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I. Background 

1.1 Currently in Ireland primary immunisation consists 
of immunisation against diptheria, tetanus, pertussis, polio, 
measles, mumps, rubella and tuberculosis. 

1.2 There is great variability in the provision of 
immunisation in different areas in this country . Diptheria / 
tetanus, diptheria / tetanus pertussis and polio are provided 
by community medical officers at vaccination clinics and 
by general practitioners in their own surgeries. Some are 
offered on a sessional basis but the majority on an 
opportunistic basis. Payment to the general practitioner is 
either on a notional sessional basis, or. as a private fee
paying consultation with the patient. GMS patients are 
only covered for free immunisation when it is provided on 
a sessional basis. 

1.3 Measles vaccination and the recently introduced 
measles/mumps/rubella are intended to be provided 
almost exclusively by the general practitioner who is paid 
by his local health board on a fee-per· item basis, subject to 
returning the special notification forms. 

1.4 Rubella and tuberculosis heretofore were provided 
almost exclusively by the community medical officers· 
mainly through the schools medical service. Despite the 
introduction of MMR the current policy of rubella 
vaccination forgirlsaged 11 to 14and non·immunewomen 
will continue. This is considered an effective safety net and 
wi1l not be abandoned until there is evidence of sufficiently 
high uptake of MMR vaccine in young children throughout 
the country. 

1.5 . There is no national co·ordinated vaccination plan 
in Ireland and different systems obtain in each Health 
Board area. There is generally poor liaison between 
general practitioners, public health nurses and community 
medical offers. The service functions without accurate 
population figures, without any reeallsystem, without any 
ongoing media advertising or dissemination of patient 
information. Nor is there any system of scrutiny of the 
immunisation status of the child population. The currently 
stated uptake statistics are as follows - DT, polio and 
rubella, 75% to 85%, DPT, 40% and measles 50% to 55%. 

1.6 Apart from a small number of individual Faculty 
studies by a few general practitioners and limited area 
studies by some community area medical officers, there 
have never been objective studies to assess immunisation 
uptake or status nationally in Ireland. Hence, not only do 
we'not have any reliable statistics but we have no solid 
body of information to point up the short-comings or pit~ 
falls of the current system, either in tenns of co-ordination, 
education, notification, availability or accessibility. 

1.7 The aim of primary immunisation should be to 
achieve uptake figures as near to 100% as possible, If it is 
possible to achieve this internationally, eg US95%, Sweden 
93%, Norway 90%, Finland 83%, then we should reassess 
our strategy. 

1.8 The College welcomes the reeently introduced 
MMR immu nisation programme. In doing so, however, it 
is necessary to highlight grave short-comings in the 
programme which we feel are going to produce 
disappointing results in national up-take of the vaccine: 

(i) The Department of Health introduced this 
programme with undue haste giving general 
practitioners minimal notice of its impending 
introduction. Thiswas inadequate in giving general 
practitioners time to prepare themselves and their 
patients for the programme. 

(ii) (a) The national media campaign was 
inadequate. It was not sufficiently intensive 
initially and it was too short-lived. 

(b) It did not demonstrate forcibly enough 
that the MMR wasa completely new vaccine 
in addition to those already in existence. 

(c) It did not anticipate the inevitable 
confusion in some people's minds about 
another 3~in-l vaccine. 

(d) The campaign was too short and was 
stronges~ at a time when there were 
inadequate quantities of vaccine available to 
general practitioners. 

(e) At this point, early in 1989, vaccine is 
adequately available but there is little demand 
and little media coverage asa reminder tothe 
public of the programme. 

(iii) Another major fault with the programme 
was the lack of available MMR vaccine over the 
initial three-month period. Nationwlde infonnation 
from members of the College confirms this fact. 
The initial quantity of vaccine distributed to each 
general practitioner was grossly inadequate to meet 
demand. The immediate re-stocking of vaccine 
was not possible as most Health Boards received it 
on a sporadic basis and in inadequate amounts. 

(iv) The target population has not been fully 
identified. Without so identifying the target 
population the whole programme is on an unsound 
footing as there cannot be any accurate statistics as 
to who was not immunised. 

2. Strategy for change 

2.1 The special position of the general practitioner as a 
family doctor and the one at the primary interface demands 
that his should be the pivotal role in any primary 
immunisation system. 

2.2 A national primary vaccination policy should be 
developed which would indude a role for each of the 
interested parties, ie Department of Health, community 
medical officers, general practitioners, paediatricians and 
public health nurses. Statutory support should be provided 
to achieve its aims. To achieve adequate uptake is a major 
task that can only be realised if the task is approached on 
several fronts by all the interested health professionals, 
with co-operation, co-ordination and an agreed common 
purpose. 

There is evidence to suggest that when general 
practitioners provide vaccination in co-operation with 
community medical officers and public health nurses, 
results have been excellent. The idea of n national policy 
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for primary vaccination is not new. Recent publications 
demonstrate the excellent results achieved in West 
Germany, Canada and Czechoslovakia after the 
implementation of such a policy. The thrust of such a new 
policy in Ireland'should include the following: 

0) Encourageall the population to register with 
their family doctor. This is one way of identifying the 
target population. The target population must be 
accurately identified. and this is impossible to achieve 
without registering with a particulardoctor. Another 
method of identifying the target population is to 
have all births notified to the community care team, 
thus enabling the target population to be immunised, 
to be identified on a community basis. If at the time 
of notification, the mother's general practitioner's 
name is included on the form, then the Director of 
Community Care will have an accurate target 
population both on a community and general practice 
basis. 

