencies, private 

providers, and schools to share their immunization records and create a consolidated 

immunization record for each child in that region. That way, no matter where a child went for 

shots or where they will go in the future, both the parents and their health care provider will have 

access to a complete and accurate record. These registries contain only immunization data and 

the minimum individual information needed to correctly identify a child. They do not use this 

information for any purpose than immunization assessment and to improve immunization 

services to families. 

Immunization registries are an evolving tool being implemented across the country to support 

immunization activities and improve immunization rates. In Minnesota, community 

immunization registries are partially or fully operational in at least 50 Minnesota counties as of 

September 1, 1998. Four community registries are near completion or being expanded to include 

more counties. When complete, these four registries will include over 70% of births and over 

half of the state's immunization providers. 

Further development of community immunization registries depends on continued investment of 

public health leaders, health care providers, health care plans, and community support. 

The Future of Immunizations 

There are currently three vaccines recommended for children that are not part of the School 

Immunization Law requirements: varicella ( chickenpox), influenza, and hepatitis A. Children in 

child care facilities could benefit from the recently licensed vaccine to prevent rotavirus, the most 

common cause of severe diarrhea in young children, which is recommended for routine 

administration in all infants. Two other vaccines, one to prevent Lyme disease and another to 

prevent invasive pneumococcal disease, are anticipated to be licensed in 1999. With these many 

developments in biotechnology and immunology comes the promise of many additional vaccines 

in the near future to protect against diseases old and new, ranging from malaria to acquired 

immunodeficiency syndrome (AIDS). 

Along with the development of new vaccines has come the issue of assuring their full use in 

infants and children. The present schedule calls for a minimum of 13 separate injections to 

completely vaccinate a child from birth to 6 years of age. Some clinic visits may call for three or 

four injections to be given on the same visit. This has led the vaccine industry to propose 
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combining various vaccines. At least three different combination vaccines have been licensed in 
the last several years ( e.g., DTP/Hib, DTaP/Hib, Hib/HBV) and many more are in development. 
While this represents a much awaited strategy for reducing additional injections, it also adds to 
the confusion faced by providers and parents. Ultimately, the long-term goal for childhood 
vaccination is the dream of a single oral dose of vaccine, given at birth, to protect against all 
childhood diseases3

• This dream, however, will be long in coming, if ever. In the meantime, 
parents, health care providers, and schools must deal with the growing number and complexity of 
the recommended immunizations. 

The Legislative Charge 

A bill to provide categorical aid for student health services was developed by the School Nurses 
Association of Minnesota and introduced in the 1998 Minnesota legislature. The bill requested 
$50 for every student enrolled in 1st grade (a total of $3,150,000) which would then be used to 
support the costs of implementing the state's School Immunization Law. 

Call Waiting? 
A metropolitan school nurse made 281 phone calls to 
parents from her home during evening hours to try to 
obtain immunization documentation for students. 
Evening hours seemed to work better because her day 
was already too full with other student health needs 
and often parents weren't home to take calls until 
evening. Of these calls, she was only able to connect 
with 102 parents due to language difficulties, wrong 
numbers, or no one at home. 

The bill was heard by the House K-12 Education 
Finance Committee but was not passed by the 
full legislature. Also during the 1998 session, 
requirements for completion of a three-dose 
series of hepatitis B vaccination were added to 
the School Immunization Law for 
kindergartners starting with school year 2000-01 
and th graders starting in school year 2001-02. 
During discussions of this issue, the Health and 
Human Services Budget Conference Committee 

talked about costs and requested additional information. Minnesota Session Laws, Chapter 407, 

Time is money ... 
A student in a rural school district needed his fourth 
dose of polio vaccine. The nurse had a 10-minute 
conference with the parent, a 30-minute home visit, 
a 20-minute discussion with the parent at school, 
and spent 50 minutes calling the clinic, urgent care, 
two public health offices, and a daycare. Five letters 
were sent to the parent over a two-month period 
until the parent finally took the child to a clinic for 
the vaccination. 

