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CHAPTERl 
INTRODUCTION AND SUMMARY OF FINDINGS 

1.1 Introduction 
The following report comprises a primary research study conducted for the Office for Health Gain 
to contribute to the National Review of Immunisation / Vaccination Programmes. 

Two postal questionnaires were designed in conjunction with the Office for Health Gain (OHG) for 
Health Board General Managers and for health professionals. 

Questionnaire to General Managers 
The questionnaire for General Managers asked 63 questions in three sections on: 
A. Organisation and management of immunisation / vaccination programmes 
B. Materials management and administration of immunisation / vaccination programmes 
C. Their views 

This was sent to a total of 40 General Managers in the 10 Health Boards, of whom 35 were General 
Managers of Community Service Areas (CSA). The remaining 5 were either General Managers of 
Hospitals (and therefore the questionnaire was not relevant to them) or duplicates within a CSA. It 
was requested that questionnaires be returned in 2 weeks, although they were accepted for inclusion 
for an additional 8 weeks, making a total of a 10 week period within which questionnaires were 
accepted and have been included in this report. Following the original deadline, a follow up call 
was made to non-responders to request completion and return. Fifteen questionnaires were returned 
from General Managers. Of these, 1 did not return all three sections'. 

In the case of the Southern Health Board, as immunisation / vaccinations programmes are all 
regionally co-ordinated, 1 questionnaire was completed jointly for 5 General Managers. Therefore, 
15 questionnaires were returned on behaJfof 19 General Managers, a response rate of 54%. 

Given the disparate nature of immunisation / vaccination programmes it was necessary for the 
questionnaire to be as inclusive and flexible as possible and given the Review's brief, it was 
essential that it be comprehensive. Fulfilment of these aims led to a lengthy questionnaire and it 
was anticipated that it would be potentially necessary for General Managers to seek information 
from other members of staff for completion. 

Questionnaire to health professionals 
The questionnaire sent to health professionals asked 6 questions on: 
A. Their role and responsibility in immunisation / vaccination programmes 
B. Their views 

Of the 100 health professionals sent a questionnaire, 60 completed and returned them. Of those sent 
the questionnaire, 13 Specialists in Public Health made a joint submission, an overall response rate 
of73% from health professionals. 

Invitationfor submissions 
In addition, OHG issued invitations to the public and relevant organisations for written submissions 
to be made to the Review. Submissions made in response to the public invite are analysed 
separately to this report. Nine submissions were received from organisations which are included in 
this report. 

I Fourteen General Managers returned all three sections. Ooe returned sections A and B. 
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1.2 Summary of findings 

Organisation and Management of immunisation / vaccination programmes - Chapter 2 
A total of 42 regional level groups for vaccination I immunisation individual programmes and 23 
groups at Community Services Area (CSA) level were reported by respondents. In addition to this, 
three respondents stated there is either an umbrella steering group or groups for immunisation I 
vaccination overall, rather than for each programme. Regional chairs of programme groups are 
predominately Specialists in Public Health Medicine, with the remainder of regional groups chaired 
by Assistant Chief Executives, SAMOs, General Managers or Pharmacists. At CSA level, groups 
were reported to be chaired, in the majority of cases, by medical professionals. 

A considerable degree of variety exists in organisational arrangements for programmes. 
Respondents supplied details of 15 programmes where a CSA level group is in existence, and 
details of 33 programmes where arrangements other than groups are in place. 

Of the CSA level groups detailed by General Managers, SAMO and PHN membership is highest. 
Only one of the programme groups detailed involves a Specialist in Public Health Medicine, and no 
Health Promotion representation was reported. Follow up work for the groups is also chiefly 
conducted by SAMOs, and the minority of those appointed to this work were appointed prior to 
2000. Approximately half of these appointments were made to this work on a full I part time basis. 
Most CSA level groups meet quarterly and report to a General Manager. 

Where no CSA level group is in existence, the vast majority of programmes are managed by a 
SAMO. This management role entails information, vaccination, materials management, liaison, 
management, planning and organisation, uptake and best practice aspects of immunisation I 
vaccination programmes. 

Materials management arrangements for vaccines and administration of programmes - Chapter 2 
Clerical officers have a prominent role in ordering and receiving vaccines. Generally, Contracts for 
each vaccine are received and responsibility for stock control and compliance with supply quotas 
lies with the person responsible for ordering vaccines. With regard to records, a cold chain record 
is maintained in approximately half of cases, and details of quantities and expiry dates in almost all 
cases. 

In the majority of cases GPs or their representatives collect vaccines from one distribution point in 
the area In only a minority of cases are vaccines delivered to GPs by the Health Board. During 
collection and delivery, cool boxes and ice packs are the primary methods of maintaining the cold 
chain. Verification of maintenance of the cold chain does not appear to be rigorously conducted, in 
only a minority of cases do GPs or their staff sign or give a commitment to maintain the cold chain, 
nor is the temperature of vaccines on receipt signed for in the majority of cases. Responses suggest 
that responsibility for maintenance of the cold chain lies with the GP or GP staff member on receipt 
of vaccines. Details which are generally signed for by GPs and their staff on receipt of vaccines are 
collection, quantity, batch numbers and expiry dates. 

With regard to Health Board maintenance of the cold chain, various systems are in use in the 
different areas, such as thermostatic controls, alarms, locks and thermometers on vaccine fridges. 
There is a significant degree of variety between areas in the type of fridges in use. 

GPs are a primary discipline for administration of vaccine injections and Area Medical Officers 
(AMOs) also deliver a significant number of injections. Congruent with this, the GP surgery was 
reported to be the principal site for administering injections for children and the public, whereas for 
Health Board staff, Occupational Health are an important provider. 
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Public Health Nurses (PHNs) in particular playa key role in tracking and recording each individual 
child' s vaccination record and movement from area to area, providing and confirming a range of 
information. Forms are the principal source of primary information on children, rather than 
electronic transfer. 

Health Board generated correspondence to GPs and parents for children due vaccination or 
defaulting on vaccination varies considerably between area, vaccine and type of correspondence. 
There is no uniformity discernible between areas in the regularity or periodicity of this 
correspondence. 

Methods of identifying children who have not yet received all vaccinations due to them and 
tracking children between areas also depend heavily on PHNs. Other than PHNs, proactive 
methods of tracking children are in the minority. 

The neonatal BeG is carried out in approximately a third of maternity hospitals in the areas for 
which questionnaires were returned. The relevant eSA is notified of those discharged without BCG 
in just over half of the cases. Again, PHNs are important in identification of children who have not 
received BeG, but methods appear to primarily rely on parental identification / request. 

Finally, in terms of materials management, half of the General Managers reported that no quality 
control is in place for vaccination / immunisation programmes and time and number / type of staff 
dedicated to programmes is exceptionally disparate between areas. 

Involvement of professional disciplines in programmes - Chapter 3 
A range of professional disciplines, all Health Boards and the National Disease Surveillance Centre 
(NDSC) were represented in responses. Of those who responded, the majority of respondents were 
SAMOs and Specialists in Public Health Medicine and of respondents, 97% exercise a role and / or 
responsibility in vaccination / immunisation programmes. Seventy six percent of those involved 
have this involvement in writing as part of a job description / policy document. 

Of the health professionals who currently do not exercise any role / responsibility or whose 
discipline is only partially involved in immunisation / vaccination, 18% considered their discipline 
should have a new role / responsibility and an extended role / responsibility was considered 
appropriate by 71 % of respondents. Both their current involvement and proposed development of 
this is fully detailed in sections 3.2.1 and 3.2.2. 

Maximising confidence, improving communications andflXingfaults - Chapter 4 
Qualitative data from General Managers, health professionals and relevant organisations produced a 
series of broadly cohesive recommendations under eight headings. 

Media 
The importance of media in promotion of uptake was especially emphasised by respondents and in 
submissions. An ongoing media campaign utilising all forms of national, regional and local media 
such as television, radio and print was recommended. The aim of such a campaign would be to 
increase knowledge, highlight benefits and counter negative / false reports. Use of a variety of 
individuals, such as high profile expert advocates, health professionals and parents themselves in 
such a campaign was suggested. 

Information 
The importance of uniform information for all professional disciplines, congruent with that supplied 
to the public and parents and supporting / contained in any media campaign was considered by 
respondents and submissions to be key. 
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Information for the public and parents should contain facts about diseases which may be vaccinated 
against, and the risks / consequences of not vaccinating and the incidence of the disease. It is also 
vital to address parents' and the public's fears through debate and an informative, balanced 
response in order to enable informed decisions to be made. 

For health professionals, regularly updated information is requir~d (e.g. guidelines), and a rapid 
response system to be put in place to enable them to respond to patient / parent enquiries resulting 
from, for example, media scares. Professionals also expressed a vital need for information 
pertaining to changes in schedules to be conveyed to them well in advance of any changes in 
programmes. 

Communications 
Key faults in communications with parents / patients were identified by respondents and 
submissions as a lack of personal contact with them and insufficient promotion of vaccines to them. 
For professionals, current communications regarding programmes changes were stated to be 
inadequate, and that they are insufficiently enabled to respond to immunisation issues from parents 
and the media. This is considered to impinge on parent / patient / public confidence and therefore 
uptake. 

Respondents also identified deficits in communications with and between Health Boards and the 
various professional disciplines involved in vaccination / immunisation programmes. Links 
between local, regional and national levels should be strengthened to enable liaison and 
communication. 

A variety of methods of communicating with parents and the public were proposed, in both written 
and verbal formats, and in interactive situations (i.e. school lessons, medical appointments etc). For 
professionals, again, written and verbal, plus interactive formats (meetings, seminars, training days) 
were recommended. Opinions varied as to whether this would be more productive if multi
disciplinary or separately for each professional discipline, but existing professional channels should 
be used (i.e. ICOP, RCPI, etc). 

Information and communication support 
Three main suggestions were made for methods to facilitate information and communication for 
and with both health professionals and parents / the public. These were a dedicated help line, 
offering expertise and advice; a website; and a more open approach, which allows for fears to be 
raised and responded to with accurate, evidence based information. 

Planning and organisation of programmes 
Key faults in this area centred around the lack of standardisation and planning. A lack of clarity 
around roles and responsibilities and insufficient resources (particularly staff) were also stated to 
impinge on programme efficacy. 

Respondents and submissions emphasised a need to focus responsibility for planning and 
organisation within a national centralised body / department I unit and regionally through creation 
of specialised posts. 

Comments made concerning delivery of programmes noted inefficiencies arising from perceived 
confusion between providers, for example as to where a particular vaccine should be sought, and 
which are recommended. Opinions varied as to the efficiency of the school programme in terms of 
planning, organisation and delivery. 

6 



Information Technology (IT) 
Again, an absence of standardisation in this area was discussed by respondents and submissions as a 
key fault. Overall, IT systems currently used by all respondents were stated to be deficient. In 
particular, they were stated to be outdated, inflexible, of limited capability, complex, slow, costly 
and capable of fault (e.g. duplicate entries). Solutions were suggested in the forms of resources 
(including staff), prompt and local access, direct transferral of inf~rmation, computerisation of all 
aspects of progranunes and uniformity between Health Boards. . 

A further recommendation was for all children to have a unique identifier, enabling tracking and 
maintenance of accurate records. An efficient tracking system is considered crucial. 

Materials management 
General managers identified general weakness relating to the cold chain, handling, transportation 
and storage of vaccines. Quality control measures were suggested as a solution to these issues, also 
supported by health professionals who highlighted insufficient availability of vaccines prior to 
progranune commencement and an interrupted supply following commencement. Further, delivery 
of vaccines to health professionals was advocated, given the inefficiencies of the current system of 
collection by either the GP or a member of staff, using time and necessitating frequent journeys. A 
choice of vaccines and contract decisions based on wider criteria than cost would also be welcomed 
by health professionals. 

Professionals' involvement 
Respondents reported that weaknesses in professional involvement in vaccination I immunisation 
progranunes would be significantly ameliorated by the development of IT systems, improved 
communications and information, and planning and organisation, as outlined. Particular areas of 
discussion were the need for training (in advocacy, communication and media skills) and a smaller 
number of remarks made regarding the current payments system, which is reported to be a 
disincentive to professionals to participate in delivery of progranunes. Several solutions to this 
latter issue were proposed. 

Consumer involvement 
Comments on consumer involvement centred around the four main themes of dialogue, 
involvement, transparency and methods of increasing vaccine uptake. They build upon suggestions 
made with regard to information, communications, IT, planning and organisation and professionals' 
involvement. 

Respondents commented on the need for ongoing research into consumer views and reasons for not 
vaccinating, which should also incorporate frontline workers' input. It was suggested that greater 
willingness by health professionals to discuss fears would encourage consumer involvement. It was 
further recommended that consumers should be actively recruited for involvement in all stages of 
progranunes, including committees, evaluation, monitoring, planning and campaigns. 

Greater transparency in delivery of progranunes was also advocated, strongly linked with wider and 
more comprehensive information about vaccines, benefits and risks. Methods of facilitating this 
were proposed, such as a parent held child record, which was keenly recommended. Finally, a 
series of other suggestions designed to increase uptake were made. These included more options 
with regard to progranunes (e.g. the option of single vaccines, more convenient clinic times for 
working parents, alternative facilities), incentivising uptake, locating and targeting specific groups 
with low vaccine uptake and increasing awareness through methods other than the media or 
interaction with health professionals. 
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CHAPTER 2 
ORGANISATION, MANAGEMENT, MATERIALS MANAGEMENT AND 

ADMINISTRATION OF IMMUNISATION / VACCINATION PROGRAMMES 

2.1 Questionnaires to General Managers 
The questionnaires were sent to all General Managers, who are responsible for varying geographic 
areas. For example, within the ERHA, responsibility is divided into Community Service Areas 
(CSA), but in other Health Boards responsibility for immunisation in an area is divided by county, 
or immunisations may be organised regionally (e.g. the Southern Health Board). Given this 
disparity and for ease of reference, each returned questionnaire is referred to in the following 
analysis as a 'case' or as a 'respondent', each denoting an individual and distinct set of 
organisational and procedural arrangements. 

In total, IS questionnaires were returned from 32 General Managers. Of these, I did not return all 
three sections2

. The data is not representative of all Health Boards; as shown in Table I , no 
questionnaires were received from I Health Board, and I Health Board returned three 
questionnaires. Further to this, in the case of the Southern Health Board, as immunisation / 
vaccinations programmes are all regionally co-ordinated, I completed questionnaire responds 
jointly for 5 General Managers. Therefore, IS questionnaires were returned on behalf of 19 General 
Managers, a response rate of 59%, and a total of IS cases. 

Table I Health Boards of General Manager respondents 

ECAHB 3 
MHB I 
MWHB I 
NAHB 2 
NEHB 2 
NWHB I 
SEHB 0 
SHB I 
SWAHB 2 
WHB 2 (2 x section A; 2 x section B; I x section CJ 

There are several factors which may have contributed to this response rate and the relatively high 
number of missing or incomplete answers in returned questionnaires. The length and breadth of the 
questionnaire and the amount of time necessary to complete it (including probably seeking 
infonnation from other staff members or sources) are both potential deterrents. Exacerbating this 
was that it was necessary to conduct the questionnaire during the summer holiday season. Further, 
it appears that not all programmes under consideration by the Review are operational in every 
Health Board, leading to a number of missing answers where a response was not applicable, but 
possibly not indicated asuch by respondents. This is an area which should be investigated and 
documented for the Review. 

The number of valid responses to each question is given in brackets, e.g. (n.14), where there is one 
missing / invalid response from the IS cases for which sections A and B of the questionnaire were 
returned. 

l Fourteen General Managers returned all three sections. One returned sections A and B. 
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The small number of completed questionnaires and relatively high number of missing or incomplete 
answers in returned questionnaires has influenced the analysis and reporting of data3

• It was 
considered more valuable to collate organisation and management information and provide a 
concise overview of all programmes where appropriate, rather than report on each individual 
vaccination / immunisation programme or individual Health Board, as for some data this would 
entail details for a single programme for a single case being reported, which might potentially 
compromise respondent confidentiality in addition to bemg unrepresentative and therefore 
misleading. 

This chapter is concerned with: 
A. Organisation and management of immunisation / vaccination programmes 
B. Materials management and administration of immunisation / vaccination programmes 

2.1.1Regional and Community Services Area level programme groups 
General Managers were asked whether there is a regional level group and whether there is a 
Community Services Area (CSA) level group in their area for each programme. The number of 
respondents who stated there is a regional / CSA group in their area for vaccination / immunisation 
programmes is shown in Table 2. Please note the number of valid answers to each question is 
shown in brackets in each entry (n.). 

Table 2 Regional and CSA level groups by programme 

No. of Groups In existence (n.) 
Ree.ional level I!roup CSA level roup 

1 BCG 2 (n.6) 2 (n.8 
2 DTaP Polio, Hib MMR 6 (n.8) 4 (n.9 
3 Menlnl!ltis C 10 (n.lO) 7 (n.9) 
4 Hepatitis B 2 (n.7) I (n.8) 

5 year olds booster 4 (n.6) 4 (n.8) 
(DTaP MMR Polio) 

5 School Heafl BCG 2 (n.6) o (n.7) 
MMRCatcb Up 4 (n.8) 2 (n.7) 

2"" Level Td 2 (n.6) I (n.7) 

~ Adult 
Influenza Pneumococcal 8 (n.9) 2 (n.7) 

7 Hepatitis B 2 (n.9) o (n.8) 

As shown, respondents reported a total of 42 regional level vaccination / immunisation programme 
groups and 23 CSA level programme groups. As can be seen from Table 2, the Men C programme 
has the most regional and CSA level groups. With regard to programmes without individual 
groups, 2 respondents stated there is a regional level immunisation group and of these I respondent 
also reported a CSA level group for immunisation / vaccination programmes. This is not included 
in the figures in Table 2. A further I respondent stated that there is an umbrella steering group in 
operation in the respective Health Board (also excluded from Table 2). 

Respondents were also asked the professional discipline of the chair of the regional and CSA level 
groups in existence. Chairs of groups and the number of groups each discipline chairs are shown in 
Table 3. 