(ij) We must then develop a proper notification 
and recall system. Once a child has been identified 
as part of the target population there should be 
agreed procedures within each practice for follow
up and recall where necessary. This can be achieved 
through a practice protocol, the use of age-sex cards 
and coding and the useof combined vaccination flow 
sheets in conjunction with the Director of Community 
Care. 

(iii) Recall of defaulters should be done either 
directly by the practice or through the Director of 
Community Care and where necessary, a visit by the 
public health nurse. The Director of Community 
Care could co-ordinate the health professionals, 
ensuring that the agreed national policy was being 
followed locally. He could also co-ordinate 
vaccination flow sheets, follow-up on the identified 
defaulters and compile the relevant statistics. It may 
be valuable to have local committees chaired by the 
Director of Community Care or the county medical 
officers with the power to ensure that the national 
policy is followed locally und to correct the deficits 
identified. Alternatively, consideration might also 
be given to the provision of funds or secretarial help 
to enable general practitioners carry out the same 
task locally. 

(iv) Lack of education among parents is another 
problem that needs to beaddressed. Patient education 
in the form of semi-continuous national media 
advertising and dissemination of vaccination leaflets 
at all levels of health services should take place. This 
message could be reinforced locally by the general 
practitioner and the public health nurse. 

(v) An agreed protocol should be drawn up for 
the education of health profesSionals, ensuring a 
sound basic knowledge of immunisation policy and 
the goals to be achieved. 

(vi) The use of a nutional combined obstetric 
card with a special section on vaccination advice to 
the mother during the antenatal period would be a 
good beginning and would certainly help to reinforce 
the message at a particularly attentive time for the 
parents. 

(vi i) The provision of a child health record booklet 
to each mother during the antenatal period, explained 
and reinforced by the doctor or nurse. This booklet 
should be along the lines of the one currently agreed 
and being piloted by the Health Promotio!' Unit. 

(viii)' Consideration might also be given to the 
introduction of a system whereby the vaccination 
record in this booklet should be used asa requirement 
for entry into primary school as currently obtains in 
the United States. This move would requirestatutory 
change and would probably not come about unless 
all other systems failed. 

Ox) Notification of vaccination records should 
be returned to the community medical officer·on a 
strictly monthly basis. In addition to the nonnal fees, 
consideration should be given to paying an incentive 
bonus to those doctors achieving greater than 90% 
uptake of their target population. 

(x) As is well known, there is great variability in 
the uptake achieved bydifferentgeneral practitioners, 
so it is of great importance to consider the possible 
reasons for this. 

(a) Circa 40% of general practitioners have 
no secretarial help, a definite drawback in 
executing any recall system or even returning 
vaccination records. 

(b) Some doctors have poor patient records 
and some have none at all. 

(c) Very few general practitioners have an 
age/sex register. 

(d) Few general practitioners can accurately 
count their practice population. 

These are some of the percei ved shortcomings of the general 
practitioner service in relation to immunisation. However, 
a more detailed and accurate analysis of the pitfalls of this 
service is urgently needed. If this were done perhaps more 
capital expenditure would be forthcoming to correct the 
situation. 

3. Conclusion 

3.1 The Irish College of General Practitioners recognises 
the fact that it does not currently have a sufficiently 
developed faculty structure to ensure that each of its 
members would implement the College 'national policy. 
However, the College is anxious to develop a successful 
national primary vaccination system that would include a 
role for each of the interested parties. Therefore we 
consider that the establishment of a national vaccination 
committee to produce an agreed future national policy is 
the most immediate priority. 

Prepa red by: 

Dr Seamus O'Beim (Chairman) 
Professor William Shannon 
Dr Michael O'Grady 
Dr Sean O'Brien 

Dr Martin White 
Dr Frank Dobbs 
Dr Fergus 0' Kelly 



SMITH KLINE AND FRENCH (IRELAND) LIMITED 
Smith Kline & French, a name synonymous with vaccination, 

has through its biological division Smithkline Biologicals 
produced the fOllowing records in the world of vaccines. 

\i 
Killed polio vaccine-

\i 
Live polio vaccine (PA 60/23/1 & 2) 

\i 
Rubella vaccine* (pA 60/42 1 & 2) 

> .• \i. 
Heat-stable measles vaccine* (PA 60/36/1) 

~ 
Varicella vaccine*-

G '11 ' 'd h \i . * . t' h t't' B' enetIca y engmeere uman vaccme agams epa 1 IS 
('Engerix B', PA 60/49/1) 

Providers of the meas es mum~s rubella vaccine 
(,Pluserix MMR' PA 60/50/1 & 2)to the Department of Health in Ireland, . 

Further information and full prescribing information on these vaccines is available on request from: 

• World's {irst commercial auailability. 

• Not available from SK&F in the 
Republic of Ireland. 

'SI<&F 
Smith Kline and French (Ireland) Limited 

Broomhill Close. Tallaght, Dublin 24. Tel: 517511 VC: ADOO(}.lE 
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