1998, Article 2, Section 107 was subsequently 
enacted, stating: "The commissioner of health, in 
consultation with the commissioner of children, 
families, and learning, representatives of school 
nurses, and other interested parties, shall develop 
recommendations on how to provide ongoing 
funding for school districts to implement the 
provisions of Minnesota Statutes, section 123. 70 
(recodified as 121A.15). These 
recommendations shall specify any statutory 
changes needed for their implementation. The 
commissioners of health and of children, 

families, and learning shall consider the recommendations and any draft legislation needed to 
implement the recommendations shall be submitted to the chairs of the senate health and family 
security budget division, the house health and human services finance division, the senate K-12 
education budget division, and the house K-12 education finance division by December 15, 
1998." 
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School Immunization Law Funding Work Group 

During the summer and fall of 1998, MDH and DCFL convened an ad hoc work group to 
respond to the legislative charge and to help formulate the costs of implementation of the state's 
School Immunization Law for elementary and secondary schools. The work group was 
comprised of staff from schools, local public health agencies, the Minnesota Department of 
Human Services, local immunization registry developers, school boards, the Minnesota Council 
of Health Plans, the Minnesota Nurses Association, the School Nurses Organization of 
Minnesota and the University of Minnesota college health service, among others. A complete 
listing of the participants can be found in the attachments. 

Some of the key issues that the work group addressed included: 

• What are the successes that have come from having school immunization requirements in 
the last 30-plus years? 

• What are the necessary elements of ensuring adherence to the state's immunization 
requirements? 

• What are the costs to schools to administer the law? 
• How can and should immunization registries be used to aid in enforcement? 
• Who should bear the responsibility for enforcement? 
• Is the present system of enforcement adequately supported (e.g., funding, policy, etc.)? 
• If funds were appropriated, what would be the best way to distribute them to schools? 

Immunization Status of Minnesota Children 

(£), 722. Kirmgrten Sh.m1ls 
errdled d.rirg 1936-97 sdm F 

✓ 

· !:5,411 slu:bdsin ! 11,SEiastu:fads 
anµiambf 911/96 ! rrissirgsl-otcbtes 

(lrd.r::ES all clilcten rot 
i.p-1o<bte&1h:& w1h 

rocbtes) 

MDH, in collaboration with schools and local public health 
agencies, conducted a survey of all children (n=69,772) in 
kindergarten during the 1996-97 school year to determine 
their immunization status from birth to time of entry to 
school. The majority of these children were born in either 
1990 or 1991. Results from this survey indicate: 

• 68% of kindergartners in Minnesota had completed their 
primary series of vaccinations: four doses of diphtheria, 
tetanus and pertussis (DTP), three doses of polio, and one 
measles, mumps, and rubella (MMR) by 24 months. 

• Vaccine coverage levels varied with the child's 
age-coverage levels dropped as age in months increased 
because more doses of vaccine were required to be up to 
date. 
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• In every county/city area surveyed there were geographic 
"pockets of need"-areas where a high percentage of 
children were inadequately immunized. 

• White students had higher average immunization levels 
than all non-white student averages. 

• 15% of students were not fully immunized on their first 
day of kindergarten. 

It is important to remember that focusing on the percent of children who were "up-to-date" at any 
one age point can be misleading because it doesn't represent the actual number of children who 
are behind. For example, 79% of children in Washington County were up-to-date at 24 months, 
however, there were still over 500 children who were not age-appropriately immunized there. 
Consequently, a significant risk of disease transmission still exists in this community. In 
comparison, while the rate for Mahnomen County (in rural northwest Minnesota) was much 
lower (64%), there were only 35 children who were behind. Finally, it is important to remember 
that 68% of children up-to-date statewide translates to over 22,300 children not appropriately 
immunized by age 24 months. A listing of immunization levels in each Minnesota county can be 
found as attachment B. 

The primary purpose for collecting these data was to retrospectively measure immunization 
coverage levels for two-year-olds. Fortunately, it is also possible to look at older age points, and 
to quantify the number of children not in compliance with the immunization school law. The 
figure to the left shows how many children statewide were up-to-date with the doses required by 
law for kindergarten entry by September 1, 1996. As was demonstrated with the data on two­
year-olds, there were pockets of need within every school district and the actual number of 
kindergartners not in compliance tended to be greater in large districts. 