3 It has not been possible to calculate percentages due to the smail number of respondents without distorting the results. 
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Table 3 Discipline of regional and CSA level group chairs 

Regional level group 
(no. of chain) 

CSA level group 
(no. of chairs)' 

1 BCG Specialist in Public Health (2) 
SAMO (2) 

- Medical-(i) 
ACEO (I) General Manager (2) 

2 DTaP, Polio, Hib, MMR 
SE~ (I) SAMO(2) 
SAMO(l) GP (I) 
Specialist in Public Health (I ) Oir. PHN (t) 

ACEO(4) 
SAMO(4) 

Specialist in Public Health (2) 
Project Manager (I) 

3 Meningitis C 
General Manager (I) 

Medical & GP (I) 
Oir. PHN (I) 

SAMO(2) 
General Manager (I) 

4 Hepatitis B Specialist in Public Health (I) Medical (I) 
SAMO (I) 

SAMO(4) 
5 year olds booster General Manager (I) 
(DTaP, MMR, Polio) ACEO (I) 

General Manager (I) 

Specialist in Public Health (I) 
Medical (I) 

Heafl BCG 
SAMO(I) 

SAMO (2) 
5 School 

Specialist in Public Health (I) 
Specialist in Public Health (I) SAMO(4) 

MMRCatch Up SAMO (I) 
General Manager (I) 

General Manager (I) 

2" Level Td 
Specialist in Public Health (I) 

SAMO (I) 
SAMO (I) 
General Manager (I) 

General Manager (I) 

ACEO (3) 

6 Influenza Pneumococcal 
Public Health Specialist (3) SAMO (I) 

Adult 
Snr. Manager (I) Medical (I) 
Pharmacist (I) -

7 Hepatitis B 
Specialist in Public Health (I) 
ACEO (I) -

In the case of the regional level immunisation group and the eSA level group for immunisation / 
vaccination programmes referred to above, the chairpersons of these groups are a Public Health 
Specialist and a General Manager respectively. A further I respondent stated the regional group for 
all immunisation programmes is chaired by a SAMO. These are not included in Table 3. 

Table 3 shows Specialists in Public Health Medicine to be chairpersons for many regional level 
groups. At eSA level, where there appear to be fewer groups overall, SAMOs and other medical 
staff predominate. 

General Managers were then requested to complete one of two separate series of questions, 
depending upon whether a eSA level group exists for each programme, and so, in theory, returning 
seven complete series for the seven programmes. This was done with varying degrees of 
completion and complicated by there being, in some areas, the same organisational and 
management arrangements in place for two programmes. 

2.1.2 Arrangements/or programmes with a CSA level group 
The series of questions concerning programmes where eSA level groups are in existence was 
completed for 15 individual vaccination / immunisation programmes4 (n.15). 

• In this section, 2.1.2, the n. value denotes the nwnber of programmes for which a valid response was entered, rather 
than the nwnber of respondents. For example, I respondent may have completed the section for 3 programmes, 
whereas another respondent will not have completed the section for any programmes in operation in their area. 
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The composition of each of the programme groups is shown in Table 4 (n.14). SAMOs are 
involved in all groups, and PHNs in all but one. IT staff are included in 3 programme groups, and 
up to three administrative staff are involved in every programme group. There is GP representation 
on 3 programme groups, and General Managers on 5 programme groups. Only I of the programme 
groups detailed involve Public Health Specialists, and none involve Health Promotion staff. There 
is a considerable difference in the sizes of programme groups, the smallest reported contains 2 
members of staff, the largest group contains 17 staff. 

Table 4 Composition of programme groups (n.14) 

I. 2. 3. 4. S. 6. 7. 8. 9. 10. 11. 12. 13. 14. 
Public Health specialist 0 0 0 0 0 0 0 0 0 0 0 0 0 I 
SAMO 2 3 I I I 2 3 2 3 I I I I 3 
PHN 2 3 I I 0 4 3 3 3 2 I I 3 I 
GP 0 3 0 0 0 0 I 0 0 0 I 0 0 0 
General Manal(er 0 3 0 0 0 0 2 0 2 0 I 0 I 0 
IT staff 0 0 0 0 0 0 I 0 I 0 0 0 0 I 
Administrative staff I 3 I I I 2-3 3 2-3 3 I I I 2 I 
Healtb Promotion 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Otber 0 2 0 0 0 0 0 1-2 0 0 I 0 3 I 
Total 5 17 3 3 2 6-7 13 8-10 12 4 6 3 10 8 

Other personnel involved in programme groups were (in brackets, the number of other group 
members): 
~ Community care pharmacists (J) 
~ Vaccine co-ordinator (I) 
~ AMOs with special responsibility for immunisations (4-5) 
~ Parent representative (I) 
~ Primary care unit manager (J) 

Figure 1 Discipline of person nominated for group's follow up work (n.lS) 

Respondents stated that for all programme 
groups for which this series of questions were 
completed there is a nominated person 
responsible for foHow up co-ordination and 
management work of the group (n.15). For 
the majority of programmes the professional 
discipline of this nominated person is a 
SAMO (13), for 1 it is a General Manager and 
for the remaining 1 programme group the 
person responsible is a project manager 
(n.15), as shown in Figure I. 
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Figure 2 Year of appointment of person responsible for group's follow 
up work (n.IS) 

Respondents were also asked when this person responsible for 
follow up and management work was appointed and whether this 
appointment entails full or part time work for the group. In the 
majority of programmes (10) the appointment had been made in 
2000, in I case in 1999, in 3 cases 1998, as well as I person who 
was reported to be appointed in 1984 (n.15), as displayed in 
Figure 2 

Figure 3 Reporting relationship of person responsible for group's follow up work (n.14) 

I r---~~------------~------------~~~~~~~~~ 
7 

6 

I 5 
'8 4 

i. 3 
2 

o .f.--
_ •• CbiofEx_iv. Direclor ofPuIlIic HeoIIb Project Co-orcliallor 

Reponia.relalioalbip 

Of these appointments, as show in Figure 3, in the majority of cases the person responsible for 
follow up reported to the General Manager (7) (n.14). Of those who did not report to the General 
Manager, S reported to the Assistant Chief Executive, I to the Director of Public Health and I to the 
Project Co-ordinator / Manager. In 7 programmes this person had been appointed to this follow up 
work for the group on a full / part-time basis, and in the remaining 8 (s)he had not (n.15). 

Where there is a CSA level group in existence and there is a person nominated to be responsible for 
follow up co-ordination and management work of that group, General Managers were asked to give 
a summary job description of this person, for each individual programme (n.5). These job 
descriptions were stated to include the following features: 
~ Group chair 
~ Delegation of tasks 
~ Circulating all documentation to relevant parties 
~ Timely implementation of group decisions 
~ Supporting and presenting to group 
~ Report drafting 
~ Drawing up management plans for programme delivery 
~ Promoting and planning implementation programme (including new vaccines) 
~ Co-ordinating (e.g. operational tasks) 
~ Communication / liaison with other relevant agencies and Health Board departments 
~ Implementing nationally agreed policies 
~ Pre-vaccination counselling 
~ Providing and disseminating information to GPs and consumers (including material and posters) 
~ Improving uptake 
~ Stock control 
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Figure 4 Frequency of meetings of CSA groups (n.13) 
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As evident from Figure 4, there is considerable variety between programme groups with regard to 
frequency of meetings, quarterly being most common. Of the 15 completed series of questions 
where CSA level groups do exist, I meets fortnightly, I monthly, I bimonthly, S quarterly, 2 
biannually, 2 annually and I as necessary (n.13). 

Where respondents indicated there is a CSA level group in existence, they were requested to give a 
brief outline of the roles and responsibilities of the group for each individual programme (n.7). 
Collectively, these roles and responsibilities were stated to be: 
~ Planning 
~ Co-ordinating 
~ Implementation 
~ Management 
~ Agreement of strategy 
~ Monitoring of programme 
~ Collation of relevant statistics 
~ Audit of vaccination programme 
~ Improving uptake 
~ Dealing with operational difficulties 
~ Briefings on new developments 
~ Improving communication 
~ Agreeing adequate staffing levels 
~ Drawing up best practice protocols 
~ Ensuring nationally agreed objectives are implemented at local level 
~ Identification of and provision for target groups 
~ Ensuring that all heaJthcare staff are offered vaccination 
~ Organising vaccination sessions for staff as necessary 
~ Ensuring best practice protocols / procedures are followed 

2.1.3 Arrangements/or programmes without a CSA level group 
Of the series of questions to be completed where no CSA level group is in existence for 
programmes, 33 were completeds. This series requested details of organisational arrangements for 
each programme. Nine respondents provided this information, where appropriate, for the various 
33 programmes. Overall, responses to this question incorporated organisational details which were 

, In this section, 2.1.3 , the n. value denotes the number of programmes for which a valid response was entered, rather 
than the number of respondents. For example, I respondent may have completed the section for 3 programmes, 
whereas another respondent will not have completed the section for any programmes in their area. 
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specifically asked about later in the questionnaire, such as which professional discipline administers 
the injection, the (geographic) location in which it is administered (e.g. GP surgery, clinic), which 
staff are responsible for each programme and if defaulters are followed up. Given that the details 
contained therein are analysed elsewhere in this report, data from this question will not be 
duplicated by further analysis here. 

Where there is no CSA level group in existence, the roles. and responsibilities of the person 
managing the programme were given by 7 General Managers. Two General Managers stated these 
were as per job descriptions. Collated roles and responsibilities outlined by respondents are listed 
in Table 5. 

Table 5 Roles and responsibilities of person managing programmes 

Role Responsibility 
Information • Composes written information for parents 

• Acts as a resource for parents / members of the public who have queries in relation to 
immunisations 

• Prepares and disseminates relevant information for GPs and other health professionals 
involved in delivering immunisation programmes 

• Acts as a medical resource for personnel, admin and health professionals involved in 
delivering immunisations 

Vaccina tion • Ensures vaccinations are carried out 

• Pre-vaccination counselling and advice on same 

• Carries out vaccination (including on request) 
Materials • Ensures supply is adequate 
management • Administration (including ordering of vaccine, stock control of vaccine and distribution 

of vaccine) 
Liaison • Liases with hospital management, GPs, Snr PHNs, admin officers, SAMOs, 

management services, central purchasing, distribution centres (pharmacies), Department 
of Public Health, GMS Payments Board 

• Obtains name of new entrants to school 

• Arranges visits 

• Communicates with heads of discipline on a regular basis 

• Co-ordinates programmes at CSA level 

• Represent SAMOs and AMOs at immunisation steering group 

• Represents the Health Board at national level 

• Correspondence 
Management • Briefing of new clerical officers 

• Induction of AMOs 

• Organising training as required 

• Budgeting 

• Oversee guidelines / procedures 

• Sets protocol 
Planning and • Planning, co-ordinating and implementation of programme 
organisation • Keeps a register of all those vaccinated 

• Record keeping and follow up as necessary 

• Gives individuals a record of their own immunisation status 

• Works with immunisation co-ordinator in implementing and monitoring immunisation 
policies 

• Co-ordinates all immunisation developments across all areas 

• Ensures the implementation of the policies of the various steering groups 

• Ensures uniformity and cohesion between the CSAs 

• Attends all steering group meetings and acts as secretary 

• Collection of returns 
Uptake • Monitors and reports uptake 

• Identifies and addresses barriers to uptake 
Best practice • Updates and maintains the guidelines 

• Ensures adherence to guidelines 
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2.2 Materials management arrangements for vaccines and administration of 
programmes 

2.2.1 Ordering and receiving vaccines 
In 6 cases, a Grade ill clerical officer orders all vaccines (2 respondents stated this person is under 
the supervision of a Grade V / VI). In 2 cases, Grade N clerical officers, in 1 case, a Grade VII 
clerical officer, and in a further 1 case a clerical officer (grade unspecified) orders all vaccines. In 1 
case, ordering vaccines is done by two members of staff, a Grade ill clerical officer and an assistant 
staff officer Grade N . In I case, responsibility is divided among three staff categories: a 
pharmacist, AMOs and a Grade ill clerical officer. In only I case are all vaccines ordered by 
pharmacists. In a further 1 case ordering is done by PHNs and a Grade ill. This is summarised in 
Table 6. (n.l1) 

Table 6 Staff ordering and receiving vaccines (n.1I) 

No. of cases Staff category I erade Type of vaccine 
6 (2 x supervised by Grade III All 
Grade V I V'l) 
2 Grade IV All 
I Grade Vll All 
I Clerical officer (grade unspecified) All 

I 
Grade III BCG, DTaP, polio, Hib, MMR, Hep B 
Asst Staff Officer Grade IV Men C, influenza and pnewnococcal 
Pharmacist and AMO DTaP, polio, Hib and MMR 

I AMO Influenza, pnewnococcal and BCG 
Grade Ul clerical officer and AMO MenC 

I Pharmacist All 
I 2 PHNs' I Grade IU All 

Clearly clerical staff have a prominent role in this aspect of programmes and in the majority of 
cases, all vaccines are ordered by the same individual(s). 

Figure 5 Contracts received by those responsible for ordering vaccines (n.13) 

As shown in Figure 5, a copy of the Contract for each 
vaccine is received by each person responsible for 
ordering vaccines from the suppliers (n.13): 

.AlMys 

.lJIuoIIy 

Always in 8 cases 
Usually in 5 cases 

Figure 6 Responsibility for keeping running balance and 
ensuring compliance (n.14) 

As Figure 6 shows, with regard to keeping the 
running balance of orders and ensunng 
compliance with supply quotas allocated 
(including where a contract is split between two 
suppliers), in almost all cases the person ordering 
vaccines is responsible. In only 2 cases, the 
person ordering vaccines is not responsible for 
these (n.14). 

2 
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General Managers were asked what the roles and responsibilities of the person ordering vaccines 
are (n.13). Those stated by respondents were broadly similar and are collectively as follows: 
• Ensuring Contracts are adhered to 
• Ensuring requisitions are received before ordering 
• Completion of F 1 stock control form 
• Maintenance of distributed vaccines records 
• Maintenance of received vaccines records (batch numbers, expiry dates) 
• Liaison with professional disciplines regarding stock requirements 
• Monitoring and maintaining adequate stock levels 
• Disposal of out of date vaccines 
• Ensuring maintenance of cold chain 
• Preparation of vaccines for collection 
• Inputting immunisation data received from GPs 
• Ensure payments (including preparation of GP payment) 
• Issuing invitations to parents / guardians 

In all cases the person who receives vaccines once ordered is a member of clerical staff (n.14). 

2.2.2 Records maintained by tile person responsible for receiving vaccines 
General Managers were asked a series of questions concerning records and their maintenance. 
They were requested to indicate whether certain procedures occurred always, usually, sometimes or 
never and this is represented in Figure 7. The Cold Chain Record is checked on receipt of vaccines 
(n.I3): 
• Always in 7 cases 
• Usually in 2 case 
• Never in 4 cases 

The quantity of vaccines received is always checked ill 14 cases (n.14). Batch numbers are 
recorded when receiving vaccines (n.13): 
• Always in 12 cases 
• Never in I case 

Whether the person(s) responsible for receiving the vaccines has satisfied himlherself that expiry 
dates are adequate is recorded (n.I3): 
• Always in 12 cases 
• Never in I case 

Figure 7 Records maintained by tbe person responsible for receiving vaccines (0.13) 
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While in approximately half of the cases the 
Cold Chain Record is checked on receipt of 
vaccines, quantity of vaccines received is 
always checked and batch numbers and expiry 
dates almost always in almost every case, as 
shown in Figure 7. 
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2.2.3 Supply o/vaccines to GPs 
Figures 10 to 12 show that in the majority of cases, GPs or their representatives collect vaccines, 
from, again the majority of cases, I distribution point in the respondent's area and that vaccines are 
always delivered to GPs in only I case, and never delivered in 9 cases. 

GPs or their representatives collect vaccines in Figure 8 GP collection of vaccines (n.14) 
most cases (Figure 8) (n. 14): 
~ Always in 9 cases 
~ Usually in 2 cases 
~ Sometimes in 3 cases 

The number of distribution points stated by 
respondents from which GPs or their 
representatives can collect them are displayed in 
Figure 9 below and are as follows (n.13): 
~ 8 respondents stated there is I distribution point 
~ I respondent stated there are 2 points 
~ I respondent stated there are 3 points 
~ 2 respondents stated 6 points 
~ I respondent stated 13 in the region 

.AhooIy • 

• u..uy .--

Clearly, the majority of Health Boards only have one point form which vaccines may be collected. 

Figure 9 No. of distribution points for collection of vaccines by GPs or the representatives (n.13) 

No. of~ 

Vaccines are delivered out to GPs, as displayed 
in Figure 10 (n.l4): 
~ A Iways in I case 
~ Usually in I case 
~ Sometimes in 3 cases 
~ Never in 9 cases 

Where vaccines are delivered out to GPs the 
method of distribution is by (9 not applicable; 
n.14): 
~ Health Board deliveries (3 cases) 
~ Private contractor (I case) 

Figure 10 Delivery of vaccines out to GPs 
(n.14) 

~ Courier or by Health Board staff in an emergency (I case) 
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Table 7 shows the frequency of delivery of vaccines. In the majority of cases vaccines are not 
delivered to GPs, and the minority of cases where they are delivered, this takes place on either a 
weekly or monthly basis. There are also a small number of examples where vaccines are delivered 
on request. 

Table 7 Delivery of vaccines to GPs and frequency of delivery . 
Fre~ uen~ of delivery 

On 
Other Not (n.) 

Weekly Fortnightly Monthly (please delivered 
request specify) 

1 Neonatal BCG 10 n.IO 
DTaP I 2 7 n.1O 

2 
Child- Polio I 2 7 n.1O 
hood Hib I 2 7 (n.IO) 

MMR 1 2 7 (n.10) 
3 Menin2itis C I 2 7 n. 1O 
4 Hepatitis B I 9 n.1O 

DTaP I 2 7 n.1O 
booster Polio I 2 7 (n.IO) 

5 
MMR I 2 7 (n.IO) 

ScboolMMR I I 8 n.lO) 
Second level Td I 9 n.IO 
Heaf/BCG 10 n.IO 

6 
Influenza I 2 8 n.1I 

....,- adult Pneumococcal I 2 8 (n.ln 
Hepatitis B 2 7 (n.9) 

Of the three responses concerning other arrangements for supply of vaccines to GPs, all stated that 
vaccines are made available from local depots / health centres for the convenience of GP collection 
(n.3). 

General Managers were asked to specify how the cold chain is maintained during collection and 
transport by GPs or delivery to GPs. Cool boxes and ice packs are the primary methods, used in all 
cases (n.13). Except in 1 case, vaccines are not issued without these, but depending on the area, the 
boxes and packs may be supplied by either the Health Board or the GP. In 1 case it is at the doctor 
or his / her staff's discretion if the cool box is used as most GPs in this case have a short distance to 
travel back to the surgery and so some GPs carry vaccines in ordinary bags. In a further 1 case, 
although cool boxes are used, the respondent stated no checks are made on ice packs. In I case a 
delivery time of under 1 hour assists in maintaining the cold chain, and in another case the driver 
places a temperature probe in the cool box (n.13). 

