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§  Project Aim: simplify and standardize the pediatric vaccine 
administration process to improve clinician knowledge and safe 
administration behaviors leading to decreased errors 

§  Setting: Federally Qualified Health Center on the west side of 
Chicago 

§  Problem: vaccine-related errors (expired vaccine and wrong 
vaccine), as a consequence of the complex administration 
process, may lead to harm such as unknown disease vulnerability 
and will require costly revaccination 

§  Challenges:  
o  Difficulty obtaining organization’s vaccine administration policy/ 

procedure  
o  Postponed refrigerator delivery  
o  Certified medical assistants (CMA) lack of vaccine education 

and training 
o  Low frequency of pediatric immunizations during time of audits 
o  Competing CMA priorities and tasks  
o  Change in health center leadership 

§  Critical step early in process may increase likelihood of error 
more than other steps 

§  Continue process audits to determine success of this 
process improvement project 

§  Perform ongoing clinician education and SIM based training, 
competency validation, process audits, and real-time 
feedback to further increase compliance and promote 
sustainability 

§  Train CMAs to audit peers on process and skills 
competencies to foster a culture of continuous learning and 
patient safety  

§  Refine a reliable and efficient pediatric vaccine administration 
process ready to scale up at other sites in organization after 
process is sustained 

§  Create an interprofessional team at the health center to 
mitigate future issues and implement interventions 

§  Hand off project to next DNP student for continuous 
monitoring and improvement 

§  Immunization errors are predictable based on vaccine- and 
patient-related human factors (Bundy, Shore, Morlock, & Miller, 
2009) 

§  Systems change is necessary to reduce the incidence of 
predictable and preventable errors (Bundy, Shore, Morlock, & 
Miller, 2009) 

§  The introduction of a standard operating procedure positively 
affected the compliance to patient safety tasks with effects 
sustained for 1.5 years (Simons et al., 2014) 

§  An audit and feedback project yielded improvements in the 
percentage of compliance across the eight “rights of 
administration” criteria audited, with statistically significant 
improvements found in six of the eight (Munn et al., 2014)  

 

§  Compliant: clinician administering vaccine performs each 
of the 7 identified key steps of the process %/7 complete  

§  Audits conducted on administering clinician compliance 
with key measures of process post-implementation  

§  Zero vaccine-related errors when key measures are met 
§  100% compliant with most recent City of Chicago Vaccines 

for Children Program (VFC) audit of vaccine organization 
and inventory  
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What are we trying to 
accomplish?  

Model for Improvement 
(Institute for Healthcare Improvement, 2019) 

How will we know change 
is an improvement? 

What change can we make that 
will result in an improvement? 

Practice Problem 
 

“More commonly, errors are caused by faulty systems, processes, and 
conditions that lead people to make mistakes or fail to prevent them.” 

(Kohn, Corrigan, & Donaldson, 2000) 
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Vaccine Administration by CMA Audit Number  
(1 observation each data point)  

clinician education  
and SIM based  

training 

Goal for process is  
100% for all 7 seven 
steps of the process 
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