There is much interest in knowing the vaccination status of students who will be required to 
show documentation of hepatitis B vaccination when the amended law takes effect. The vaccine, 
licensed in 1981, was initially recommended for persons with certain risk factors. When this 
strategy failed to have significant impact on the incidence of disease, national recommendations 
were issued to routinely vaccinate all infants as well as assessing and vaccinating adolescents. It 
has taken several years for this recommendation to become generally accepted by physicians and 
parents. Many providers hesitate to adopt routine vaccination as part of the standard of care until 
it has been incorporated into the School Immunization Law. Although national surveys have 
shown recent improvements in hepatitis B immunization levels for Minnesota children who were 
19 to 35 months of age (25% in 1994; 77% in 1997), these rates lag behind other vaccinations 
that are included in the law. As a consequence, many children entering kindergarten in 2000-01 
as well as students entering 7th grade in 2001-02 school year will not have completed this three­
dose series. 
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Vaccine-Preventable Disease in Minnesota 

High vaccination levels among school children are important for the control of vaccine­
preventable diseases. Four points summarize why vaccination of school children in important. 

Reported Pertussis in Minnesota 
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• Vaccine-preventable diseases can result in serious disease, 
and at times death. For example, during an outbreak of 
measles in Minnesota in 1990, 462 cases were reported, 
and three deaths occurred. 

• In 1997, 547 cases of pertussis (whooping cough) were 
reported in Minnesota. Thirty-five children (61 % of the 57 
affected infants less than 6 months of age) were 
hospitalized. National data indicate a 1.3% case fatality 
rate among infants with pertussis. During the last six years 
in Minnesota, there have been three infant deaths 
attributable to pertussis. Older children can serve as a 
reservoir for transmission to the younger age groups and 
controlling pertussis among school children is a public 
health priority. 

• The high correlation between vaccination and disease is 
illustrated by the rapid decline in vaccine-preventable 
disease following vaccine availability. Significant 
declines in disease incidence were noted after the 
widespread use of both polio and measles vaccines. In 
1983, before vaccination was readily available, 235 cases 
of Haemophilus influenzae type b disease, a major cause 
of meningitis in young children, were reported in 
Minnesota children less than 5 years of age. By the early 
1990s less than 30 cases were reported in children each 
year due to widespread use of the Hib vaccine, and in 
1997, only two cases were reported. Conversely, 
resurgence of vaccine-preventable diseases has been 
observed when vaccination rates have declined in a 
population. For example, over 125,000 cases of 
diphtheria were reported in the early 1990s in the New 
Independent States of the former Soviet Union. This 
outbreak was associated with a decline in public health 
infrastructure and the subsequent decline in vaccination 
rates. 
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, 
School Outbreak: 
In 1997, an outbreak of pertussis occurred in a K-12 
school in Minnesota. Thirty cases were identified; 23 of 
the cases were students in the school. No cases occurred in 
children up through 5th grade since most of these children 
were fully vaccinated; however, six cases occurred in 
grades 6-8 and 17 cases occurred in grades 9-12, the age 
group where the vaccine is less effective. This outbreak 
illustrated that high vaccination rates protected younger 
students. Adolescent boosters ( once appropriate vaccine 
formulations are available) will be recommended so that 
older students can be protected. 

• High vaccination rates are needed within school settings due to the relatively close and 
prolonged contact of students. In the school-age population, the pertussis vaccine is most 
effective for children between 5 and 12 years old. After age 12, immunity to pertussis wanes 
and most adolescents are susceptible. 

Expenditures for Health Services in Schools 

Reported 1996-97 public expenditures for health services from public school districts totaled 
$29,418,680; those for non-public schools who requested services from the school district totaled 
$2,302,327. This amounts to an average of $34.84 per public school student and $28.22 for non­
public school students. The range of funding was from $0 to $115 .44. It is important to note, 
however, that 59 public school districts, representing 17% of districts and 5% of students spent 
less than $10 per student and 56 private schools, representing 26% of private schools and 6% of 
private school students spent less than $10 per student. On the other hand, 15 school districts 
spent more than $50 per student, representing 4% of districts and 30% of students. Only one 
private school spent more than $50 per student. 

School health expenditures are not specifically identified in school funding. Each school district 
can make decisions about how funds are to be spent and in what proportion for school health 
activities. Schools, however, must comply with Minnesota Statutes 121A.21 which describe 
school health services; It states: 

(a) Every school board must provide services to promote the health of its pupils. 

(b) The board of a district with 1,000 pupils or more in average daily membership in early 
childhood family education, preschool handicapped, elementary, and secondary programs 
must comply with the requirements of this paragraph. It may use one or a combination of the 
following methods: 

(1) employ personnel, including at least one full-time equivalent licensed school nurse or 
continue to employ a registered nurse not yet certified as a public health nurse as defined 
in section 145A.02, subdivision 18, who is enrolled in a program that would lead to 
certification within four years of August 1, 1988; 
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(2) contract with a public or private health organization or another public agency for 

personnel during the regular school year, determined appropriate by the board, who are 

currently licensed under chapter 148 and who are certified public health nurses; or 

(3) enter into another arrangement approved by the commissioner. 