Respondents were asked how maintenance of the cold chain during collection and transport is 
verified (n.11): 
~ 4 respondents stated it is not verified 
~ 2 respondents stated the temperature is checked and monitored, but not by whom or the method 

used 
~ In 2 cases a thermometer is used 
~ In 1 case a temperature probe produces a printout which is logged into the computer on the 

Health Board driver's return 
~ In 1 case the temperature is checked prior to transport and prior to use 
~ In 1 case the cool box is examined 
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With regard to details of vaccines which are signed for on delivery, the stock is generally signed for 
on collection, as is the quantity and the batch numbers, as displayed in Figure II. Expiry dates are 
also always signed for in the majority of cases. 

Figure 11 Details signed for on receipt of vaccines 

Expiry .... 
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In 5 cases, GPs generally sign on delivery of vaccines, and in 12 cases GPs generally sign on 
collection (n.l4). GPs or a member of his / her staff sign on collection or delivery that the 
temperature of vaccines is correct on receipt (n.14): 
• Always in 2 cases 
• Usually in 1 case 
• Never in 11 cases 

The GP or a member of staff signs on collection / delivery for the quantity received (n.13): 
• A lways in I 0 cases 
• Usually in 1 case 
• Sometimes in 2 cases 

The GP / staff sign on collection / delivery for the batch numbers (n.13): 
• Always in 9 cases 
• Usually in 2 cases 
• Sometimes in I case 
• Never in 1 case 

The GP or staff sign on collection / delivery that they are satisfied that expiry dates are adequate 
(n.13): 

• Always in 8 cases 
• Usually in 1 case 
• Sometimes in 1 case 
• Never in 3 cases 

2.2.4 Cold chain l1Ulintenance 
Also displayed in Figure 11 are the number of cases where GPs sign or give a commitment to 
maintain the cold chain (n.12). This is done: 
• Always in 2 cases 
• Sometimes in 1 case 
• Never in 9 cases 

OP maintenance of the cold chain is monitored in various ways, although of the 12 responses, I 
stated it is difficult to monitor, although spot checks have been conducted. In a further 1 case, it 
was reported to be unmonitored. Monitoring methods which are used and the number of cases in 
which they were stated to be used by respondents are displayed in Figure 12 and are (n.12): 
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~ In 2 areas, collection dockets are examined and recorded, and audits carried out 
~ ) area holds 'written records' 
~ In 3 areas the F2 stock fonn, on which batch nwnbers and expiry dates are recorded, is signed 

by GPs on receipt of vaccines 
~ In 1 area, thennometers are used to monitor 
~ In) area GPs and their staff are reminded to maintain the cold chain 
~ Regarding written protocols, 1 respondent states monitoring is conducted 'as per the primary 

immunisation programme agreement' 
~ In 1 case clerical officers have written protocols which are followed 

Figure 12 Monitoring of cold cbain maintenance (n.12) 
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All responses to this 
question suggest 
monitoring of the 
cold chain prior to the 
GP receiving the 
vaccine is conducted, 
but do not detail 
monitoring methods 
used by Health 
Boards once the GP 
has recei ved the 
vaccille. 

As one respondent states ' once vaccines have been accepted by the GP it is their responsibility to 
oversee the cold chain'. As shown in Figure 12, there are a considerable variety of methods used. 

Figure 13 Systems of cold chain maintenance used (n.12) 
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Similar arrangements, as displayed in Figure 13, were outlined by each General Manager for 
storage of vaccines to comply with the cold chain in their area, (n.12). There is frequently more 
than one system in place to maintain the cold chain: 
~ In 9 premises operated directly by the Health Board fridges are thennostatically controlled 
~ In 5 cases, when the temperature of a vaccine fridge exceeds or falls below the pre-set 

temperature range, an alarm is triggered 
~ 2 respondents stated fridges are locked 
~ 7 that fridge thennometers are checked regularly 
~ In 5 cases the temperature was also stated to be recorded 
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2.3.5 Health Board storage of vaccines 
General Managers were asked to provide the details (make, model, capacity) of fridges for each 
vaccine stored. The full responses given in each case are included in Appendix 1. Almost all 
respondents state that all or a variety of vaccines are stored in one fridge (n.l3). 

Figure 14 Number of fridges iD Healtb Board premises (0.13) 
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The number of fridges in each case are shown in Figure 14 and responses are, in summary: 
~ Only 1 case has a walk in cold room 
~ Fridge sizes vary between cases, as do the number of fridges 
• The minimum number of fridges is 1 and the maximum is 9 
• In 1 case there is 1 fridge 
• In 4 cases there are 3 fridges 
~ In 3 cases there are 4 fridges 

• In 1 case 5 fridges 
~ In I case 6 fridges 
~ In 2 cases 8 fridges 
~ In 1 case 9 fridges 

Clearly, arrangements vary considerably between cases. 

2.2.6 Administration of vaccine injections 

9 

Respondents were asked which professional discipline gives the vaccine injection in each 
programme and to indicate as many disciplines as applicable (full data is shown in Appendix 2). 
The primary discipline for administering the injection for each programme is as follows: 

• BCG-AMOs 
• DTaP, Polio, Hib, MMR - GPs 
~ Meningitis C - GPs / Special vaccination team doctors 
~ Hepatitis B - GPs 
• 5 yr booster (DTaP, MMR, Polio) - GPs 
~ Heaf / BCG - AMOs 
• MMR catch up - AMOs 
~ 2nd level Td - AMOs 
~ Pneumococcal - GPs 
• Influenza (staff) - AMOs / Occupational Health nurses 
~ Influenza (high risk - non-staff) - GPs 
• Hepatitis B (staff) - AMOs / Occupational Health nurses 
• Hepatitis B (high risk - non-staff) - GPs 
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GPs clearly playa major role in administering the injections to the public for all vaccines except for 
Heaf / BCG. With the exception of BCG, the 5 year booster and staff vaccinations, GPs are the 
main discipline for administering the vaccine injections6

. 

As would be expected from this finding, the GP surgery is the principal site for administering 
injections to children and adults, confirming the above. The primary site for each injection is as 
follows: 

~ BCG - health centre 
~ DTaP, Polio, Hib, MMR - GP surgery 
~ Meningitis C - GP surgery 
~ Hepatitis B - GP surgery 
• 5 yr booster (DTaP, MMR., Polio) - GP surgery / school 
• Heaf / BCG - school 
• MMR catch up - school 
• 2

nd 
level Td - GP surgery / school 

• Pneumococcal - GP surgery 
• Influenza (staff) -health centre 
• Influenza (high risk - non-staff) - GP surgery 
~ Hepatitis B (staff) - health centre 
• Hepatitis B (high risk - non-staff) - GP surgery 

Occupational Health is a key centre for staff injections. Contractors are used in 4 cases to 
administer staff influenza injections. 

2.2.7 Tracking and recording 
PHNs in particular playa key role in tracking and recording each individual child' s vaccination 
record and movement. 

Respondents were asked where each child' s details are obtained from for the vaccination 
programme (n.l4). In 13 cases the Statutory Birth Notification to MOH (white) fonn supplies them 
and in 5 cases these details are obtained from the perinatal (yellow) fonn. In 8 cases electronic 
transfer supplies these details, and in 4 cases cited other sources. These were the validation form (1 
case); the PHN (2 cases), and from the school (3 cases). This data is represented in Figure 15. 

Figure 15 Sources of each child's details for the vaccination programme (n.14) 
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PHNs, as would 
be expected, are 
also a key source 
of different types 
of infonnation 
on the child. 

6 As discussed, the high number of missing answers for this question seems due at least partially to a vaccination / 
immunisation programme not being operation (e.g. 2"" level Td, Heaf BeG) in a Health Board area. 
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In all cases, PHN s are a source of information on 
children. Respondents stated PHNs provide / 
confirm information on children (n.14): 
~ Always in 3 cases 
~ Usually in 5 cases 
~ Sometimes in 6 cases 
This is also displayed in Figure 18. 

General Mangers were asked what specific 
information is generally provided / confirmed by 
PHNs on each child. Each type of information is 
provided / confirmed in approximately half of the 
cases. Responses are displayed in Figure 17 and 
were as follows: 
~ The child's name is provided in 8 cases (n. 14) 
~ The child's address is provided in 8 cases (n. 13) 
~ The child's GP is provided in 7 cases (n. 13) 
~ The mother's name is provided in 7 cases (n. 13) 
~ The father' s name is provided in 5 cases (n. 13) 

Figure 16 Frequency of provision I confirmation 
of information by PUNs 

~ A phone contact number is provided in 6 cases (n. 13) 

Figure 17 Type of information provided I confirmed by PUNs by number of cases 
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Types and sources of information on each child other than the PHN were stated by respondents to 
be (n.4): 
~ Child' s place of birth (I) 
~ Whether the child is still alive (I ) 
~ The school (2) 
~ GP claim form (I) 
~ Social worker (I ) 
~ R1CHS (I) 

General Managers were requested to provide information on notifications to GPs and parents of 
children due for vaccinations and reminders to GPs and parents if these vaccinations are not 
received by the child. It was asked what the age of the child is when this correspondence is issued, 
including lists to GPs of children due for vaccination and of children who have not started or 
received their full vaccination course (n.ll). 
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Responses to this question varied, and although in some cases respondents indicated that lists I 
correspondence is issued, the age of the child was not always entered. In some instances that the 
list I correspondence is Sent out was simply confirmed, and in other instances the regularity with 
which it is sent out was given instead. It has therefore only been possible to describe each type of 
correspondence by the number of cases where such correspondence is sent, as shown in Table 8, 
which is shown to vary in level between type and programme. Full data for this question is shown 
in Appendix 4. 

Table 8 Correspondence issued 

5 4 4 5 

5 9 10 8 

nol started or 
4 2 2 5 3 

As shown in Table 8, in the majority of cases lists of children due for vaccination are not issued to 
GPs. Notification to parents of their child(ren) being due for vaccination varies between vaccines. 
Although in 7 cases the DTaP I Polio I Hib I Men e 1 $I vaccination injection is sent, in only 2 cases 
is notification sent to parents for the second and third injections. While 9 respondents state parents 
are notified of the child being due for the MMR, in only 4 cases is similar notification sent for the 5 
year booster injection. 

Lists to GPs of children reco=ended vaccination who have not started the course are sent in 5 
cases for the first DTaP I Polio I Hib I Men e injection and the MMR. For both the DTaP I Polio I 
Hib I Men e second and third injections, 4 respondents state such lists are sent to GPs, and in only I 
case is this list sent for the 5 year booster. 

Lists are sent to GPs of children who have not received the full vaccination course in 5, 9 and 10 
cases for the DTaP I Polio I Hib I Men e first, second and third injections respectively. Eight 
respondents state it is sent out to GPs for children who have not completed the MMR course, and in 
only one case is such a list sent to GPs for the 5 year booster. 

Reminders to parents of children who have not started I completed courses are sent in 4 cases for 
the first DTaP I Polio I Hib I Men e injection, and in only 2 cases for the second and third 
injections. Five respondents state reminders are sent to parents of MMR defaulters, and 3 
respondents state such correspondence is sent for the 5 year booster. 

General managers were asked if there are any other methods used to track children who have not 
yet received all vaccinations. Responses to this detailed identifying children and tracking them 
from eSA to eSA. Identifying children, again, primarily uses mainly PHNs. Specifically, in terms 
of ensuring that a child has received all vaccines, 7 respondents stated that during home visits PHNs 
advise parents. One respondent stated that the GP will also advise and in 4 cases correspondence to 
the PHN or the Director of Public Health Nursing notifies of defaulters (3 cases) or a child leaving a 
GP practice (1 case). Four respondents stated that developmental clinics are also used as an 
opportunity to advise parents, and a further I that parents themselves are a method of tracking 
children who have not yet received all vaccinations (n.ll). This is displayed in Figure 18. 
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Figure 18 Other metbods used to track children who have not yet received all vaccinations (n.1 1) 
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In terms of tracking children, only three respondents stated methods of doing this. One respondent 
slates that child welfare records are forwarded to the relevant CSA; 1 respondent slates that the 
dalabase would be checked, and in another case other areas' records would be checked. Two 
respondents slated that no further methods are used. 

Thirteen respondents slated that children who move into or out of the area are usually kept track of. 
(n.13). As Figure 19 shows, again, PHNs playa key role in methods of tracking children who move 
into or out of the area. Methods of tracking, and the number of cases in which these are used are as 
follows (n.14): 
• In 10 cases, PHNs (including Snr PHNs) notify the CSA, 
• In 1 case the CSA notifies the new PHN 
• 6 respondents slate the GP notifies the CSA 
• 5 cases use parental notifications to track children between areas 
• In I case ' fieldworkers' are used 
• 1 respondent slated schools are used 
• Correspondence or documenlation of transfer is stated to be in use in 4 cases 
• 2 use electronic transfer of files 

Figure 19 Metbods used to track cbildren moving in and out of tbe area (n.14) 
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Figure 20 BCG io maternity hospitals (0.14) 
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Almost of third of respondents stated that the BeG is 
never carried out in maternity hospitals. As displayed 
in Figure 20, the neonatal BeG is carried out in 
maternity hospitals (n. I 4): 
• A lways in 3 cases 
• Usually in 6 cases 
• Never in 5 cases 

2.2.8 Notification andfollow up 
Figure 21 Notification to CSA if child is 
discharged without BCG (n.IO) 

Where the neonatal BeG is carried out, the relevant 
eSA is notified of children who are discharged from the 
maternity hospital without BeG (n.! 0): 
• A lways in 1 case 
• Sometimes in 5 cases 
• Never in 4 cases 

General Managers were asked what, if any, methods are 
used to identify children who are discharged without 
BeG where the eSA is not notified. Responses state 
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that parents are given information and advised by the PHN (4) and / or the maternity hospital (5), 
although these are not methods of proactively identifying children, rather, it depends upon the 
parent identifying the child. eonfirming this, I respondent stated presentation at a walk-in clinic is 
a method used (n.10). Respondents were further asked how children who have not received 
neonatal BeG are followed up, displayed in Figure 22 and summarised as (n.14): 

• In 4 cases these children are called to the BeG clinic 
• In 5 cases parents are advised or followed up by the PHN 
• In 1 case PHN follow-up is conducted through ehild Health Services 
• In 2 cases the maternity hospital will advise parents 
• I respondent stated that these children are called on request or if they are at risk 
• In 2 cases they are not followed up 

Figure 22 Other methods of following up children who have not received BCG (n.14) 

6 r---~------~L---__________________________________ ~~ 

I 4 
~ 2 
.; 
;z: 0 

CaUcd 10 diDK: PIIN odvioe 

2 
1 

Child Heallb IIotpklJ odvioe 0.. recp:II/lI"* Not folloMd up 

Metbod of follow up 

26 



2.2.9 Quality control and staff dedicated to immunisation / vaccination programmes 

One respondent stated there is a Quality Control 
Programme in place for all of the vaccination / 
immunisation programmes. Five respondents 
stated that there is a quality control programme in 
place for part of the programmes, and quality 
control is in place for none of the vaccination / 
immunisation programmes for half of the cases for 
which this question was completed (Figure 23). 
(n.12). Where it was stated there is a Quality 
Control Programme in place for all or part of 
vaccination / immunisation programmes, 4 
respondents attached details. Of these, 2 are basic 
protocol for storage of vaccines and I contains 

Figure 2J Programmes Cor which there is a 
quality control programme in place (n. 12) 

1 

,.~, 
.None 

more detailed guidelines on controlling receipt issue and supply of vaccines. A fourth quality 
protocol focuses on Men C multidisciplinary guidelines and covers the following areas: 

• Organisation of the programme 
• General guidelines staff should be familiar with 
• Storage, distribution and disposal of vaccines 
• Target populations 
• Environment 
• Consent 
• Delivery of the programme in schools 

Five of the I 1 General Managers who responded to the question on the number of staff dedicated to 
each immunisation / vaccination programme stated it is difficult to quantify staff time in this way. 
Of these, 4 gave cumulative times for staff. With regard to those who were able to quantify the 
number of staff, a considerable amount of variation exists between the number of whole time 
equivalents (WTE) from each discipline or clerical grade for each programme. Data supplied by 
respondents is displayed in Appendix 5. 

Given the disparities in the data and the methods in which respondents supplied it, it is not possible 
to accurately describe it without considerable distortion. However, in summary, a range of staff, 
medical, IT and clerical are involved in immunisation / vaccination programmes to varying degrees, 
the majority of whom appear to be (S)AMOs and Grade III clerical staff, although Directors of 
Public Health Nursing, Senior PHNs and PHNs are also involved, as would be expected. 
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CHAPTER 3 
INVOLVEMENT OF PROFESSIONAL DISCIPLINES IN PROGRAMMES 

3.1 Questionnaires to health professimals 
There was an overall response rate of 73% from health professionals. Of these, II % did not enter 
their professional discipline. The number of respondents to the professionals' questionnaire from 
each professional discipline are shown in Table 9 and displayed in Figure 24, and the number of 
professionals from each Health Board returning questionnaires are displayed in Table 10 and Figure 
27. Thirteen Specialists in Public Health Medicine made a joint submission, of whom ten are from 
Health Boards7

• These individuals have been included in Tables 9 and 108
• 

Table 9 Professional disciplines of respondents (n.62) 

Discipline No. of 
SAMO 17 
Assistant SAMO 2 
AMO I 
PHN 5 
Dir. PHN (inc. Acting)_ II 
Public Health 17 

.SAMO 

.A/SAMO 

.AMO 

.PIIN 

• DlrPIIN 

.Potii._ 

Health Promotion 4 
GP I 18% 

• Health Promotion 

D<P 
Other 4 • Other 

Figure 24 Professional disciplines of respondents (n.62) 

As shown, the majority of respondents, 27%, were Specialists in Public Health Medicine and 
SAMOs. The second largest response, 18%, was from Directors of Public Health Nursing (n.62). 
This is reflective of the sample selected. 

Table 10 Respondents' Health Board (n.73) 

Health Board No. of .ECAHII 
ECAHB 4 .ERHA 
ERHA 3 .MHB 
MHB 8 .MWHB 

.NAHB MWHB 8 
NAHB 4 
NEHB 9 .NEHB 
NWHB 3 .NWHB 
SEHB 5 CSIIB 
SHB 13 .!IlHB 

4% .SWAHB SWAHB 9 
WHB 4 
NDSC 3 

.WHB 

Fi2ure 2S Respondents' Healtb Board (n.73) 

The majority of respondents, 19%, are based within the Southern Health Board. Twelve percent 
were professionals from the SW AHB and the NEHB and II % were professionals from both the 
MHB and the MWHB (n.73). 

7 Three Specialists in Public Health Medicine who contributed to the submission are from the National Disease 
Surveillance Centre (NDSC) 
• It is possible, due to individual health professionals questionnaires also being completed by Specialists thaI they have 
been entered twice. 
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3.2 Roles and responsibilities of health professionals 
3.2.1 Current roles and responsibilities ojrespondents 
Ninety seven percent of respondents exercise a role and / or responsibility in vaccination / 
immunisation programmes (n. 70). Of these, 76% have this role in writing as part of a job 
description or policy document (n.68). 

Professionals whose discipline does not 
presently exercise any role or responsibility in 
relation to any of the immunisation / 
vaccination programmes the Review is 
considering, or whose discipline is only 
partially involved, were asked if they 
considered their discipline should have a new 
or extended role / responsibility. Eighteen 
percent considered their professional discipline 
should have a new role / responsibility, and an 
extended role / responsibility was regarded 
appropriate by 71 % respondents. As Figure 26 
shows only 11 % considered neither a new nor 
extended role / responsibility would be suitable 
for their discipline (Not applicable to 26 
respondents; n.28). 

Figure 26 Development of professionals' roles I 
responsibilities (n.28) 

71% 

• Now 

• Exlenciod 

.Nekber 

The following is drawn from those respondents who gave both their professional discipline and a 
brief outline of their roles and responsibilities in immunisation / vaccination programmes (n. 61). 

Seventeen Specialists in Public Health Medicine defined their role and responsibility with regard to 
all immunisations in children and adults as: 

• Monitoring and promoting uptake of immunisation 
• Advising on local immunisation policy, in line with national guidelines 
• Providing evidence based information on immunisation to health professionals in the region 
• Providing evidence based information in appropriate format to the public 
• Dealing with media queries regarding immunisation 
• Acting as an advocate for immunisation 
• Participating in national committees on all aspects of immunisation policy, promotion and 

organisation 
• Answering specific immunisation related queries 
• Participating in regional immunisation steering groups 

The 17 SAMOs who supplied brief details of their role / responsibility in immunisation vaccination 
programmes described their involvement as: 
• Delivery of vaccinations 
• Working with immunisation co-ordinator and Specialist in Public Health 
• Co-ordination of programmes in each CSA with other SAMOs and PHNs 
• Co-ordination of Men C teams and school vaccination teams 
• Representation and participation at national, regional and local level consultations 
• Liaison with GPs and AMOs who deliver programmes 
• Committee involvement (including chair) 
• Resource and specialist medical advice to the General Manager, GPs, practice nurses, PHNs, 

area administrative staff, the general public and others 
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• Disseminating information both to health professionals and the public (including organisation of 
information nights) 

• Administration of injections (including on request) 
• Planning and implementing progranune 
• Management role ensuring delivery progranunes 
• Monitoring uptake levels and side effects 
• Targeting defaulters 
• Evaluating intervention 
• Ensuring supplies of vaccines, equipment etc (including to GPs and non-statutory organisations) 
• Maintaining the cold chain 
• Introducing and planning of vaccination schemes 
• Supervision and training of staff involved 
• Establishing pilot progranunes 
• Surveillance of vaccine preventable diseases and initiation of appropriate action 
• Maintaining accordance with best pmctice guidelines and inputting into guidelines, ensuring 

quality control 

The 2 AlSAMOs responding to this defined their roles and responsibilities as: 
• Supervision of health professionals carrying out immunisations 
• Monitoring uptake 
• Organisation and delivery of progranunes 

The I AMO defined this involvement as responsibility for delivery of programmes and 
administration of vaccine. 

PHNs (including Senior PHNs) outlined their roles and responsibilities as (n.5) as: 
• (Health) Promotion of vaccination / immunisation with parents 
• Information / education 
• Follow up of defaulters 
• Advice to defaulters 
• Committee membership (planning development) 
• Planning, co-ordination, delivery and evaluation of progranunes 

• Nurse in clinic 

The II Directors of Public Health Nursing (including Acting Directors) defmed their roles and 
responsibilities in vaccination / immunisation progranunes as follows: 
• Involvement as part of the regional immunisation tearn in driving the programme 
• Planning and organising the progranune 
• Assisting in the co-ordination, implementation and monitoring of the immunisation programme 
• Administering vaccines (including clinics and working with other disciplines) 
• Promotion of immunisation to the general public (including opportunistic and group health 

promotion) 
• Evaluation of uptake 
• Follow up defaulters, poor attenders, especially lower socio-economic group, i.e. Travellers. 
• Advise, update and provide information to parents and the public 
• Recording of vaccinations given 
• Returning the data, i.e. mother, DOB, and GP for data entry onto system 
• Tmcking individuals who move from area to area 
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Health promotion staff outlined their roles and responsibilities as (n.4): 
~ Membership of established immunisation teams 
~ Schools immunisation health promotion team 
~ Awareness, education and advocacy role regarding programmes 
~ Contributing to national committees, in designing and disseminating resources 
~ Dissemination of leaflets, posters, resources throughout HB 
~ Health information service distribution of immunisation information 
~ Proactive annual campaigns targeting specific population groups and settings 

The I responding GP did not detail roles and responsibilities in relation to immunisation / 
vaccination. 

Of the three other professional disciplines responding to this questionnaire, I is a Director of 
Communications, without a role in immunisation / vaccination programmes at present. One is an 
obstetrician / gynaecologist. This respondent did not describe a role / responsibility in 
immunisation / vaccinations aside from an emphasis to new mothers of the importance of 
vaccination and timing of the same. Thirdly, a Primary Care Unit Manager described this post's 
involvement as: 
~ Liaison with national central purchasing unit 
~ Submission of weekly stock analysis to CPU 
~ Planning and identification of the Health Board vaccine requirements 
~ Dissemination of information to relevant staff, within the HB (availability of vaccines, 

contracts, information leaflets, etc.) 
~ Committee membership at Health Board level (primary immunisation, influenza ) 

3.2.2 Development of respondents' roles and responsibilities 
Further to this, respondents who stated their professional discipline, who considered this role / 
responsibility should be extended, or a new one be created for their professional discipline, and how 
it should relate to other disciplines defined this as follows (n. 33). 

Fifteen Specialists in Public Health Medicine commented on how this role should be expanded at 
both regional and national levels. Chiefly, the joint submission recommended a specific role should 
be recognised by a title of "Specialist Public Health Advisor on Immunisation" at regional level and 
this clearly defined role should have protected time. It was further stated that an allocation of 0.5 
WTE Specialist in Public Health Medicine per 400,000 population is required for this role to be 
effectively carried out. It was recommended that the Specialist Public Health Advisor on 
Immunisation should work closely with the Regional Immunisation Co-ordinator, who has 
responsibility for operational issues to do with immunisation. 

Specialists in Public Health Medicine consider there is also a need for a Specialist Public Health 
Advisor on Immunisation at national level. It was considered that this person should be based at 
either the National Disease Surveillance Centre or the Dept. of Health and Children. Alternatively 
this could be a joint appointment between the Dept. and the NDSC. 

Two individual Specialists also commented on how their role might be developed, according to the 
stage of development of the programme, as follows: 
~ Planning and development of structures 
~ Ongoing monitoring and evaluation of programmes 
~ Ongoing advice on evidence base 
~ Publicity / media 
~ Look back exercises (as required) 
~ Ongoing training of professional staff, staff feedback (as required) 
~ Ongoing arguing for resources 

31 





It was additionally stated that once a programme is operational with adequate resources, the 
Specialist should oversee this, to identifY ongoing needs, meet these and offer advice and support to 
the managers responsible as required. It was further specified that this role should not become 
responsible for the management of the programmes including the handling of complaints, dealing 
with payment issues to GPs, organising helplines, sourcing vaccine supplies. It was recommended 
that an immunisation co-ordinator / manager should cover these with appropriate advice and 
support. 

A further comment made by a Specialist is that the ERHA organisational arrangements with regard 
to this discipline should be recognised as it was suggested that without a Department of Public 
Health at Area Board level it is organisationally difficult to have Public Health specialist input at 
area level. 

Ten SAMOs proposed the following development of their discipline's role in immunisation / 
vaccination programmes. In some cases these suggestions overlap with roles / responsibilities 
already assigned to some SAMOs (as above). 
~ Addressing the vaccination needs of asylum seekers 
~ Extending the post to full time for immunisations 
~ Developing the Health Board vaccination service 
~ Delivery of school age vaccines in the school setting 
~ Liaison with DoES regarding schools 
~ Implementing new vaccines 
~ Designation as the overall, dedicated manager of immunisation teams 
~ Supervision role 
~ Establishing vaccination status when notifications of relevant infectious disease are made 
~ Follow up of defaulters 
~ Development of Health Board strategies and initiatives 
~ Creation of immunisation teams and membership therein 
~ Management of dedicated information service to health professionals and public, including c0-

ordination of response to national / international immunisation controversy 
~ Improving delivery and uptake 
~ Post as dedicated immunisation co-ordinator (to enhance and optimise current professional 

involvement, facilitate improvements in delivery and uptake) 
~ Identification of gaps in services 

With other disciplines: 
~ Working more closely and liasing with GPs (including education / information sessions) 
~ Working with Snr PHNs for immunisation to identifY defaulters, areas of low uptake, 

developing policies to increase uptake 
~ With PHN clinics 
~ Improving clerical assistance to inform GPs, liaise with schools, computerise records 
~ Developing a team approach 
~ Research and studies with GPs 

The 2 NSAMO respondents recommend development of their discipline's role in terms of: 
~ Organisation, management, liaison and delivery of the service 
~ Auditing programmes 
~ Offering alternative / complimentary primary immunisation service 

The AMO suggested the role of designing, implementing and auditing of national vaccination 
policy, both centralised and local levels, liasing with GPs at the latter level. 
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One Director of Public Health Nursing outlined a proposed new role I responsibility defined in 
accordance with the job description and stated that it should be reviewed in terms of how it relates 
to roles of other disciplines for maximum programme efficacy. 

One PHN responded, recommending this discipline become the nursing leader in immunisation 
teams. New knowledge and experience for this discipline was also advocated. The 3 Directors of 
Public Health Nursing (including Acting Directors) replied this position should, in the future, entail: 

~ Updating staff on all developments, including uptake 
~ Working with other disciplines in drawing up protocols 
~ Working with GPs I AMOs in vaccination I immunisation provision for targeted groups in 

health centres 

Two health promotion respondents advise their role be developed in the areas of: 

~ Provision of appropriate immunisation information and skills training 
~ Conducting research on the public's (especially parents') views on immunisation practice and 

procedures 
~ Liaison with the Department of Public Health for an enhanced information service for all health 

professionals (including use of In 

The Director of Communications responding to this question considers that this post's role and 
responsibility should be the promotion of vaccines through the various media, including: 

~ Provision of information, reassurance and advice to parents and the public 
~ Organisation of information days 
~ Issuing regular press releases and briefings 
~ Organising interview with experts I providers 
~ Co-ordination of communication of various elements of the programmes 
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CHAPTER 4 
MAxIMISING CONFIDENCE, IMPROVING 
COMMUNICATIONS AND FIXING FAULTS 

4.1 Data and analysis 
This chapter is a compilation of qualitative data arising from: 
• Fourteen questionnaires returned by General Managers - section C 
• Sixty questionnaires returned by health professionals - questions 6 - 9 
• A joint submission made by 13 Specialists in Public Health Medicine 
• Nine submissions made following invitations sent to relevant agencies 

In both questionnaires, respondents were asked what, in their opinion: 
• Needs to be done to generate maximum confidence in programmes? 
• Are the best methods of communicating with all relevant health professionals on all aspects of 

vaccination / immunisation programmes? 
• Are the best methods of facilitating relevant health professionals communication with: 

• parents? 
• the public? 
~ Are the key faults in the current system of vaccination programmes, at all levels and the best 

ways to fix these faults in the areas of: 
a) Professional involvement 
b) Consumer involvement 
c) Materials management 
d) Information technology 
e) Communications 
f) Planning and organisation 

It should be noted that responses from General Managers, health professionals and submissions 
have been collated for analysis in this chapter. This method is used as a result of the substantial 
overlap between responses from General Managers, health professionals and submissions and due 
to the small number of both General Managers' questionnaires and submissions. However, where 
one source of data, e.g. General Managers' questionnaires produced a unique finding, this has been 
noted. 

Overall themes and findings have been drawn out rather than rigidly analysing each question 
individually as, again, a substantial amount of overlap was found in responses to each question. For 
example, although IT was specifically asked about, it was referred to in responses to all four 
questions. It was therefore considered more appropriate to collate all comments on IT, in order to 
make the final report more concise and comprehensive. 

It has not been possible to conduct analysis of data at a Health Board level for two reasons. Firstly, 
similar themes were evident, which would make Health Board level analysis repetitious and 
redundant. Secondly, in some instances, the number of responses from an individual Health Board 
was quite small, and to analyse the data at this level would possibly compromise confidentiality. 
This means, inevitably, that every finding (including faults and solutions) will not apply to every 
Health Board. Each may apply to a varying degree, or not at all, although for the majority, 
respondents gave general answers to questions without specific reference to the situation in their 
own Health Board and this is reflected in the fmdings overall. 
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The findings from the analysis of data are organised under the following headings: 

~ Media 
~ Information 
~ Communications 
~ Planning and organisation 
~ Information Technology (In 
~ Materials management 
~ Professionals' involvement 
~ Consumer involvement 

Although the findings have been organised under these headings, areas of specific emphasis in the 
data in response to each question will now be outlined, in order to provide an indication of which 
aspects of programmes were considered by respondents to be of particular importance in each area 

4.1.1 Generation of maximum confuJence in programmes 
The majority of responses regarding how to generate maximum confidence in programmes centred 
around information and the significance of the media's role was also particularly highlighted. In 
all, areas which were also considered by respondents to contribute to generation of confidence 
were: 

~ Media 
~ Information 
~ Communications 
~ Professionals' involvement 
~ Planning and organisation 
~ IT 
~ Materials management 

4.1.2 Best methods of communicating with health professionals 
The majority of responses considered the best methods of corresponding with and informing health 
professionals to be information I communications and education systems, and these have been 
drawn out in detail below (4.4.5). Planning and organisation and IT systems were also regarded as 
important contributors in communication with professionals. 

4.1.3 Best methods of communicating with parents and the public 
Respondents did not emphasis a distinction between parents and the public, and many comments 
related to both and these are outlined below (4.4.4). The media was also considered especially 
salient, as was information. Professionals' involvement, planning and organisation and IT also 
featured as suitable processes with which to communicate with parents and the public. 

4.2 Media 

The importance of vaccination and of promoting vaccine uptake in the media was particularly 
emphasised by questionnaire respondents and in submissions. It was considered that such a 
campaign would increase knowledge of vaccinations, highlight the issue, and also counter negative 
I false information. All forms of national, regional and local media, such as television, radio, and in 
print were recommended. This campaign should be ongoing, intensified a number of times a year 
and developed by experienced and knowledgeable professionals from Health Boards, the 
Department of Health and Children and the Office for Health Gain. 
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It was recognised that the majority of current media publicity focuses on the perceived risks of 
vaccination. Respondents identified a need to minimise bad publicity in the media from, for 
example, the recent problem in relation to expiry dates on certain vaccines, and concerns related to 
Autism and Crohn's Disease. The necessity of a swift response to such negative coverage was 
strongly emphasised and a positive image of vaccinat,ion should be created via the media in order to 
promote uptake. A strategy should be developed to counter mis-information and highlight benefits 
of vaccination, as opposed to hazards. The risks of not vaccinating should also be publicised and it 
was suggested that the recent measles outbreak be utilised in this. 

It was suggested that high profile experts be made available to address public concerns. A further 
suggestion made by respondents was an identifiable advocate for vaccination should be sought. 
The Irish Nurses Organisation (INO) also suggest that nurses, as practice nurses are key in 
administration of vaccine injections, be used in media campaigns to highlight and attract 
participation in programmes. 

There is also a need to promote balanced coverage of vaccination / immunisations, and proactive 
interaction with the media was suggested. This should take the form of introducing the topic in 
radio broadcasts and on chat shows / current affairs programmes to promote immunisation, with 
experts in the field and / or key figures, e.g. Directors of Public Health Departments, and 
individuals with experience of the consequences of not vaccinating, including parents. 
Correspondence to papers, particularly local papers in rural areas, would also convey positive, 
balanced information to a further sub-population. 

The Men C campaign was considered by several respondents to be a good campaign example. 

4.3 Information 

Information and its dissemination must be uniform to all professional disciplines, congruent with 
that supplied to the public and parents and designed to support any media campaign, which may be 
conducted, on a ground level by: 
a) informing health professionals of plans and equipping them, in advance, with the necessary 
information to answer queries or concerns (including those which may be prompted by media 
coverage or the introduction of a new programme) 
b) written information for parents / patients 

4.3.1 Information for the public 
In order to promote vaccination uptake, the public should be made aware of facts about the disease 
each vaccine immunises against, and the risks / consequences involved of not vaccinating, in 
addition to the incidence of the disease. The benefits (to both the individual and from a public 
health perspective) should be publicised. It was suggested that a glossary be made available, to 
explain vaccination / immunisation terminology, and that facts about vaccines, e.g. the ingredients, 
be made clear. For those who, or whose children, have been vaccinated awareness of adverse 
reactions should be made known, and this should also include a response to common fears, such as 
links with Autism. Parental concerns and worries should be taken into account, and informative, 
balanced responses to these should be conveyed. This will enable parents / patients to make an 
informed decision as would provision of sources where parents / patients can find out more about 
vaccines. 
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Additionally, it should be emphasised that vaccinations are free, as a perception of cost may be a 
disincentive to some parents and cost is a disincentive to students, according to the Trinity College 
Student Health Centre's submission. It was observed that the current schedules are poorly 
advertised, and that it should also be made clear what is recommended, when, for whom and what 
each child / adult has received. One method for this, parent held record cards, is discussed below 
(4.10.3). 

4.3.2 Information for parents 
Informed consent is considered crucial in vaccinations / immunisations, and overall comments on 
information and communications seek to enable this. However, it was noted that special attention 
must be given for this aspect with regard to literacy and language. The Institute of Community 
Health Nursing OCHN) noted particular issues around this with regard to asylum seekers and 
refugees and the Irish Practice Nurses Association oPNA) also commented that it is increasingly 
difficult to obtain informed consent where language barriers exist. The IPNA also remarked that 
some objections to the 'Refusal to Vaccinate' arise from parents required to sign to formally decline 
vaccination for their child as they feel that it gives the impression that vaccination is 'normal' and 
by declining they are refusing to be normal. 

4.3.3 Information for professionals 
Similarly, respondents and submissions considered that professionals should also be provided, on a 
timely basis, with facts about the diseases which can be immunised against and their risks. Further, 
when a scare occurs, professionals require a rapid response system which supplies them with 
accurate information with which to answer concerns / queries which arise from this. In the past, 
where this has not occurred, it has proved problematic for professionals and damaged public 
perception of programmes. 