As changes to the School Immunization Law continue into the future, schools will continue to 

struggle with providing a full range of school health services while also assuring compliance 

with the law. With the addition of new vaccines, and especially vaccines that are recommended 

for school-age children, school involvement in implementation of the School Immunization Law 

will only increase. Increasing amounts of educational resources are being spent to achieve 

compliance with the law. At the same time, schools are challenged to provide emergency care 

plans, medication management, and staff training. 

Costs of Implementing the Law 

The work group carefully examined the many tasks involved in achieving full enforcement of the 

law, such as reviewing student immunization records, following-up with missing information, 

and making certain that documentation of additional immunizations is submitted for children 

who are not in compliance with the law's requirements. To do this, data were obtained from 

DCFL reporting systems to determine the numbers of students that would be governed by the law 

in a given year. These enrollment data were separated into cohorts that represented different 

groups of students ( e.g., transfer students, students entering 7th grade, etc.) that would require 

additional contacts to determine compliance. 

The number and percent of students in the various groupings that would be in need of additional 

follow-up, such as for missing documentation or for additional immunizations, was determined 

based on assessment data submitted to MDH from schools statewide ( e.g., annual reporting on 

compliance levels for students in grades K-12, retrospective surveys ofK enrollees) as well as 

from experience in other states. Cost information was determined by multiplying the time spent 

on all of these activities by an average hourly wage of $18 for a school staff member. 

The complete analysis showed that costs to schools are nearly $5 million ($4,983,963) to fully 

support the all activities for implementing and enforcing the School Immunization Law. This 

analysis can be found as attachment C. 
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Recommendations of the Work Group 

The work group made recommendations in five areas to respond to the charge of assessing 
current costs, developing a funding strategy, and considering immunization issues for the future. 

Recommendation #1: Funding should be identified for schools to support school activities to 
achieve compliance with the School Immunization Law (M.S. 12 IA. l 5). Because this is a public 
health issue, the work group recommends any funding considered for inclusion in the Health and 
Human Services budget be distributed to schools through the Minnesota Department of Children, 
Families and Leaming. This appropriation should be part of a larger immunization package 
supporting local and statewide public health immunization activities. 

Rationale: Schools provide an important public health service by assuring children meet 
immunization requirements. Without the oversight and investment of schools in assessing all 
children for their compliance with the School Immunization Law and helping those who need 
additional shots, many children would be un-immunized and thus in danger of being infected 
with a vaccine-preventable disease. The public health protections of the School Immunization 
Law should be continued and new, proven vaccines should be continually evaluated by the 
Minnesota Department of Health through its Immunization Practices Task Force to determine if 
new vaccines should be added to the requirements. 

Nearly 900,000 student immunization records 
were reviewed to determine compliance with 
the School Immunization Law for the 1997-98 
school year. 

Although schools' responsibilities and time 
investments in assessing and achieving compliance 
with the School Immunization Law have grown -­
particularly in the past few years -- funding for these 
activities has not. Schools spend increasing amounts 
of school health resources for achieving compliance 

with the School Immunization Law, and are therefore reducing time spent on other health 
programs. Because the benefits of high immunization rates for school children also support 
community public health goals, the funding for school activities related to the School 
Immunization Law are appropriately funded through the state's health budget. 

School efforts to achieve compliance with the School Immunization Law will only be successful 
through overall public and private health efforts to immunize children on time starting at birth. 
Stable, ongoing funding to the public health system is needed to support health care provider 
education, information for new and experienced parents about immunizations and the 
immunization schedule, and coordination of community efforts to identify and reduce barriers to 
timely immunizations. Funding for school activities in immunizations needs to be seen as part of 
a package of activities to achieve high immunization levels for all Minnesota children. 

The work group evaluated the total amount of time spent on achieving compliance with the 
school law - estimated to be at least 264,000 hours by school year 2001. The work group 
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determined that funding is needed by schools to support activities associated with achieving 

compliance with the School Immunization Law, including record review, documentation follow­

up, and assistance to students in obtaining additional needed immunizations. The work group 

agreed the funding should not be used to support increased immunization clinics in schools as 

that is not a requirement of the School Immunization Law. Based on the work group assessment, 

the funding level to support these activities is approximately $5,000,000. 