The incidence of each disease and the level of uptake of vaccinations (national and regional) should 
also be made known to professionals. Comprehensive information and flow-chart model responses 
with options should be available for cases which do not correspond to any definite category or 
where a contraindication exists. 

With regard to schedules, any planned changes to these should be circulated to professionals well in 
advance and introduced in a controlled and informed way. Professionals requested guidelines be 
supplied to them for schedules and that these be updated regularly. They also expressed a need for 
recent research and policy updates to circulated, in addition to a reference list of relevant literature. 

4.3.4 Key features of information 
Many comments were made regarding the quality and content of information to be conveyed to 
parents / the public and professionals. Respondents consider it vital that information is: 
~ Clear 
~ Concise 
~ Evidence based 
~ User friendly 
~ Sensitive to literacy, cultural and ethnic needs 
~ Updated regularly 
~ Incorporates new research / information / statistics 
~ Uniform between professional disciplines 
~ Addresses claims made by the 'anti-immunisation' lobby 
~ Addresses worries / concerns 
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It was also recommended that it allow for debate, in order that concerns regarding vaccination may 
be raised. It was suggested that material for the public contain information on what vaccines are, 
how they work and why a booster is sometimes necessary amongst other details. It was emphasised 
that a consumer representative should assist in preparation of such material. 

4.4 Communications 

4.4.1 Key faults - Parents / patients 
Regarding communication with parents / patients, key faults were identified as: 
1. Insufficient promotion of vaccines 
2. A lack of personal contact with parents / patients 

Clearly, considering the feedback from respondents on the necessity of a media campaign, currently 
there is a public perception of vaccinations which appears to be, at least in part, negative and a 
'necessary evil'. As discussed above, it seems there is a need for positive promotion of vaccination 
uptake and emphasis on the benefits through greater PRo 

Feedback included the importance of one to one contact with parents, to reinforce the messages 
enclosed in written literature. This was confirmed by the ICRN who report that personal contact 
with defaulters is effective in encouraging uptake. However, in a percentage of families, both 
parents work, or there are other obstacles to their accessing clinics, such as inconvenient opening 
times, or for families who do not utilise the GP service for any reason. Parents / patients should be 
facilitated in every way possible to access services in order to increase vaccination uptake. 

Further to this, it was noted that even with improving communications and information 
dissemination and increasing the visibility of the importance of vaccinations, it is inevitable a small 
portion of the population will not respond to these actions. It was observed that highly motivated 
and highly informed professionals are necessary to contact and recruit this minority. In connection 
with this point, feedback on training for professionals is discussed below (4.9.1). A further 
suggestion made regarding access and promotion of vaccines to minority populations (e.g. young 
mothers, the disadvantaged) is through peer-led education programmes. 

4.4.2 Key faults - Professionals 
Formalised paths of communication between, to and from professionals must be expanded and 
maintained to enable best practice to occur. It was especially emphasised by respondents that 
communication regarding changes in programmes is inadequate, that the current number of weeks 
between professionals being made aware of an impending change and it coming into practice is 
seriously insufficient. This time period, between notification of a change in schedules and their 
coming into operation, must be extended to allow for smooth transition and implementation. 
Respondents requested improved liaison with manufacturers prior to any programme changes. 
Responses, including those from submissions, included comments that in the past health 
professionals have been made aware of current research or other immunisation issues from parents 
and the media. It was suggested that the current situation also impinges on parent / patient 
confidence, as a result of perceived multiple changes without introduction or explanation. 

Communication within the Health Boards was also identified as weak, both between Boards and 
within an individual Board. It was considered that the transfer of information between Boards must 
be a routine practice. Also, within an individual Board, greater cohesion between the different 
disciplines involved in vaccinations / immunisations should be worked towards in terms of 
teamwork and networking of information, a feature discussed by respondents within how their roles 
/ responsibilities might develop (3.2.2). This might be through increased personal contact, perhaps 
at multidisciplinary meetings or seminars (4.4.5). 
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It was also observed by respondents that communication between the Boards and other relevant 
agencies and personnel also requires strengthening. Ongoing feedback to professionals was 
requested by respondents and particularly by professionals' organisations in their submissions. It 
was recommended that agencies involved in planning and organising programmes be better 
connected, that it is necessary for regional and local committees to be strongly linked. 

Respondents reported communication from national bodies to local regarding programmes and 
changes is inadequate and should be consolidated. Additionally, liaison between agencies and 
ground level representatives of the different relevant disciplines should take place prior to decisions, 
as it was commented that national policies do not take cognisance of local circumstances. This 
discussion process might also incorporate dialogue with parents. 

4.4.3 Methods of communicating with parents / the public and professionals 
Many suggestions were made regarding how to convey information to parents and the pUblic, in 
addition to media campaigns and supplying facts to professionals to increase their vaccination ! 
immunisation knowledge and enable them to answer patients' queries. A high level of accord was 
evident in responses concerning methods of communication, both to the public and to professionals. 
It was agreed that in both cases verbal, visual (both of which would also overcome literacy barriers) 
and written messages should be utilised, and it was also suggested that Health Promotion 
departments might playa larger role. 

4.4.4 With parents and the public 
In addition to the media campaign discussed above, those recommended for conveying information 
and vaccine promotion to the public included: 
~ Leaflets 
~ Fact sheets 
~ Frequently asked questions booklets 
~ Posters 
~ Leaflets etc distributed to school children to take home, in creches, health centres, etc. 
~ Information packs in secondary schools! colleges 
~ Incorporation in school curriculum, e.g. biology 
~ Information enclosed in the appointment letters 
~ Video presentations to parent groups, or in waiting rooms of surgeries, hospitals (especially 

maternity hospitals), antenatal! developmental clinics, parent-craft classes, health centres etc. 
~ One to one contact with parent! patient 

One respondent to the health professionals' questionnaire noted the success of evening information 
sessions held for the Men C campaign. 

The incorporation of a component on immunisation ! vaccination in current health, social and 
personal development school programmes, possibly complemented by visits from Public Health 
nurses was suggested by respondents and is supported in the submission made by the Association of 
Secondary Teachers (ASTI). 

4.4.5 With professionals 
With regard to communicating with professionals, an extensive range of options were proposed by 
respondents and in submissions. The question and answer booklets, facts sheets and F AQ formats 
were also considered to be suitable for use with professionals. In addition to these, the following 
suggestions were made: 
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~ Training / study day(s) 
~ Inclusion on undergraduate / postgraduate courses 
~ Meetings 
~ Seminars 
~ Journals 
~ Memos 
~ Newsletters 
~ Bulletins 
~ Leaflets 
~ National policy documents 

A further need regarding conveying information on vaccines and schedules to professionals and 
providing a resource which was commented on by several respondents concerns the Immunisation 
Guidelines for Ireland. It is considered a useful book, but has not been updated since 1999. 
Respondents consider there is a necessity for a reference manual, updated yearly, to be supplied. 
Further, resource packs for GPs for each individual vaccine were also advocated, possibly based on 
the UK MMR pack, which is considered by respondents to be helpful. 

Phone, email, fax and post were all considered appropriate formats for communicating with 
professionals, depending upon urgency. Although there was a significant degree of agreement 
between respondents regarding methods of communication, a considerable variety of opinions 
existed regarding the level and frequency these methods should be used. For example, while some 
respondents considered meetings on vaccination / immunisation should be multidisciplinary, others 
recommended separate meetings be held for individual disciplines, and this also applied to training / 
study days and interagency or single discipline publications. While some respondents proposed 
regional newsletters / quarterlies, national editions were also suggested. This regional / national 
discrepancy also applied to meetings and opinions as to whether they should be periodic or as 
necessary also varied. 

It was also noted by respondents that existing channels of communication, e.g. forums such as 
clinical societies, CME meetings, ICGP, RCPI should be utilised. 

4.5 Information and communication support 

4.5.1 Helpline 
Many respondents and submissions proposed that expertise and advice be made available by phone, 
and it was suggested that a phoneline be set up. This could be a dedicated helpline that could be 
used by parents, the public and professionals. This idea was proposed by many respondents and in 
submissions, including from Public Health. Other suggestions included a medical contact at 
regional or CSA level for professionals to receive expert advice from, accessible during the 
appropriate hours every day. 

4.5.2 Website 
A comprehensive website was also a suggested by many respondents, both to inform and reassure 
parents / patients, and to be a resource for health professionals. This could either be a stand-alone 
site (with links), or pages on DoHC and Health Board sites. However, it was emphasised that 
should such a website or pages be created, it must be kept up to date, as an out of date site would 
compromise vaccination programmes and confidence. 

The submission made by the Specialists in Public Health Medicine recommends a national site be 
based at NOSC under the guidance of the proposed National Public Health Specialist Advisor on 
Immunisation. 
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4.5.3 Approach 
With regard to both infonnation and communications, several comments were made in respect of 
dealing with parental and the public's vaccinations concerns. It was emphasised that media 'scares' 
must be dealt with confidently and promptly with accurate, evidence based infonnation in order to 
reassure parents, patients and the public. 

Some respondents consider that vaccination fears are currently dismissed in a 'paternalistic 
fashion', and there was an emphasis that this approach to the worries of parents must be replaced by 
a sensitive, open invitation to discuss vaccines. 

4.6 Planning and organisation of programmes 

4.6.1 Key faults 
Both health professionals and General Managers identified many similar shortcomings in the 
current planning and organisation of vaccination I immunisation programmes. In particular, these 
centred around a lack of standardisation and planning in many aspects of programmes and a lack of 
clarity around roles and responsibilities. Insufficient resources (particularly staff) were also stated 
to impinge on programme efficacy. 

4.6.2 Responsibility 
It was considered by respondents that there is no clear locus of responsibility in relation to planning 
and organisation of programmes, that it is divided between a number of departments and sections 
and individual staff. A disjointed service is also perceived to be in operation in tenns of delivery, 
between community care staff and GPs. This is additionally complicated by, respondents report, 
insufficient liaison between staff, supplemented by a lack of committees I groups. 

Two key proposals arose in responses and submissions as a solution to this. Firstly, that there be a 
national centralised body with responsibility, and a second suggestion was the creation of 
specialised posts across the Health Boards. 

4.6.3 Centralised body 
A recommendation which arose is for a centralised national body to distribute and co-ordinate 
infonnation and its dissemination, and to plan and co-ordinate programmes and their delivery. It 
could also standardise policies, and ensure unifonnity in programme delivery and documentation, 
such as consent fonns and other correspondence, currently drawn up by each Health Board. The 
IPNA suggestion of issue of gold standard I best practice guidelines on vaccinating for professionals 
by the Department of Health and Children might also be conducted by such a body. 

The need highlighted by respondents for a unifonn 'message' on vaccinations I immunisation might 
also be co-ordinated by such a body. It was noted that policy on what programmes are delivered 
currently varies between Health Boards, e.g. BCG. This does not foster public confidence and so 
should be decided at national level, as should policy on third level vaccination, particularly on 
Mantoux I BCG for Health Science students, according to the submission made by Trinity College 
Student Health Service. 

The national policy evident in the Men C campaign was cited by professionals as a good template 
for vaccination I immunisation policies. 

41 



4.6.4 Specialised groups / posts 
Within each Health Board there is also a perceived need by both health professionals and General 
Managers for committees to oversee programmes. As evident from General Managers' 
questionnaires, this varies between Health Boards. It was stated that committees or groups should 
retain a membership which includes the relevant various disciplines, working on the ground and 
parents / patients, as consumers to promote sustained dialogue. It was stressed that this group 
should maintain a strong planning role and maintain strong links with relevant national agencies. 

The creation of a full-time immunisation co-ordinator post is well supported by respondents both in 
Health Boards with such a position and those currently without. This post would (in some Health 
Boards already does) incorporate responsibility for planning changes, at regional and national 
levels, overseeing administration of the programmes and co-ordinating delivery, including 
maintenance of the cold chain and monitoring supplies. However, a variety of opinions existed as 
to whether this position should be at eSA or Health Board level. 

Again, with regard to both national / regional committees and immunisation co-ordinators, the Men 
e system was recommended by health professionals as a successful model. 

As mentioned in section 3.2.2, the Specialists in Public Health Medicine recommend there be a 
Specialist Public Health Advisor post at regional level and national level. At regional level, the 
submission proposes that this person work closely with the Regional Immunisation Co-ordinator to 
address weaknesses in programmes. At national level, the Specialists in Public Health Medicine 
recommended that the Specialist Public Health Advisor on Immunisation lead provision of 
consistent, evidence based information, amongst other responsibilities. 

4.6.5 Clarification of roles 
Respondents highlighted a need for clarification of roles in order that professionals and the public 
are aware of them. This might extend to the bodies involved in vaccination programmes, their 
organisation and delivery, as well as the professionals on the ground. Respondents consider that 
clear, identifiable roles and responsibilities of each agency / professional should be set out. It was 
also reported that confusion exists for parents / the public regarding where to go for each vaccine, 
which is likely to impact uptake. 

4.6.6 Dedicated sections / teams 
One suggestion to alleviate this confusion which was made by respondents is to allocate 
responsibility for vaccinations / immunisations to a separate, dedicated section in each Health Board 
and administration of the vaccine injection by vaccination / immunisation teams. A further 
suggestion is for dedicated immunisation clinics in GP surgeries. However, opportunistic 
vaccination was also suggested. 

Several respondents consider the immunisation teams for the Men C programme to be a successful 
example of such teams and exhibiting potential for duplication in other programmes. 

4.6.7 Delivery in schoQIs 
With regard to delivery of programmes on school sites, the National Association of Principals and 
Deputy Principals (NAPD) is opposed to organisation and delivery of any further immunisation 
programmes in this way. The NAPD report that its members have found this method unsatisfactory 
during the delivery of the Men e programme for the following reasons. It is disruptive on the 
school schedule, it impairs teaching time, constitutes an additional workload (including in terms of 
organisation, follow up and supervision) for staff and the school is unlikely to have the necessary 
space spare to hold the procedure in. This is not a reflection on Health Board staff, but that the 
school facilities and routine do not easily lend themselves to accommodating these clinics. 
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However, travelling health clinics visiting schools for on-site vaccinations are recommended by 
ASTI, who also use the Men C programme as an example. 

4.6.8 Infrastructure and support 
It was strongly emphasised that insufficient notification of changes in programmes is given to 
health professionals, as mentioned above in connection with key communication faults (4.4.2). 
This indicates a lack of planning and organisation in this aspect of programmes. A need identified 
by a General Manager for adequate infrastructure to implement changes in a timely manner also 
suggests that this is not considered to be present currently, but according to respondents should 
include administrative and IT support and a co-ordinator. 

In terms of staff, health professionals reported that there is insufficient clerical support for 
programmes, in addition to PHNs and clinics being overstretched, while both General Managers 
and health professionals related recruitment difficulties. Health professionals also mentioned there 
is insufficient time to follow up on defaulters, while the IMO report Health Board systems and 
disparities between these exacerbate programmes' inefficiencies. Overall, a lack of dedicated staff 
(time) was reported. 

The role of community pharmacists was also raised in responses and the submission made by the 
Irish Pharmaceutical Union in relation to organisational aspects of programmes. These were 
contracts, vaccine ordering and delivery / collection and it was suggested that pharmacists might 
playa greater role in programmes. 

It was also observed by respondents that greater input and commitment of resources is necessary for 
this aspect of programme delivery. 

4.7 Information Technology (IT) 

As discussed, in light of the different IT systems in operation within different Health Boards, the 
different faults, as identified by respondents, are likely to be applicable to varying degrees to each 
system and Health Board. As with the remainder of this report, this section summarises those stated 
by General Managers and health professionals in all Boards, although overall, IT systems currently 
used by all respondents were stated to be deficient. 

4.7.1 Key faults - IT 
The majority of remarks regarding IT made by respondents concerned recording and tracking and 
these are discussed below, but a number of general comments were also made with regard to IT. 
The current IT systems are considered by both General Managers and health professionals to be 
inadequate. For General Managers, this is reflected in systems being: 
~ Outdated (in some cases IT systems were originally designed for payments) 
~ Inflexible 
~ Unable to produce all essential reports 
~ With limited access 
~ Not standardised nationally 
~ Unable to meet the needs of programmes 
~ Complex (e.g. payments system) 
~ Slow to develop 
~ Capable of duplicate entries 
~ Costly 
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For health professionals, IT inadequacy is reflected in current systems being: 
~ Under-resourced 
~ Incomplete (some programmes are not computerised, and recall, for example, is through manual 

records, increasing the likelihood of error) 
~ Unsatisfactory availability of report formats (e.g. records are printed in groups, rather than for 

individual cases) 
~ Inefficient (in terms of completion of extensive forms, double transcribing of information, 

duplication of completion of work, then slow input into the computer) 

A variety of solutions to these deficiencies were suggested by respondents: 
~ Resources 
~ Staff 
~ Terminals for key personnel 
~ Prompt and local access to information 
~ Direct transferral of information from maternity hospitals (to Health Boards and PHNs) 
~ All aspects computerised (including ordering, delivery, administration, recording) 
~ One system in use throughout Health Boards 

It was recommended that the development of IT systems be conducted in consultation with those 
using such a system and with those intending to utilise the output of such a system. It should be 
followed up by staff training in IT skills and inputting and checking of data should be done by 
Health Board staff rather than health professionals. The submission made by the Specialists in 
Public Health Medicine recommends that introduction of a new IT system be based on 
immunisation management rather than payments based. 

4.7.2 Database 
The main purpose of development of IT systems concern recording and tracking and respondents 
and submissions state there is a need to track each and every patient geographically and 
longitudinally, perhaps via a unique identifier. This method is considered to enable the following 
features which would enhance programme delivery. efficacy and research and identification of: 
~ Patient needs 
~ Which vaccines each patient has received 
~ Numbers to be immunised 
~ Recording and follow up of (adverse) effects 
~ Individual defaulters 
~ Uptake by small areas (e.g. GP or health centre catchment) 

A national database was advocated in submissions and by respondents as a key priority. It would 
enable access for health providers to see vaccination records and health information, and depending 
on the means of identification used, minimise the possibility of spurious data and uptake rates. It 
could also enable more localised, small area analysis. 

An advantage of a unique identifier for each individual child / patient is that it would cater for name 
changes arising from changes in family circumstances and also for asylum seekers and refugees, 
many of whom the ICHN note have different names at each presentation and bear no relation to 
either parents' name, as in western cultures. It would also follow individuals when their Health 
Board changes, which is particularly necessary for the Traveller community. 