The School Immunization Law began as a requirement for kindergartners as they entered school 

and was relatively easy to administer in the early years. Over time, changes to the law have meant 

that children from birth to age 22 are included. Also, additional vaccines are required in 

additional grades, increasing numbers of students are from other states or countries with different 

immunization requirements, and the immunization schedule has grown more complex. Schools 

spend increasing amounts of time on this important public health activity without corresponding 

funds. An appropriation reflecting the total costs of achieving compliance would assure all 

components of the School Immunization Law are addressed. This investment in Minnesota 

children assures schools have the resources to assist children and families in need of support. 

Recommendation #2: Funds awarded to schools for the School Immunization Law should be 

used for review of immunization records to determine compliance, assistance to students in obtaining 

documentation of previously received immunizations, and assistance to students in getting additional 

needed immunizations. 

Rationale: The work group identified three primary tasks schools perform and estimated the 

time each takes as follows: 

• RECORD REVIEW ( determining whether the student has the complete documentation for 

the required immunizations). 
These activities include reviewing the immunization record (or request for exemption) 

of the student and deciding if the student is in compliance with the current School 

Immunization Law. The work group estimated it takes approximately 10 minutes per 

student to complete this activity. Supporting activity would include expenses of 

appropriate school staff education about immunizations, vaccines, and School 

Immunization Law requirements; computer programming; and data entry. 

• DOCUMENTATION FOLLOW-UP of previously received immunizations (assessing needs 

and assisting students without complete documentation to obtain confirmation that the 

required immunization has been given) 
Any student who does not have complete documentation of all required immunizations 

needs additional documentation follow-up. If the parent or provider is sure the 

immunization has been given, the school may help the parent obtain the 

documentation. The work group estimated documentation follow-up averages one hour 

per student. This requires intensive staff time involving activities such as individual 

tracking, data management, parent contacts and referrals, clinic contacts, and multiple 

long distance calls to locate missing portions of immunization records. This process is 

complicated and often duplicated each time students change schools. In addition, 
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schools must provide resources such as interpreters, AT&T language line, and even 
transportation. 

• IMMUNIZATION FOLLOW-UP to assess and assist those children who are in need of 
additional immunizations. 

Activities in this category include staff time and supportive services for notifying 
parents and providers of needed immunizations, arranging visits to immunization 
providers, providing follow-up to the student/provider to obtain confirmation that the 
immunization has been given, providing reminders about additional shots in a series, 
use of interpreters or translators and/or the AT&T language line. 

Recommendation #3: Funds granted to schools should use a formula based on total student 
population and immunization rates as measured by the MDH Kindergarten Retrospective Survey or 
other appropriate tool that assesses immunization rates. An annual report of activities should be 
required. 

Rationale: Because all school districts are required to implement the School Immunization Law, all 
schools should receive funding without participating in a competitive grant process. The proposed 
formula would therefore increase funding available to all school districts. 

Schools are currently required to submit an annual report describing student immunization rates. That 
report should be modified to include summary information about implementing the School Immunization 
Law and use of the funds. The report may include examples of typical activities of the school, unusual or 
difficult problems encountered, successes in achieving compliance, and new barriers encountered. 
Schools should be encouraged to gather and report information about the number of records reviewed, 
the number of students needing assistance in obtaining documentation, and the number needing 
assistance in obtaining additional immunizations. This information is important to ongoing 
understanding of difficulties schools have in implementing the School Immunization Law. It's important 
to note that many of the components of the cost of implementing the School Immunization Law are based 
on estimates which will need to be supported by documentation in the future. 

Recommendation #4: Long-term strategies to improve immunization rates for Minnesota 
children should be supported by collaboration and funding. These long-term strategies include: 
public/private collaboration, coordination of school and local public health activities, continued 
development of community immunization registries, and assistance to child care providers in meeting 
requirements of the Immunization Law. 

Rationale: School efforts for improving immunization rates assist children who fell through the cracks in 
other systems. Most immunizations occur prior to kindergarten. Successful community-based strategies 
that improve immunization rates will ultimately reduce the amount of time and effort schools devote to 
immunization-related activities. 