The ICGP suggest that such an identifier should be quoted on all immunisation transactions and 
correspondence between GPs and the Health Boards, including during payment procedures. For 
ease of availability, it would ideally appear on the Children's Allowance Book and Medical Card. 
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Additionally, the development of a comprehensive IT system would also enable the following 
functions necessary to efficient vaccination / immunisation programmes and maximum uptake 
rates: 
~ Follow up and profile on non-acceptance / non-completion 
~ Generation of epidemiological data 
~ Generation of data on target populations 
~ Regular feedback to staff on blackspots, uptake, etc 
~ Recording returns, analysing information and retrieval of dates 
~ Local and national statistics, e.g. uptake, to be made available 
~ Accurate recording of vaccine batch numbers and expiry dates 
~ Queries to be responded to 
~ Monitoring and evaluation 
~ Patient vaccination history to follow the individual, between Health Boards and between CSAs 
~ Close surveillance of infectious disease with rapid Public Health response to outbreak 
~ Increased accuracy of data flow between Health Boards and GPs (in terms of returns and 

payments) 

Respondents also remarked on the necessary features of a tracking system: 
~ Information recorded must be standardised 
~ Organised and linked nationally 
~ Prompt computerisation 
~ Flexibility to extend as required to include child health screening and school health 
~ Ability to adapt to changes in programmes 
~ Compatibility / uniformity between health professionals and Health Boards and with DoHC 

systems 
~ Maintenance of patient confidentiality 

4.8 Materials management 

4.B.1 Key faults 
General Managers identified general weaknesses relating to the cold chain, handling, transportation 
(including delivery) and storage of vaccines. Several respondents suggested quality control 
measures be put in place to ensure, for example, the cold chain is maintained, vaccines which are 
given are always within their expiry date and that the correct documentation accompanies vaccines. 
Solutions proposed by General Managers were: 
~ Availability of and adherence to protocol 
~ Arrangements with suppliers for obtaining temperature of vaccine on receipt 
~ Stricter control over vaccine manufacturers and contents (to ensure full public confidence) 
~ Piloting of milk round type system for delivery of vaccines 
~ Adequate and timely supply in advance of programme commencement 

Several of these points were also discussed by health professionals and submissions. Introduction 
of quality control measures is advocated. Supply of vaccines by manufacturers was noted to be a 
problem, and it is considered crucial that there be sufficient availability prior to the commencement 
of any (media) campaign. According to professionals a continuous supply of the necessary 
vaccines is not currently available, and this should be corrected, both in the interests of parents / 
patients, and health professionals who administer the injections. This point was confirmed by the 
lCGP. Given current arrangements for collection of vaccines, it was also suggested that these might 
be delivered to surgeries. 
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4.8.2 Delivery o/vaccines to HealJh Pro/essionals 
Delivery from Health Board storage areas to health professionals is perceived to be on an ad hoc 
basis, and this may compromise cold chain maintenance, which was also raised as a possibility by 
the ICGP, although as this is currently not monitored, it is difficult to ascertain. In certain cases this 
also applies to vaccine supply to Health Boards from manufacturers. 

With regard to delivery to / collection of vaccines by GPs, the ICGP and the IPNA report that many 
GPs have expressed extreme dissatisfaction with the way in which vaccines are distributed to them, 
particularly due to their having to take time out from surgeries to collect vaccines, often in small 
quantities. This is awkward, especially for single-handed GPs, and necessitates frequent journeys. 
The IPNA also state that Practice Nurses have concerns about carrying vaccines in their private cars 
and wasted resources by having nurses collect vaccines, particularly where a journey has been made 
to a distribution point but stocks have been supplied to another pmctice since their order was 
placed. 

4.8.3 Supplies and types o/vaccines 
As discussed above, both General Managers and health professionals emphasised an inconsistent 
supply of vaccines. It was also remarked that vaccine contracts decided centrally need to take 
account of the opinions of vaccine users and not be based solely on cost. Stock management, 
stomge and distribution, including cold chain maintenance should be carried out regionally in 
individual Health Boards, and in the ERHA for example, this appears to particularly apply. 

Some vaccines are physically easier to administer in certain circumstances than others, and it was 
suggested that a choice be provided, including pre-filled vaccines, and single / multiple doses to 
allow for patient / parent / professional preference. 

The IMO remarked in their submission that Health Boards run out of supplies regularly and without 
explanation. It was also commented that the various clinics, health centres and GP practices should 
be informed when new stock becomes available and how best to protect patients in the interim. 

The IPNA also commented it is uneconomical that once a new vaccine becomes available, the 
replaced vaccine stocks are disposed of, mther than used. 

4.9 Professionals' involvement 

Both General Managers and health professionals identified weaknesses in health professionals' 
roles and responsibilities in vaccination / immunisation progmmmes. The majority of these, 
respondents report, would be significantly ameliomted by development of IT systems (4.7), 
communications (4.4), information (4.3), planning and organisation (4.6), as outlined. Key faults 
which were identified and possible methods of alleviating these are as follows: 
~ Systems for payments to, and returns by, GPs require examination and changes. Development 

of IT systems for immunisation / vaccination programmes could assist in this (4.7). 
~ A lack of clarity surrounding staff roles, responsibility, authority and accountability should be 

met with greater planning and organisation (4.6.2) 
~ Communication between professional disciplines within progmmmes and between professionals 

and the Health Board is currently lacking and could be improVed as discussed (4.4.5) 
~ Accessibility of expertise on vaccination / immunisation could also be extended by identified 

contacts, a phoneline or website etc (4.5) 
~ Insufficient and diverse information quality and provision to professionals could be developed 

as outlined (4.3.3) 
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4.9.1 Training 
The need for training of professionals specifically to assist them in their role in immunisation / 
vaccination programmes was explicitly emphasised by respondents. Due to the developing nature 
of programmes and information in this field, ongoing training is considered vital, possibly starting 
at undergraduate level, and updated as necessary to keep pace with progress. In order to facilitate 
uptake and enhance dialogue with parents / patients on vaccination / immunisation, in addition to 
ongoing medical updates, the following forms of skills training were suggested: 
• Advocacy 
• Communication 
• Media 

Organisation of both professional and skills training could take place at CSA or regional level, but 
be co·ordinated by national body. Feedback from respondents stated that development of the role 
and responsibilities of health professionals in programmes should enable adherence to best practice 
protocols. The submission made by Specialists in Public Health Medicine recommends that there 
be investment in the development and use on an ongoing basis of specific accredited educational 
programmes / modules for all health professionals. This might also link with a suggestion made by 
the lMO of licensing to practice vaccine programmes. 

4.9.2 Payments 
A small number of comments were made by respondents and in submissions regarding payments 
systems. There is dissatisfaction with the current methods and timeliness of payments and it was 
also suggested that this is a disincentive for GPs to vaccinate. 

The Irish College of General Practitioners (lCGP) propose a three tier payment system to be 
introduced as the bonus payable is currently seen as unachievable by many GPs working in 
disadvantaged areas despite considerable effort. However, this would have to be preceded by 
establishment of an accurate database and tracking system, as the ICGP report that currently uptake 
rates are inexact due to duplicated entries, family mobility and slow returning GPs. 

Another alternative suggested by the ICGP is to offer a full subsidy to GMS GPs working in 
designated disadvantaged areas to employ a practice nurse independent of list size, as in rural areas. 

A fee per item basis for health services in third level education is recommended by in the 
submission from the Trinity College Student Health Service. 

Dedicated immunisation teams and co·ordinators were also discussed in relation to professionals' 
involvement in vaccination / immunisation, as outlined (4.6.6) 

4.10 Consumer involvement 

Comments on consumer involvement centred around four main themes of dialogue, involvement, 
transparency and methods of increasing vaccine uptake by consumers and builds on the suggestions 
made above in information, communications, IT, planning and organisation and professionals' 
involvement. The current level of consumer involvement is strongly considered to be inadequate. 

4.10.1 Dialogue 
In terms of communicating with consumers, respondents consider there to be a need for research 
into consumer views, such as the reasons for not vaccinating, into those who have declined vaccines 
or not completed courses, and this should also incorporate input from frontline workers. This 
should be conducted on an ongoing basis. 
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Secondly, respondents state that communications with consumers are currently overshadowed by a 
didactic, expert attitude and it is crucial that consumer opinions, questions and concerns are taken 
seriously and that comments are invited. It was suggested that health promotion best practice 
principles (e.g. WHO, 1998) should be adhered to in contact with consumers. 

In connection with both these points, the Southern Health Board are conducting a study on 
consumers and health professionals' views on immunisation, which is planned to be available by 
the end of the year. 

4.10.2 Involvement of consumers 
Respondents recommend involving consumers at all stages of programmes, including on 
committees, in groups and in evaluation, monitoring, planning stages of programmes and 
(information) campaigns. It was suggested that feedback from consumers should be sought through 
satisfaction surveys. 

Two further suggestions which were made was for parents I patients with positive experiences of 
vaccinations and I or negative experiences of non-vaccination be utilised as advocates. Secondly, 
that practice in other countries be investigated. Examples of this provided by respondents were the 
USA and France, where school entry is dependent upon proof of immunisation, and Finland and 
Holland, where it appears there are no concerns of links with Autism. 

4.10.3 Transparency 
Greater transparency in delivery of vaccination I immunisation programmes was advocated. This 
has strong links to wider and more comprehensive information about vaccines, benefits and risks, 
particularly in terms of provision of easily accessible, quality sources and the receipt of this prior to 
the appointment. A simple way of achieving this is enclosure of such information with the 
appointment letter. 

The appointment letter itself is not always clear, according to respondents, in that it may contain 
abbreviations which are misleading and I or confusing for recipients. It is considered vital that 
consumers be enabled to make an informed choice, which entails their knowledge of both positive 
and negative aspects of vaccination I immunisation. 

Further to this, some respondents and submissions advocated a parent held child record, and the 
possibility of parents signing for the details, such as batch, expiry date and manufacturer, of each 
vaccine given. A system of stickers and barcodes (as used by the Irish Blood Transfusion Service) 
could facilitate parent held child records, records held by professionals, and inputting by Health 
Boards. 

A parent held record, advocated by respondents, was also recommended by the ICHN, as PHNs are 
currently informed by parents I guardians (on questioning) as to the immunisation status of their 
child(ren). The ICHN also note that parents require education arouild the importance of such 
records. The joint Specialists in Public Health Medicine submission also recommends the I 
introduction of parent held records, depending upon the outcome of the current pilot underway in i 
theMWHB. 

4.10.4 Defaulters and increasing uptake 
Health professionals and submissions both highlighted problems with the accuracy of current 
methods of gauging uptake and the number of defaulters, in addition to those discussed in relation 
to devising tracking methods. For example, the IMO emphasised a lack of communication between i 

Health Boards and GPs means time is wasted following up individuals recorded as defaulters who I 
have moved to a new address I practice (and in some cases, completed their programme). I' 
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Further, the IPNA report that it is possible for a child to be recorded as a defaulter on a surgery's 
list, but to never have attended the surgery. Without the new GP details, the child with remain on 
the surgery's list, as will the practice of never removing a child from the defaulter list due to age. 
Other false defaulter rates arise from parental preferences. For example, if parents choose for a 
child to receive the Men C vaccine after other primary vaccinations have been completed, or if they 
object to signing the 'Refusal to Vaccinate' form. The IPNA remark that in these circumstances, a 
GP practice to achieve 95% uptake is impossible, and that written confirmation from a practice that 
vaccination has been refused should be adequate for a child to be removed from a defaulter list. It 
was also commented that in order to monitor uptake, it will be necessary for all Health Boards to 
supply Practice Nurses with full lists of children requiring vaccination. They also recommend that a 
child become classified as a defaulter after 12 weeks, rather than the current 8 weeks, as this is 
considered too short a time span. 

Other details which were raised by respondents which may assist in increasing uptake of vaccines 
include: 
• Options such as single vaccines 
• More convenient clinic times and locations 
• Alternative facilities (e.g. in different settings, GP surgery or clinic or health centre as parents / 

patients may have preferences, or distance may prevent access due to time / transport, as it is for 
students) 

• Specific groups with low uptake of vaccines should be identified 
• Targeting of these groups, for example through monitoring uptake and provision of mop up 

clinics 
• Incentives for uptake of vaccines or completed courses, such as payments 
• Postal reminders (enclosing information) to all parents alerting them to (over)due vaccinations 
• Cognisance of the special needs of different populations, such as Travellers / families living in 

deprivation or language / literacy barriers 
• Alternative methods of discussing the issues and raising awareness, e.g. via soap opera plots, or 

stands in supermarkets, etc. 
• Increasing awareness through links with child benefit 
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ApPENDIX! 

Details of frid,::es used to store vaccines in each case (n.ll) 
Case Make (no. 00 Model Capacity Vaccine stored 

Euro-frost EF700H 25 cu.ft Small quantities of all vaccines 
I Electrolux MRP402 25 cu.ft Small quantities of all vaccines 

Walk in coldroom Prince OBurren 252 cu.ft l.a!J(e quantities of all vaccines 
Kirsch Type Med - 338 330 LGross All 

2 Williams Proprofessional HZSI2 330 LGross All except Men C 
Electrolux 8 cubic feet All except Men C 

3 Electrolux (8) Medical refrigerator 253 L 
All vaccines (each vaccine in a 
different fridge 

4 
Electrolux (4) ML280 256 L OT, pOlio MMR, pneumococcal 
Foster (2) S400 450 L Tetravac, Hib OTP, MMR 

4: I 5: I actibib 
MMR, polio, OT, flu, Men C, eggfree 

5 Electrolux (3) MLR280 280L MMR, overflow 
Meoigvac A&C, 2TV, IOTV, engerex 
B, Hep B vaccines 

6 Electrolux (6) MRL280 253L All vaccines 
Tbermomax (3) Foster 5400 - Cbiron & Wyeth 
Electrolux (7) MRL280 253L MenC 

7 Cross 
Foster S400 

Menjugate 
Tbermomax 

HR 135 
Varies from 5 cu.ft MMR, polio, Tubercullin, BCG, 

8 Foster (3) 560 
to 20 cu.ft influenza, OT, tetanus, tetravac, 

HR400u 
depending on pentavac, Meningitis, menjugate, 
location Pneumococcal DTaP Hib, etc 

Twinrux, havirix, engerex, ervevax, 

Electrolux (3) 
MRL402 353L itu, 2tu, OT2: I 

10 3:1 ornlJlOlio, MMR Hib 
MRL280 253L 4:1,5 :1 

Foster S400 300G Flu and pneumococcal 
Foster (2) S400H single door cabinets Blank MenC 

II Tefcold Type SO 1380 345 L All vaccines 
Derby TypeCS 451 V 350L All vaccines 

BCG 

12 Electrolux (4) HRL280 253L 
Primary 
Flu and Pneumococcal 
Others I 

I ' 
I 
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APPENDIX 2 

Staff administering vaccine injections 

Special 
OccupatioDa 

I 
GP AMOs vaccination 

Health 
Otber(Do. (D.) 

teams DeDt. 
of cases) 

Dr. Nune Dr. Nurse 
I BCG 11 2 1 (n.l3) 

1 DTaP Polio Hib MMR 14 I (n.14) 
3 MeDinl!ltis C II 2 II 10 2 I (n.14) 

4 Hepatitis B II 5 I 1 (n.1 I) 

5 yr booster (DTaP, 
10 8 2 

Paediatricia (n.14) MM1> Polio) n(J) 
5 School Heaf/BCG 8 2 I (n.8) 

MMRcatch UP 3 10 I (n.12) 
l-Ievel Td I 2 (0.3) 

leU 
PDeumococcal 15 Hospital Dr. 

'([) 
(0.15) 

6 
lDnuenza - starr 3 5 I 4 5 

Contractor (0.15) (4) 
Adult 

lnnuenza high risk - 15 I 4 4 (n.15) 
(non-stam -
Hepatitis B - starr I 7 I 5 6 (n.11) 

7 Hepatitis B - high risk 
(non-stam 

13 5 (n.13) 
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APPENDIX 3 

Sites for administering vaccine injections 

GP Healtb 
Residential Other special 

School Hospital Care clinic (n.) 
Surgery Centre 

Centre (no. of cases) 
Onsite--asylum 

I BCG 2 5 12 
seekers (I) (n.14) 
CC health clinic 
(I) 

2 DTaP, Polio, Hlb, MMR 14 I I (n.14) 
3" level (2) 
Outreach I 

3 Meningitis C 14 10 2 2 2 mobile clinic (n.14) 
(I) 
Industries (I) 

4 Hepatitis B 10 2 2 2 I (n.ll) 

5 yr booster 
(DTaP, MMR, 10 10 I 2 (n.I4) 
Polio) 

CC health clinic 
5 School Heaf/BCG 8 6 (I) (n.9) 

Town Hali (I) 

MMRcatch up 7 II 6 
CC health clinic (n.l3) 
(I) 

2"'level Td 2 2 I (n.3) 

Pneumococcal 14 2 I At home (I) (n.14) 

Influenza - staff 2 3 7 2 
Occ health (I) (n.l3) 

6 Workplace (I') 

Adult Influenza - high 
13 3 5 

CC health clinic (n.l3) 
- risk (non-staO) (I) 

Hepatitis B - staff I 5 8 2 Occ health (I) (n.I2) 
7 Hepatitis B - high CC health clinic 

risk (non-staO) 
12 I 3 I (I) 

(n.12) 
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APPENDIX 4 

Correspondence issued 

List to GPs of children due for: 

DTaP I Polio I Rib I Men C 1 II vaccination injection 
Four respondents state this list is sent: 2 cases at 1 month of age, in 1 case it is sent out monthly and 
in I case it is sent out every 2 months (age unstated). 

DTaP I Polio I Rib I Men C 2nd vaccination injection 
Three respondents state this list is sent, 1 case at 3 months, in I case every two months, and a 
further I case simply states it is sent. 

DTaP I Polio I Rib I Men C 3n1 vaccination injection 
Three respondents state this list is sent, in I case at 3 months, in I case every two months, and a 
further I case simply states it is sent. 

MMR 
Three respondents state this is sent. One sends it every 2 months, and the remaining two 
respondents state it is sent when the child is aged 14 months of age. 

S year Booster 
This is only sent out in I case, when the child is five years of age. 

----------~----~------------------------~ 

Notification to parents of children due for: 

DTaP I Polio I Rib I Men C 1'1 vaccination injection 
Seven respondents state this is sent out. 3 cases send it out at 8 weeks, 2 cases at 7 weeks, 2 cases 
at 6 weeks, and 2 cases at 4 weeks. 

DTaP I Polio I Rib I Men C 2nd vaccination injection 
Only 2 cases send this correspondence out, both when the child is aged 4 months 

DTaP I Polio I Rib I Men C 3n1 vaccination injection 
Only 2 cases send this letter out to parents, both when the child is aged 6 months. 