• Public/private collaboration: Over 90% of immunizations are provided by the private sector in 
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Minnesota. This means physicians, clinic nurses, hospitals, and other immunization providers need 

accurate, timely, ongoing information about immunization issues. The MDH Immunization Hotline 

receives over 17,000 calls annually, mostly from health care providers with questions about the 

immunization schedule. In addition, local public health agency efforts to work with populations 

faced with barriers of cost, transportation, language differences, and lack of awareness of 

immunization requirements need to be coordinated with private sector activities. Federal funding 

was available in the early 90s to support local efforts in these areas. That funding is no longer 

available and MDH's federal grant is being reduced an additional 28% for 1999, limiting efforts to 

support collaborative efforts. Stable, ongoing funding for state and local public health immunization 

programs is needed to assure activities don't start and stop and providers become frustrated with a 

lack of support for their efforts. 

• Coordination of school and local public health efforts: Schools need to be involved with local 

public health agency activities to achieve higher immunization rates in the community. Local public 

health agencies need to be aware of school activities and challenges in monitoring compliance with 

the School Immunization Law. In many communities, this coordination already occurs. Other 

communities can learn from these successful efforts to build on mutual interests around 

immunizations. Opportunities to share successful strategies and develop closer collaboration is 

needed. 

• Continued development of community immunization registries: Immunization registries offer a 

cost-effective and efficient means of streamlining what is now a tedious, arduous, and staff-intensive 

task. Recent national data suggest registries manage immunization records at one-fourth the cost of 

clinics managing their paper records.4 Such a cost-benefit analysis supports the use of this powerful 

tool to improve and streamline the secure exchange of immunization records for school entrance. 

Community immunization registries gather information about the immunizations of children in a 

community. This information is available to parents, schools, and providers to identify the children 

needing assistance to be in compliance with the School Immunization Law, and provide accurate 

documentation for school records. In addition, the community immunization registry will help 

parents and providers improve immunization levels in infants and toddlers - the primary target group 

for immunizations. If children are immunized according to the recommended immunization 

schedule, schools will see a considerable reduction in time spent on activities related to the School 

Immunization Law. 

Community immunization registries are in the early stages of development, and most will not have 

complete records on 5- to 6-year-olds for several years. Also, they do not exist in every region of the 

state at present because they are created locally, based on local needs and resources. That means the 

benefits to all schools would not be realized for some time. Lastly, registries will not be able to 

assist with out-of-state or out-of-country transfer students until registries across the country are able 

to securely exchange information with each other. 

The work group believes the issues of consent and data privacy must be addressed to assure parents 

are appropriately involved in the decision to enroll their child in a community immunization registry 

and that the data must be used only for improving immunization rates. Legislation addressing these 

concerns is needed in the near future to assure the momentum of developing community 

immunization registries is continued. 

The work group supports funding for local public health efforts to develop community immunization 

registries, improve access to immunizations in their communities, and increase immunization levels -

particularly for infants and toddlers. The work group also recommends funding for the Minnesota 
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Department of Health to support efforts of local public health agencies, provide technical assistance to the development of community immunization registries, and assist schools in achieving compliance with the School Immunization Law. This is necessary to assure the immunization safety net is working in Minnesota. 

• Assistance to child care providers in meeting requirements of the Immunization Law: Although the work group recognized the contribution of child care providers in achieving high immunization rates and compliance with the Immunization Law, the work group did not have the time or information to adequately assess the needs of these providers or the children in child care. As children are increasingly cared for in locations in which they are in contact with many other children, the need for high immunization rates in infants and toddlers becomes even more important. The changing needs of child care providers, many of whom have little or no information about the immunization schedule and the requirements for assessing compliance with the immunization law, needs to be addressed in the near future. The work group recommehds the Minnesota Departments of Health, Human Services, and Children, Families, and Leaming develop a plan to address this unmet need. The departments will need to consult with community representatives as well as child care providers and parents as these needs are considered and possible solutions are developed. 

As new vaccines are introduced to the schedule or new populations are recommended for boosters of existing vaccines, schools may see their activities move in new directions or increase. The work group recommends this issue be continually evaluated. 

I. Lear JG. School-based services and adolescent health: past, present, and future. Adolescent Medicine: State of the Art Revealed. 1996;7(2): 163-180. 

2. Orenstein WA, Hinman AR, Williams WW. The Impact of Legislation on Immunization in the United States. In Hall R, Richers J. Immunization: The Old and the New, Proceedings of the 2nd National Immunization Conference, Canberra, May 27-29, 1991. Canberra, Public Health Association of Australia, 1992, pp 58-62. 

3. Institute of Medicine. The Children's Vaccine Initiative: Achieving the Vision. Washington, D.C.: National Academy Press, 1993. 