MMR 
10 9 cases this notification is sent to parents. One respondent simply confmns it is sent (no age 
given). Of the remaining 8 cases, I sends it when the child is aged 1 year, 4 cases send it when the 
child is aged 14 months, and 3 cases send it when the child is aged 15 months 

5 year Booster 
Four cases send notification to parents of their child being due for the 5 year booster injection. Two 
simply confinn it is sent, and of the remaining two, I case states it is sent when the child is 5 years 
old, and in the other case when the child is aged between 4 and 7 years. 
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List to GPs of children recommended vaccination who have not started the following 
vaccination course (defaulters): 

DTaP / Polio / Bib / Men C I" vaccination injection 
GPs are notified of defaulters for this injection in 5 cases. In 1 case, they are notified when the 
child is 3.5 months of age, in I case when the child is between I and 2 years of age, and I case 
notifies GPs when the child is aged 2 years. 

DTaP / Polio / Hib / Men C 2nd vaccination injection 
This list is sent out to GPs in 4 cases. In 1 case, when the child is aged 5.5 months of age and in 1 
case the child is aged between 1 and 2 years of age. In the remaining 2 cases, it is sent out by 1 on a 
monthly basis, and the other 3 months after the due date for vaccination. 

DTaP / Polio / Bib / Men C 3'd vaccination injection 
This list is sent out to GPs in 4 cases. In I case, when the child is aged 7.5 months of age and in 1 
case the child is aged between 1 and 2 years of age. In the remaining 2 cases, it is sent out by 1 on a 
monthly basis, and the other 3 months after the due date for vaccination. 

MMR 
The list of MMR defaulters is sent to GPs in 5 cases. In I case it is sent when the child is aged 16.5 
months, I when the child is aged between I and 2 years, and I when the child is 2 years of age. A 
further 1 case sends it out on a monthly basis, and in the remaining case it is sent 3 months after the 
child's due date for vaccination. 

S year Booster 
This is only sent out in I case, although the age of the child is not stated. 

List to GPs of children who have not received the fuD course of the following vaccine 
(defaulters): 

DTaP / Polio / Hib / Men C l't vaccination injection 
Five respondents state this is sent out. In 1 case at 3.5 months of age, in 1 case when the child is 
aged between 1 and 2 years, in one case at 2 years of age, and in 1 case 3 months after the due date 
for vaccination. A further I cases sends this list to GPs for this injection on a monthly basis. 

DTaP / Polio / Hib / Men C 2nd vaccination injection 
Nine respondents state this list is sent to GPs. Two respondents simply confirm it is sent, without 
the age of the child. In 1 case the child is 5.5 months, in 2 cases, the child is aged 1 year when it is 
sent out, in I case aged between 1 and 2 years. One respondent states the list for defaulters for this 
injection is sent to GPs when the child is aged 12, 18 and 24 months. In 1 case it is sent to GPs on a 
monthly basis and in a further 1 case sent 3 months after the due date for vaccination. 

DTaP / Polio / Hib / Men C 3,d vaccination injection 
A list of defaulters for this injection is sent in 10 cases. In 1 case the child is aged 7.5 months, and 
in I case the child is aged between 1 and 2 years. In 2 cases, the child is aged 12, 18 and 24 months 
when the list is sent. In 1 case the child is aged 16 months, and in 1 case 18 months of age. One 
respondent states this list is sent monthly, and in a further 1 case it is sent 3 months after the due 
date. Two cases simply confirm the list is sent (no age given). 

MMR 
Eight respondents state that a list is sent to GPs for children who have not received the full course 
of MMR vaccine. In 1 case this is sent out when the child is aged 16.5 months, in 1 case when the 
child is aged between 1 and 2 years, and in 1 case when the child is aged 18 months. Two cases 
state the child is 2 years of age when this list is sent to GPs. One respondent states it is sent on a 
monthly basis, and 1 states it is sent 2 months after the due date for the vaccine. 

S year Booster 
This is sent out in 1 case (no age given) 
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Reminders to parents of children who have not started . or received the full course of the 
foUowing vaccination (defaulters): 

DTaP I Polio I Bib I Men C 1" vaccination injection 
Reminders to parents are sent in only four cases. One respondent states these are sent for this 
injection when the child is aged 3 months, I respondent states these are sent at 3.5 months, and I 
respondent states reminders is sent when the child is 5 months of age. A further one respondent 
simply confirms it is sent (no age given). 

DTaP I Polio I Bib I Men C 2ad vaccination injection 
Reminders to parents for this injection are only sent in two cases, I when the child is aged 5.5 
months, and the other respondent has simply confirmed it is sent (no age given). 

DTaP I Polio I Bib I Men C 3,d vaccination injection 
Similarly, only 2 respondents state reminders are sent to parents for this injection, one when the 
child is aged 7.5 months, and the other respondent has confirmed it is sent (no age given). 

Reminders to parents of children who have not started or received the full course of the 
foUowing vaccination (defaulters): 

MMR 
Reminders are sent to parents of MMR defaulters in 5 cases. One respondent states the child is 16.5 
months when the reminder is sent, 1 that the child is aged 20 months when it is sent, and in 1 case 
the child is aged 3 years when the reminder is sent to the parents. In 2 cases the child is stated to be 
18,24, and 30 months of age when the reminder is sent. 
5 year Booster Three respondents state that reminders are sent out to parents of defaulters for the 5 
year booster, although the age of the child is not stated. In 2 cases these reminders are in 
conjunction with clinics. 
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APPENDIX 5 

Professional disciplines involved (WTE) 

The following table shows the nwnber of cases where each type of professional discipline I staff 
were stated to be involved, and the minimwn and maximwn WfE stated by respondents in brackets 
(n 11) 

(S)AMO PUN IT staff 
Clerical 

Other 
(WTE) (WTE) (WTE) GrJ Gr4 GrS Gr6 (WTE) 

(WTE) (WTE) (WTE) 

6 cases 4 (min • 3 (min 6 (min 3 (min 2 (I) I (I) ISnr 

1 BCG (0.9) 
(min - 0.3; max 0.5; max 0.03; max 1; max - PHNs 
0.05; max -2) -I) -6) 5) (5) 
-I) 

DTaP, Polio, 4 (min - 2 (min - 2 (min - 6 (min - 4 (min 4 (min - I (I) ISnr 
1 0.1 ; max- I; max - 0.5; max 0.6; max 0.5; max 0.1; max PHNs 

Hlb, MMR (n.9) 0.4) 21 - Il -6) -5) -11 (5) 
2 (I) 2 (min - 3 (min - 5 (min - 2 (min - 3 (min - I (I) ISnr 

J MeDingitis C (n.9) 1; max - I; max - I' max 0.5; max 0.5; max PHNs 
9) 8) 2't) I) -2) (5) 

2 (min - I (5) 1(1) I (I) ISnr 
4 Hepatitis B (n.4) 0.4; max- PHNs 

I) (5) 
Syr 5 (min - 3 (min - I (5) 5 (min - 3 (min - 2 (I) I (I) I Snr 

booster 0.05; max I ; max - 0.5; max I; max - PHNs 

(DTaP, -2) 2) - 6) 5) (5) 

MMR, 
Polio) 

_(0.8) 
Heaf I 3 (min - 2 (min - I (5) 4 (min - 3 (min - 2 (I) I (I) I Snr 

5 Sc:bool BCG 0.4; max- I; max 2) t; max - 1; max - PHNs 

(n. 7) I) 6) 5) (5) 

MMR 4 (min - 2 (min - I (5) 5 (min - 3 (min - 2 (I) I (I) ISnr 
catch 0.04; max I; max 2) 0.5; max I; max 5) PHNs 
up (n.8) -I) - 6) (5) 

lodlevel I (0.4) I (5) I (5) I (I) I (I) ISnr 
PHNs 

Td (0.4) (5) 

Pneumoc 2 (min - I (5) 2 (min - I (5) I (I) I (I) I Snr 

occal 0.4; max- 0.25; max PHNs 

6 (n.6) I) -6) (5) 

Influenza 3 (min - I (5) 4 (min - I (5) I (I) 2 (min - I Snr 
Adult 0.1; max- 0.05; max 0.05; max PHNs 

(n.7) I) -6) -I) (5) -
2 (min I (5) 2 (min - I (5) I (I) I (I) ISnr Hepatitis -

7 0.02; max 0.03; max PHNs 
B (0.5) - 0.4) -6) (5) 
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Four respondents were unable to quantify staff time spent on programmes and therefore their 
comments have been reproduced verbatim here. 

~ Specialist difficult to quantify 
~ SAMO I wte 
~ Senior PHN 1 wte 
~ PHNs 2 wte 

I. ~ IT staff 2 wte 
~ Admin 10 wte grade ill 
~ Admin grade I 1 wte 
~ AMO 1.4wte 
~ Surveillance scientist 0.2 wte 
~ The role of the SAMO in relation to vaccinations forms a small percentage of the overall 

responsibility, i.e. there is no dedicated SAMO. A nominated AMO has a role in 
monitoring the cold chain and audits procedures 

~ The Director of Public Health Nursing attends meeting in relation to immunisation / 
2. vaccination as part of her overall work 

~ I Y, staff are dedicated to ordering and distribution of vaccines, payments to GPs and 
recording vaccination details of children 

~ 1 grade V has overall responsibility for the running of the Child Health Section 
~ 1 grade ill goes to schools as required. 
~ I SAMO in advisory role 
~ PHNs - advisory role and health promotion 
~ Grade ill - involved in different aspects of the service 

3. ~ Grade IV and Grade V - part time 
~ Grade VII - part time 
~ Porter - delivers information leaflets 
~ Men C - separate unit with the exception of payments by Grade ill at area level 
~ No IT staff at area level 
~ 4 Grade ill involved in different aspects of service 
~ 1 SAMO - part time 

4. ~ 2 PHNs - part time 
~ Grade VII - part time 
~ Director of Public Health Nursing - part time 
~ Men C and catch up programmes run as separate units 
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APPENDIX 6 
GENERAL MANAGER'S QUESTIONNAIRE 

The questionnaire is divided into three sections, A, B & C. Section A asks for information on the 
organisation and management of vaccination programmes. Section B asks questions about 
materials management arrangements for vaccines and administration of immunisation / vaccination 
programmes. Section C of the questionnaire asks for your views as a General Manager, reflecting 
the views of your team / group, on what needs to be done to improve programmes. Different 
members of staff may deal with the areas of immunisation / vaccination programmes in your 
Community Services Area covered by Sections A & B, and so it may be necessary to involve 
different members of staff to assist you in fiUing out the two sections. 

In the interests of conducting a thorough review of immunisation / vaccination programmes, 
we ask you to answer every question. 

When returning the completed questionnaire, please make sure that aU 3 sections are fully 
completed and returned together in the enclosed envelope. 

The Review, of which this questionnaire is a part, is looking at the following 7 immunisation / 
vaccination programmes: 

Immunisation / vaccination Programme 
1 Neonatal BCG 

DTaP (Diphtheria / Tetanus / Pertussis) 

2 
Polio (oral / injectable) 
Hib 
MMR 

3 Meningitis C 
4 Hepatitis B (child) 

- school-entry booster 
DTaP 
Polio 
MMR 

5 school - primary schools 
MMR (for those who have not already had two doses) 
BCG (only if heaf negative and no previous BCG) 
- second level schools 
Td 

6 
Influenza 

adults Pneumococcal 
7 Hepatitis B (adult) 
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Instructions for: 
Section A Organisation and management of immunisation I vaccination programmes 

The purpose of Section A is to look at the way programmes are currently managed and organised. It 
contains questions I to 16. 
Firstly, please complete table I to show for which programmes in your Community Services Area there is a: 

i) Regional level group co-ordinating implementation of immunisation I vaccination programmes 
ii) Community Services Area level group co-ordinating implementation of immunisation I vaccination 
programmes 

For each of these groups in existence, the professional discipline of the chairperson should also be entered in 
table I. 

Secondly, please answer: 
i) Questions 2 to 13 for every immunisation programme with a Community Services Area level group 
ii) Questions 14 to 16 for every immunisation programme without a Community Services Area level group 

It will be necessary to photocopy questions 2 to 13 and 14 to 16, depending upon how many groups 
there are in existence in your Community Services Area. e.g. if there are Community Service Area 
groups for Meningitis C and adult influenza I pneumococcal only, questions 2 - 13 should be photocopied 
twice and completed. Questions 14 - 16 should be photocopied 5 times and answered for the remaining 5 
programmes for which there are no groups (in this example, they would be answered for BCG; DTaP I Polio 
I Hib I MMR; Hepatitis B; school vaccines; and adult Hepatitis B). 

Therefore, when returning your completed questionnaire, this section should be a compilation of 7 parts, one 
for each of the vaccination I immunisation programmes listed in table I. However, if the same arrangements 
are in place for two programmes, e.g. DTaP I Polio I Hib I MMR and the school vaccines, you should state 
this in the space provided at the top of each page and this section will accordingly be a compilation of 6 
parts. 

Instructions for: 
Section B Materials management and administration of immunisation I vaccination programmes 

Section B asks 42 questions on current arrangements for the ordering, distribution, stock control and storage 
of vaccines. It also asks questions on the administration of immunisation and vaccination programmes 
including identifying and tracking infants and children to receive vaccines. Section B contains questions 
numbered 17 to 59. Each new topic is clearly marked with a bullet point explaining what the questions ask 
about, as follows: 

~ Questions 17 to 21 concern the person who orders and receives vaccines 
~ Questions 22 to 25 concern the records maintained by the person responsible for receiving the vaccines 
~ Questions 26 to 40 concern supply of vaccines to GPs 
~ Questions 41 to 43 concern the Health Board storage of vaccines in your area 
~ Questions 44 and 45 concern who gives vaccine injections and locations in which clinics are provided 
~ Questions 46 to 56 concern steps for identirying and tracking children for vaccination in your Area 
~ Questions 57 to 59 concern quality control and staff dedicated to immunisation I vaccination 

programmes 

Instructions for:Section C Yonr views on what needs to be done 
This section is to be completed by General Mana gen. reflecting the views of the team I group. It 
contains 4 questions, numbered 60 to 63, asking your views on what needs to be done to improve vaccination 
I immunisation programmes. 
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This section asks what your opinions are in areas of immunisation programmes. We would like to know 
what you think are key faults in these areas and the best way to flx these faults, in the areas of Professional 
involvement Consumer involvement Materials management Information technology Communications 
Planning and organisation 

Instructions for: 
Returning your completed questionnaire 

When returning your questionnaire, piease ensure that all 3 sections are fully completed and enclosed in 
the enveiope provided. 

We would like to assure you that analysis of responses by the independent researcher wiD be 
conducted at a Health Board level by the independent researcher and therefore no one individual 
Community Service Area will be identifiable from the results. We request that you enter your 
Community Services Area and Health Board only in order to avoid follow-up contact with the General 
Managers who have already completed, collated and returned the questionnaire. 

Thank you for completing this questionnaire. Please use the enclosed addressed envelope to return It by 
21 August 2001 to: 
Marianne Abery 
The Research Bureau 
Space 28 
North Lotts 
Dublin I 

We also recommend that you keep a copy of your completed questionnaire for your records. 

If there are any comments you wish to make either regarding this questionnaire, or relevant to this review of 
immunisation programmes please enter them here and return this page with your completed questionnaire. __ _ 

60 



There are 16 questions in this section - see instructions for Section A, pages 1- 2. 

Please state which community services area and health board you are working in: 

Community services area: __________________________ _ 

Health Board: ___________________________ _ 

N.B.: Completed questionnaires are confidential. You have been asked to state your community services 
area and health board only in order to avoid follow-up with those who have already completed and returned 
their questionnaire. All data is collected and analysed by an independent researcher. If you have any 
queries when completing this questionnaire, please contact Marianne Abery (The Research Bureau) 
on 087 629 0145. 

I. In table I below, please indicate: 
a) By circling the appropriate answer which of the listed immunisation I vaccination programmes is overseen 
by: 

i) Regional level group co-ordinating implementation of immunisation I vaccination programmes 
ii) Community Services Area level group co-ordinating implementation of immunisation I vaccination 
programmes 

b) Where you have circled yes, there is a Regional group, please enter the professional discipline of the 
Chairperson 

c) Where you have circled yes, there is a Community Services Area group, please enter the professional 
discipline of the Chairperson 

(a:i) (a:ii) (b) (e) 

Regional Community Discipline of Community Table 11 
level Services Discipline of Regional level Services Area level group 

Area level group Cbairperson Cbairpenon group group 

t BCG Yes l No Yes I Na 

2 DTaP, Polio, Yes lNo Yes I Na 
Hib,MMR 

3 Meningitis C Yes I No Yes I Na 

4 Hepatitis B Yes I No Yes l No 

5 year olds 
booster Yes I No Yes I Na (DTaP, 
MMR, Polio) 

5 School Heafl BCG Yes I Na Yes I Na 

MMR Catcb Yes l No Yes l No Up 

2"" Level Td Yes I No Yes I No 

6 
tnRuenzs Yes I Na Yes I Na Pneumococcal - Adult 

7 Hepatitis B Yes I No Yes I Na 



Now, please answer: 
i) Questions 2 to 13 for every immunisation programme with a Community Services Area level group, as 
you have indicated in table I 
ii) Questions t 4 to t 6 for every immunisation progranune without a Community Services Area level group, 
as you have indicated in table t 

It will be necessary to photocopy questions 2 to 13 and 14 to 16, depending upon how many groups 
there are In existence in your Community Services Area. e.g. if there are Community Service Area 
groups for Meningitis C and adult influenza / pneumococcal, questions 2 - 13 should be photocopied twice 
and completed. Questions 14 - 16 should be photocopied 5 times and answered for the remaining 5 
progranunes (in this example, they would be answered for BCG; DTaP / Polio / Hib / MMR; Hepatitis B; 
school vaccines; and adult Hepatitis B). 

Therefore, when returning your completed questionnaire, this section should be a compilation of 7 parts, one 
for each of the vaccination I immunisation programmes listed in table I. However, if the same arrangements 
are in place for two programmes, e.g. DTaP / Polio / Hib / MMR and the school vaccines, you should state 
this in the space provided at the top of each page and this section will accordingly be a compilation of 6 
parts. 

Please answer the following questions separately for every immunisation / vaccination programme for 
which there is a Community Services Area level group established in your area (please photocopy this 
sheet as necessary). 

Please ensure completed copies of page 7 and 8 for this programme are stapled together securely. 