4. All Kids Count National Program Office, Resource Issues Relevant to Immunization Registries, August 1998. 
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Retrospective Kindergarten Immunization Survey, 1996-97 

- Goal 1 Goal 2 Goal 3 Goal4 Goals 
County/City 

Kindergarten 
% UTD* % UTD* % UTD* %UTD* % UTD* 

% UTD* 
Enrollment 

4Mos 6Mos 8 Mos 17 Mos 20 Mos 
24 Mos 

Aitkin 154 I 88 77 66 65 50 63 
Anoka 4,586 I 93 86 78 68 56 67 I 

Becker 377 87 77 66 55 50 67 
Beltrami 662 86 69 57 54 46 62 
Benton 555 93 85 74 68 59 73 
Big Stone 81 90 63 53 62 48 74 
Bloomington 987 93 86 80 70 53 65 
Blue Earth 786 96 88 82 78 70 80 
Brown 430 93 85 77 73 64 78 
Carlton 536 91 81 69 65 56 72 
c;arver 1,003 97 91 85 76 63 77 
Cass 414 86 70 55 51 49 63 
Chippewa 128 88 76 59 57 45 67 
Chisago 680 91 81 71 65 53 68 
Clay 718 91 81 71 63 55 65 
Clearwater 121 79 71 58 51 46 59 
Cook 56 98 88 73 66 57 75 
Cottonwood 173 85 68 64 57 49 65 
Crow Wing 786 89 78 66 62 54 69 
Dakota 5,488 95 89 82 72 63 76 
Dodge 268 90 81 68 64 53 66 
Douglas 434 87 75 63 59 49 67 
Edina 686 95 93 88 75 59 73 
Faribault 223 91 79 66 61 60 74 
Fillmore 351 83 73 64 58 64 72 
Freeborn 345 87 74 66 57 45 62 
Goodhue 643 92 84 73 64 57 73 
Grant 76 90 74 57 62 51 70 
Hennepin [not including Mpls.] 7,846 94 89 83 77 60 73 
Houston 304 95 85 77 64 57 75 
Hubbard 183 90 73 56 51 42 60 
Isanti 379 90 83 70 59 48 61 
Itasca 561 91 77 68 59 55 69 
Jackson 152 86 53 61 63 49 62 
Kanabec 195 89 74 61 54 43 57 
Kandiyohi 570 91 80 70 62 53 66 
Kittson 71 80 73 63 61 51 70 
Koochiching 232 86 74 59 47 45 60 
Lac Qui Parle 87 94 83 63 62 43 58 
Lake 142 87 75 59 58 44 61 
Lake of the Woods 60 95 78 53 62 33 73 
LeSueur 326 88 77 68 63 48 66 
Lincoln 43 88 77 67 54 63 72 
Lyon 425 94 81 69 58 54 74 
Mahnomen 97 88 77 67 68 56 64 
Marshall 136 92 81 I 65 59 43 64 
Martin 309 91 77 64 60 46 65 
Mcleod 537 89 76 61 59 49 I 65 i 