Which immunisation / vaccination programme(s) is the group is responsible for (e.g. BCG, Men C, etc)? 
(please enter)' ________________________________ _ 

2. Is there a nominated person responsible for follow up C<Hlrdination and management work of the group? 

r/ertiCk) 
No (go to question 8) 
Yes - please answer questions 3·7 on this nominated person: 

3. Title and professional discipline of person? _____________________ _ 

4. Year appointed? ____________________________ _ 

5. Is this person appointed to this work for the group on a full or part-time basis? (please circle) 
Yes/No 

6. If part-time, please state number of (3 hour) sessions per week: _______________ _ 

7. Summary job description? (if available. please aJtach a written copy), ____________ _ 

8. Does this person report to you as General Manager? Yes (proceed to question 10) / No 

9. Ifno, to whom does this person report? (please enler), _________________ _ 
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10. Please enter in the left-hand column the number of each of the following professional disciplines in the 
group. 

Number? 
f----~ Public Health Specialists 

Senior Area Medical Officers 
f----~ Public Health Nurses 

General Practitioners I-----l 
f----~ General Manager 
f----~ Information Technology staff 

Administrative Staff 
f----~ Health Promotion Staff 
L-___ .J Other (please state discipline I background), ________________ _ 

Immunisation I vaccination programme-,-_--:-,-_,..,--____ ,---_____________ _ 
(please staple this page to the completed page 7 for this programme) 

II. How often does the group meet? (please tick) 

1-__ ----1 Monthly 
1-__ --1 Fortnightly 
f------j Quarterly 
f------j Every 6 months 
1-__ --1 Annually 
'-__ --' Other (please state) ________________________ _ 

12. Please give a brief outline of the roles and responsibilities of the group: ___________ _ 

13. Please state the title of the regional manager (e.g. Assistant CEO, Regional Manager for Community 
Services Area, Regional Co-ordinator, Director of Public Health) to whom your Community Services Area is 
accountable for immunisation I vaccination programmes, _________________ _ 

Please answer the following questions separately for every vaccination I immunisation programme which 
does not have a Community Services Area level group for your area (please photocopy thiB sheet as 
necessary) 

Which immunisation I vaccination programme(s) is the group is responsible for (e.g. BCG, Men C, etc)? 
(please enter), ________________________________ _ 

14. Please enter details of organisational arrangements for the programme. ____________ _ 
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15. What is the professional discipline of the person managing the prograrnme? ______ _____ _ 

16. What are the roles and responsibilities of this person?.,--_________________ _ 

The purpose of section B is to look at current arrangements for the ordering, distribution, stock control and 
storage of vaccines. It also asks questions on the administration of immunisation and vaccination 
programmes including identifYing and tracking infants and children to receive vaccines. 

There are 42 questions in this section, numbered 17 to 59 - see instructions for Section B, page 2. 

Please state which community services area and health board you are working in: 

Community services area: ______________________________ _ 

Health Board: _________________________ ___ ___ _ 

N.B.: Completed questionnaires are confidential. You have been asked to state your community services 
area and health board only in order to avoid follow-up with those who have already completed and returned 
their questionnaire. All data is collected and analysed by an independent researcher. 

If you have any queries when completing this questionnaire, please contact Marianne Abery (The 
Research Bureau) on 087629 0145. 

~ Questions 17 to 21 concern the person who orders and receives vaccines 

17. Please enter the staff category / grade of the person responsible for ordering vaccines from the suppliers, 
and the vaccine for which they are responsible. (If more than one person is responsible please give 
details of staff category I grade including vaccine(s) for which each person is responsible) 

Staff catel!ory / grade Vaccine 

18. Does each person(s) receive a copy of the Contract for each vaccine? (please circle) 
Always Usually Sometimes Never 
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19. Please tick each of the following that the person(s) ordering vaccines is responsible for: 

§ Keeping the running balance of orders 
Ensuring compliance with supply quotas allocated 
Ensuring compliance with supply quotas allocated where a contract is split between 2 suppliers 
None of the above 

20. What are the roles and responsibilities of persons ordering vaccines? _____________ _ 

21. Please give details of person(s) who receives vaccines once ordered if different from the person(s) 
placing the order: 

Staff category I grade Vaccine 

~ Questions 22 to 25 ask about tbe records maintained by tbe person responsible for receiving tbe 
vaccines. 

22. Is the Cold Cbain Record checked on receipt of vaccines? (please circle) 
Always Usually Sometimes Never 

23. Is the quantity of vaccines received recorded? (please circle): 
Always Usually Sometimes Never 

24. Are batch numbers recorded when receiving vaccines? (please circle): 
Always Usually Sometimes Never 

25. Is whether each person(s) responsible has satisfied him I herselftbat expiry dates are adequate recorded? 
(please circle): 

Always Usually Sometimes Never 

~ Questions 26 to 40 concern supply ofvaccines to GPs 

26. Do GPs (or their representatives) collect vaccines? (please circle) 
Always Usually Sometimes Never 

27. If GPs (or their representatives) do collect vaccines, how many distribution points are there in your 
Community Services Area ? 

28. Are vaccines delivered out to GPs? (please circle) 
Always Usually Sometimes Never 

29. If vaccines are delivered out to GPs, please specifY method of distribution 

§ Health Board Deliveries 
Private Contractor 
Other source (please specify), _________________________ _ 
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30. Please specify how the cold chain is maintained during collection and transport by GPs or delivery to 
GPs (e.g. the container used. health board or private contractor refrigerated transport etc.) 

31. How is the maintenance of the Cold Chain during collection/transport verified? 

32. If vaccines are delivered out to GPs, how frequently do deliveries for various vaccines take place? In 
table 2, please: 

i) tick the frequency of delivery for all delivered vaccines, or 
ii) tick the right hand column to show vaccines which are not delivered out to GPs 

FREQUENCY OF DELIVERY Not 
Table 12 

Weekly Fortnightly Monthly 
On Otber delivere 

request (please specify) d 
I Neonatal BCG 

DTaP 

Child- Polio 
2 hood Hlb 

MMR 

3 Meningitis C 
4 Hepatitis B 

booste 
DTaP 
Polio 

r 
MMR 

5 ScboolMMR 

Second level Td 

Heaf/BCG 

6 
Influenza 

r-- adult Pneumococcal 
7 Hepatitis B 

33. If other arrangements are in place in your area for supply of vaccines to GPs please describe them in 
detail: ________________________________ _ 

34. Generally, do GPs sign on receipt of vaccines? (please tick as applicable) 

§ Yes, on delivery 
Yes, on collection 
No 
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35. Does the GP or a member of his / staff sign on collection or delivery that the temperature is correct on 
receipt of vaccines? 

Always Usually Sometimes Never 

36. Does the GP or a member of his / staff sign on collection or delivery for the quantity received? 
Always Usually Sometimes Never 

37. Does the GP or a member of his / staff sign on collection or delivery for the batch numbers? 
Always Usually Sometimes Never 

38. Does the GP or a member of his / staff sign on collection or delivery that they are satisfied that expiry 
dates are adequate? 

Always Usually Sometimes Never 

39. Do GPs sign or give a commitment to maintain the cold chain? (please circle) 
Always Usually Sometimes Never 

40. Please describe in detail how this is monitored ____________________ _ 

~ Questions 41 to 43 concern tbe Healtb Board storage of vaccines in your area 

41. What arrangements are in place at Community Services Area Headquarters or local depots or other local 
supply centres, for storage of vaccines to comply with cold chain requirements? 

42. [f stored in premises operated directly by the Board, are fridges thermostatically controlled? 
(please circle) Yes / No / Not applicable (not stored by the Board) 

43. Please provide details of make, model and capacity of fridges used: 

Make Model Capacity Vaccine Stored 
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~ Questions 44 and 4S concern who gives vaccine injections and locations in which clinics are 
provided 

44. Please indicate which professional discipline gives the vaccine injection in each programme by ticking 
the appropriate boxes in table 3. Tick as many disciplines for each programme as appropriate. (please 
note with regard to adults, the distinction between staff and high risk (non-staff) vaccinations) 

Special Occupational 

Table 13 
vaccination Health 

GP AMOs teams DeDt. Other (please specify) 

Dr. 
Nurs 

Dr. Nurse 
e 

I BCG 
2 DTaP Polio Hlb MMR 
3 Menin2itis C 
4 HeDatitis B 

5 yr booster 
MMR,Polio) 

(DTaP, 

5 School Heaf/BCG 
MMRcatch UD 
2'· level Td 
Pneumococcal 

6 Influenza - staff 
Influenza - high risk 

I--
Adult (non-stam 

HeDatitis B - staff 
7 Hepatitis B - high risk 

(non-stam 

45. Please indicate the location(s) in which each vaccination injection clinic takes place in table 4 by ticking 
the appropriate box(es). (as in table 3 above, please note with regard to adults, the distinction between 
staff and high risk (non-staff) vaccinations) 

GP Health 
Residential Other special clinic 

Table 14 Surger School Hospital Care 
y 

Centre 
Centre 

(please specify) 

1 BCG 
2 DTaP Polio Hih MMR 
3 Meningitis C 
4 Hepatitis B 

5 yr booster 
(DTaP, MMR, 

5 School 
Polio) 
Hear/BCG 
MMRcatch up 
2" level Td 
Pneumococcal 

6 Influenza - staff 
Influenza - high 

- Adult risk (non-stam 
HeDatitis B - staff 

7 Hepatitis B - high 
risk_ (non-staff) 
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~ Questions 46 to S6 concern steps for identifying and tracking children for vaccination in your Area 

46. Where are each child' s details obtained from for the vaccination programme? (tick as many boxes as 
applicable) 

a) Statutory Birth Notification to MOH Form (White) 
b) Perinatal Form (Yellow) 
c) Electronic Transfer 
d) Other source (please specify)'--______________________ _ 

47. Do PHNs provide I conflI1J1 information on all children? (please circle) 
Always Usually Sometimes Never 

48. Please indicate: 
i) whether, generally, the following information is provided I confirmed by PHNs on the child (by circling) 
ii) and ifno, enter any alternative source of this information. 

(Alternative source of information) 
a) Child's name Yes I No ________________________ _ 
b) Child's address Yes I No ___ ____ _________________ _ 
c) Child's GP Yes I No _______ ________ _________ _ 
d) Mother' s name Yes I No, _________________________ _ 
e) Father's name Yes I No, _________________________ _ 

o Phone contact no. Yes/No,~--~--~-------------------
g) Other information (please specify type and source) ___________________ _ 

49. This question concerns notifications to GPs and porents of children due for vaccinations and reminders 
to GPs and parents if these vaccinations ore not received by the child. We would like to know if such 
correspondence is issued, and if it is, what the age of the child is at the time. 

Please enter in table 5 the age of the child when this correspondence is issued, if lists to GPs or 
letters/reminders to parents are sent out for: 

a) Children due vaccinations 
b) Children who have not started or received their full vaccination course (defaulters) 

If no correspondence is issued, please enter not applicable (N/A). 

e.g. If the list of children due for vaccination is only sent out for the first DTaP I Polio I Bib I Men C 
injection and the MMR in the month before child is due to receive it, and not for the 5 year Booster, the 
table would read asfol/ows:-

.. ...... !f.~'!~. c:t}!.~~.P.I!'!.t!~!!t;~~. i!.~II.t!:t!, .'Y.'!~~ ~ .~'!~ !lg~. t}/ !?t.t!: .c.~!!~ !f!?t.~'!..i!.~ ~!.~~!i.!. ...... . 
Example DTaP I Polio I Bib I Men C : : 

....................... ::: f~~J.~~~~~~: ::I:: :r~:~~~~ifi.~: :T::r.:~;,j~~!!~~::: 1 ...... ~~ ...... .l.. .~~~.~~~~~~~ ... 
List to GPs of : : : : 

a children due At one month: NIA , NIA : At 14 months NIA 

. ... ,(,,~.~~.~~!J1~tj~J1 . ..................... J ...... ............... J .. ..... ............... L ........ ............ l ... ................ . 
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If this corresPOndeoce is issued, what is the age of the child wheo It is Issued? 
Tahle '5 DTaP I Polio I Rib I Meo C 

MMR 5 yr Booster ,M lojection 2" Injectioo 3'" lojectioo 
List to GPs of 
children due for 
vaccination 

a Notification to 
parents of 
children due for 
vaccination 
List to GPs of 
children over 
recommended 
vaccination age 
who have not 
started 
vaccination 
(defaulters) 
List to GPs of 
children who 
have not 

b received full 
vaccination 
course 
(defaulters) 
Reminders to 
parents of 
children who 
have not started 
or received full 
vaccination 
course 
(defaulters) 

50. If any other methods of tracking children who have not yet received all vaccinations are used. please 
outline these ___________________ _ ______________ _ 

51. Are children who move into and out of the area kept track of? 
Always Usually Sometimes Never 

52. Ifchildren who move into l out of the area are kept track of. how is this done? _________ _ 

53. Is the neonatal BeG carried out in maternity hospitals in your area? 
Always Usually Sometimes Never 
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54. If the neonatal BCG is carried out, is the relevant Community Services Area notified ofcb.i1dren who are 
discharged from maternity hospitals without BCG? 

Always Usually Sometimes Never 

55. If the Community Services Area is not notified of children who are discharged without BCG, please state 
by what, ifany, method they are identified ____________________ _ 

56. How are children who have not received neonatal BCG followed up? (please tick or enter information 
as appropriate) 

§ Called to BCG clinic 
Not followed up 
Otb.er(please specify), _______________________ _ 

~ Questions 57 to S9 concern quality control and staff dedicated to immunisation I vaccination 
programmes 

57. Is there a Quality Control Programme in place for all or part of the vaccination I immunisation 
programmes? (please circle) AliI Part I None 

58. If there is a Quality Control Programme in place for all or part of the programmes, please atlach details 
to this questionnaire and tick this box D 

59. Please enter in table 6 the number of staff dedicated to each immunisation/vaccination programme i.e. 
whole-time equivalent number of staff involved in materials management of vaccines and in supporting 
organisation and delivery of the various programmes (as distinct from those involved in giving the 
vaccine injections as already detailed in table 3, page J 4) 

CLERICAL 
IT Otber - please 

Table 16 SAMO PHN starr Grade Grade Grade Grade Specify 
J 4 S 6 

1 BCG 

2 DTaP, Polio, Bib, MMR 

J Meningitis C 

4 Hepatitis B 

S yr booster 
(DTaP, MMR, 
Polio) 

S School Heaf/BCG 

MMRcatch up 

2""level Td 

Pneumococcal 
6 

Adult Innuenza 
-

7 Hepatitis B 
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This section is to he completed by General Managers, reflecting the views of the team / gronp. It 
contains 4 questions, numbered 60 to 63, asking your views on what needs to be done to improve vaccination 
I immunisation programmes. 

60. In your opinion, what needs to be done to generate maximum confidence in programmes? (if necessary. 
please continue on a separate page headed question 60 and attach to your completed questionnaire) 

61. What do you think are the best methods of communicating with all relevant health professionals on all 
aspects of vaccination I immunisation programmes? (if necessary. please continue on a separate page 
headed question 61 and attach to your completed questionnaire) 

62. What do you think are the best methods of facilitating relevant health professionals communication with: 
a) parents? 
b) the public? 

63. Finally, and most importantly, we are interested in your opinion of the following areas of 
immunisation programmes: 

• Professional involvement 
• Consumer involvement 
• Materials management 
• Information technology 
• Communications (any aspects other than those covered in Questions 60 - 62) 
• Planning and organisation 

What do you think are: 
i) The key faults in the current system of vaccination programmes, at all levels? 
ii) The best ways to fix these faults? 
(if necessary, please continue on another page marked question 45 and attach to this questionnaire) 
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ApPENDIX 7 
HEALTH PROFESSIONAL'S QUESTIONNAIRE 

Review of Immunisation / Vaccination Programmes 
Questionnaire 

Please note: Completed questionnaire are confidential and should be returned to the Research Bureau 
at the address given below. The information given will be coUated and reported on a non-attributable 
basis - mainly in summary form. 

Thank you for completing this questionnaire. Please return it, by Monday 3m September, 2001 to: 
Ms. Marianne Abery 
The Research Bureau 
Space 28 
North Lotts 
Dublin I 

This questionnaire concerns tbe following vaccination programmes for children / young adults and 
adults. 

Children / young adults vaccination programmes: 

BCG 
DTaP (Diptheria / Tetanus / Pertussis) 
Polio (oral / injectable) 
Hib 
MMR 
Meningitis C 
Hepatitis B 

School-entry booster programme:
- DT AP / Polio / MMR 

Vaccinations on leaving school:-
- T d MMR (for those who have not already had two doses) 
- BCG (only if heaf negative and no previous BCG) 

Adult programmes 
Influenza 
Pneumococcal 
Hepatitis B 

Firstly, please state your professional discipline (e.g. Senior Area Medical Officer, Public Health Specialist, 
Director of Public Health Nursing, Communications Manager, GPlPrimary Care Unit Manager, Health 
Promotion Manager etc.) 

Please state which community services area and health board you are working in:-

Community Services Area: _________________________ _ 

Health Board: 
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In relation to the child or adult immunisation programmes listed above please answer the following 
questions. 

I. Does your professional discipline exercise any role or responsibility in any of the programmes? 
. Yes/No 

If no. please proceed to question 4. 

2. If yes, please give brief details of this role and / or responsibility and state which vaccination / 
immunisation programme(s) it concerns from the above list: 

3. Is this role in writing part as part of a job description or policy document? (please circle) Yes/No 

If yes, please attach details to this questionnaire and tick this box o 
4. If your professional discipline does not at present exercise any role or responsibility in relation to any of 

the above immunisation / vaccination programmes, or is only partially involved, in your opinion, should 
your professional discipline have a new or extended role or responsibility in these programmes? (please 
tick) 

§ New role / responsibility 
Extended role / responsibility 
Neither (please proceed to question 6) 

S. Please give brief details of what you consider that role or responsibility should be, and how it should 
relate to roles of other professional disciplines: 

6. In your opinion, what needs to be done to generate maximum confidence in programmes? (ifnecessary. 
please continue on a separate page headed question 60 and attach to your completed questionnaire) 

7. What do you think are the best methods of communicating with all relevant health professionals on all 
aspects of vaccination / immunisation programmes? (if necessary. please continue on a separate page 
headed question 61 and attach to your completed questionnaire) 
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8. What do you think are the best methods of facilitating relevant health professionals communication with: 

a) parents? 
b) the public? 

9. Finally, and most importantly, we are interested in your opinion of the following areas of 
immunisation programmes: 

• 
• 
• 
• 

Consumer involvement 
Materials management 
Information technology 
Planning and organisation 

What do you think are: 
i) The key faults in the current system of vaccination programmes, at all levels? 
ii) The best ways to fIX these faults? 

(ifnecessary, please continue on another page nwrked question 6 and attach to this questionnaire) 
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