* UTD=up-to-date Minnesota Department of Health, December 3, 1997 Page 1 



Retrospective Kindergarten Immunization Survey, 1996-97 

Kindergarten 
Goal 1 Goal 2 Goal 3 Goal4 Goals 

% UTD* 
County/City % UTD* % UTD* % UTD* %UTD* % UTD* 

Enrollment 
4Mos 6 Mos 8Mos 17Mos 20 Mos 

24 Mos 

Meeker 283 89 75 64 63 49 67 
Mille Lacs 477 87 72 58 57 43 58 
Minneapolis 5,129 72 59 48 43 34 45 
Morrison 500 86 71 59 59 58 71 
Mower 483 85 72 55 52 48 65 
Murray 118 85 53 64 59 48 65 
Nicollet 197 94 88 79 76 67 77 
Nobles 282 86 59 68 67 61 73 
Norman 102 80 67 60 52 45 59 
Olmsted 1,703 94 89 79 79 70 81 
Otter Tail 697 93 81 71 60 42 58 
Pennington 173 88 72 53 47 38 57 
Pine 304 86 69 54 48 37 54 
Pipestone 194 94 79 67 59 52 71 
Polk 495 89 75 61 54 50 66 
Pope 125 86 73 58 54 41 59 
Ramsey [not including St. Paul] 3,190 94 88 80 74 65 78 
Red Lake 63 86 67 48 46 37 65 
Redwood 313 92 79 66 69 60 76 
Renville 169 90 77 64 68 59 74 
Rice 637 93 80 69 61 56 70 
Richfield 418 93 85 79 74 54 71 
Rock 130 93 90 78 72 68 79 
Roseau 282 83 67 50 58 37 64 
Scott 1,446 95 89 82 73 62 78 
Sherburne 1,212 93 85 74 69 57 70 
Sibley 209 86 75 63 64 60 69 
St. Louis 2,402 91 82 70 67 55 69 
St. Paul 4,811 78 64 54 53 43 57 
Steams 1,708 92 84 74 68 63 77 
Steele 533 87 80 71 64 57 71 
Stevens 120 89 82 67 53 51 65 
Swift 219 88 73 58 56 46 60 
Todd 295 87 71 55 55 41 60 
Traverse 55 78 58 47 49 42 60 
Wabasha 308 94 85 70 62 57 73 
Wadena 237 93 77 61 59 43 63 
Waseca 265 92 82 72 64 53 72 
Washington 2,596 95 89 81 75 65 79 
Watonwan 188 86 67 61 53 44 56 
Wilkin 110 83 69 54 52 41 54 
Winona 632 92 83 72 64 62 75 
Wright 1,454 92 84 74 67 56 71 
Yellow Medicine 106 86 75 65 59 50 71 
Statewide I 69,772 90 80 71 65 55 68 

* UTD=up-to-date Minnesota Department of Health, December 3, 1997 Page 2 



~'"' -- --~-•-· -' -~~-=~~~ 'VYPC?/WJ!?P!f/Jicf!"'YW!f(p>,v,7--~,,, 

Attachment C 

A 

Projected Costs of Schools for Implementation of the Minnesota School Immunization Law 

Based on Requirements for DTP/Td, Polio, MMR, and Hepatitis B 

B C I D E I F I G I H I I J I L I 
1 Record Review (1) Documentation Follow-Up (2) Immunization Follow-Up (3) 

~ Group Number of Percent No.of % given No. of No. of Total no. Percent needing No.of No.of 

~ Students Assessed Records follow-up Students contacts contacts follow-up students contacts 

4 ECSE: 0-2 yrs 2,800 100% 2,800 25% 700 1 700 19.8% 554 1 

5 ECSE: 3-5 yrs 11,100 100% 11,100 20% 2,220 1 2,220 18.0% 1,998 1 

6 Children entering kindergarten 71,000 100% 71,000 15% 10,650 2 21,300 15.0% 10,650 2 

7 Students entering grade 7 73,930 100% 73,930 30% 22,179 2 44,358 42.0% 31,051 2 

8 Transfer from within state - day #1 30,800 100% 30,800 25% 7,700 1 7,700 1.5% 462 1 

9 Transfer from within state - year 42,000 100% 42,000 25% 10,500 1 10,500 1.5% 630 1 

10 Transfer from out-of-state - day #1 11,600 100% 11,600 80% 9,280 1 9,280 50.0% 5,800 1 

M 

Total no.of 

contacts 

554 

1,998 

21,300 

62,101 

462 

630 

5,800 

11 Transfer from out-of-state - year 11,200 100% 11,200 80% 8,960 1 8,960 50.0% 5,600j 1 I 5,600 

12 Out-of-country transfers 4,400 100% 4,400 100% 4,400 2 8,800 98.0% 4,312L.:.__j 8,624 

14 Average cost per unit of activity: $3.00 $18.00 $18.00 

17 (1) Record review: physically reviewing records and determining whether student is in compliance or not (@$18/hr x 10 minutes/record) 

18 (2) Documentation follow-up: contacting parents, clinics, schools both in- and out-of-state, etc. to find student's record (@$18/hr x 1 hour/contact). 

19 (3) Immunization follow-up: making referrals, tracking three times for completion of series, getting info from clinics, assessing imm needs, 

20 contacting parents, etc. ($18/hr x 1 hour/contact). . 

21 (4) Records Management: completing AISR for MDH (@ $0.25/student record). 

22 Column B: rows 6, 7, & 16: 1997-98 enrollment and non-public based on the number requesting health services for 96-97; rows 8-12: 1994-95 enrollment data (public only) 

23 Column E: estimated 

24 Column I: I4-I6: 1996-97 retrospective kg imm study; I7: experience of state of Florida; I8 & I9: 1997-98 statewide imm status report to MDH. 
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