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HEALTH 
1. An 1n egral feature of the recent G.M.S. agreement is that 

there will be a full commitment by all parties to the 
future development of general practice as outlined in the 
Blueprint Document "The Future of General Practice in 
Ireland" and that all parties are committed to the 
aChievement of responsible and cost effective prescribing. 

2. The Blueprint put forward proposals for the future 
organisation and management of the general practitioner 
service and the role of the general practitioner within 
such a revised structure. The document pointed to the need 
for the general practitioner service to be integrated with 
other health services to enable it to function as an 
integral part of the work of the health board in patient 
care. It pointed to the need to encompass general practice 
as a whole, and not solely the G.M.S., given that it has a 
major influence on other parts of the health board work, 
affecting both the level and manne.r of utilization of major 
areas of service including acute hospitals, long stay care, 
mental health, child care and personal social services. In 
this context, therefore, the Blueprint stressed the 
importance of management structures being put in place 
which would support the delivery of quality care by general 
practitioners for all their patients. Such structures must 
help smooth the interfaces between general practice and the 
other health professions and services in the interest of a 
seamless patient service. 

3. To achieve these objectives, approval has now been given to 
the establishment of a general practice unit within each 
health board. It is intended that this unit would be an 
integral part of the Board's management structure and would 
be concerned with and relate to all aspects of general 
practice including: 

Practice formation and organisation, 

Service delivery, 

Practice Support, 

Practice Staff, 

Premises and Equipment, 

vocational and continuing education, (A further letter 
will be issued in regard to these matters), 

The interfaces between general practice and the other 
health and social services. 
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4. The primary objective of the unit would be to facilitate, 
support and develop general practice as a whole. This 
would involve: 

(i) raising standards in general practice, 

(ii) facilitating an improvement in the interface 
between general practice and the other health 
services including hospital services, 

(iii ) improving the organisation of 
(the main issues here are 
Blueprint Document). 

general practice 
outlined in the 

(iv) identifying opportunities for extending the 
services provided by general practitioners where 
this can be done more cost effectively than at 
present, 

(v) assisting general practitioners to prescribe 
appropriately and cost effectively. 

5. fUnctions of G.P. unit 

Each health board will, of course, have their own strategy 
for the organisation and management of general practitioner 
services in their area. Each board will also have a view 
on the precise functions of the general practice unit. The 
following suggested functions have been drafted in 
conjunction with the representatives of the Chief Executive 
Officers and may be helpful to Boards as a general 
guideline on this issue:-

( i ) 

(ii ) 

(iii ) 

Liaison with General Practitioners. 

Meeting with G.P.s as individuals and/or groups, 
as appropriate, at regular intervals. 

Advising and supporting general practitioners in 
relation to their prescribing. (See para 6). 

(iv) Setting and raising standards regarding G.P. 

(v) 

(vi) 

(vii ) 

premises and clinical records. 

Ensuring that rostering 
arrangements are adequate. 

and out-of-hours 

Encoura~ing the development of practice audit. 

Establishing minimum data set in respect of all 
doctors and practices to include: 

GP Profile 
GP Staff Profile 
Practice Premises Profile 



"' 
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(viv) 
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Profile of Practice Catchment Area 
Details of prescribing Profile 
Profile of Practice Referrals for Hospital 
Services 
Practice Morbidity and Mortality Data 

(a) Encouraging the development and use of 
agreed protocols within general practice for 
investigation, referral, treatment, 
therapeutics and care in the community. 

(b) Encouraging the development and use of 
agreed protocols of combined care for 
speci fied condi tions between consul tants and 
general practitioners to include 
investigation, treatment, therapeutics and 
care. 

Assisting and working closely with General 
Practi tioners in obtaining and providing 
information concerning the "process" of general 
practice particularly as regards: 

consultations 
referrals 
use of resources 
prescribing 

(x) Advising re: 

allocation of grants 
entry 
manpower 
list. size etc. 
vocational training 
continuing education 

(xi) Involvement in matters relating to: 

(xii ) 

assignment of patients 
information re rostering and out-of-hours 
cover 
monitoring of availability 
complaints 
practice premises 
practice support teams 

Advising and determining on eligibility and 
requirements in relation to palliative care, 
patients over 7S years of age and determining 
"deprived" urban areas. 
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(xii i) Assisting and working closely with other relevant 
health board personnel in gathering 
epidemiological data relating to disease process 
and morbidity in the community. 

(xiv) Research including the development of pilot 
projects. 

6. GIIS Scheme 

In relation specifically to the care of medical card 
patients, the health board will ensure that the terms of 
the GI'IS Contract are adhered to and implemented. The 
General Practice unit will assist in this function. 

7 . prescribing 

A major function of the G.P. unit will relate to 
prescribing matters. 

Each health board, using data available from the GI'IS 
payments Board, should provide a support, information, 
advisory and educational service to gen~ral practitioners. 
This would include such information as general 
practitioners might reasonably r~quire. The objective of 
this service would be to provide advice and guidance to 
doctors in relation to cost-effective prescribing i.e., to 
provide general practitioners with information on which to 
make informed decisions. The service will provide 
information concerning the range of drugs, comparative 
costs and information specific for individual general 
practitioners lists of patients relating to matters of 
safety and cost effective treatment. 

In this regard, the G.P. Unit could have responsibility 
for: 

(a) ensuring that appropriate information is issued to 
general practitioners at regular intervals, 

(b) ensuring information sent to doctors is user friendly, 

(c) seeking feedback from general practitioners, 

(d) providing information to individual 
practitioners at regular intervals showing how 
can be made as regards prescribing, 

general 
savings 

(e) visiting G.P.s periodically to discuss prescribing 
patterns, 

(f) targeting high cost/volume prescribers for more 
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detailed information and visiting such doctors to 
offer advice and assistance. 

(9) encouraging all practices. to regularly review repeat 
prescriptions, particularly those for the elderly. 

aa,\regenpra.unt 
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MEMORANDUM CONCERNING THE INVOLVEMENT OF GENERAL 

PRACTITIONERS IN IMMUNISATION PROGRAMMF.S 

I BACKGROUND 

The purpose of this Memorandum is to consider the 
question as to whether it would be more appropriate, from the 
point of view of costs and effectiveness, if GPs were to 
carry out all child related primary immunisations, both for 
private and GMS patients. While the Working Group on Special 
Items of Service is concerned primarily with aspects of GP 
services provided for GMS patients, an understanding was 
arrived at in the course of the negotiations leading to the 
implementation of the new GMS contract that immunisation 
services would be discussed within the context of the Group's 
deliberations. 

Currently, in Ireland, primary immunisation consists of 
immunisation against diphtheria, tetanus, pertussis, pOlio, 
measles, mumps, rubella and tuberculosis. With the 
exception of measles, and the recently introduced MMR 
(measles/mumps/rubella) programme, most children covered by 
the GMS receive their immunisation treatments on a sessional 
basis at Health Centres. This service can also be availed of 
by non-GMS patients, even though many of the latter opt to 
receive these immunisations on a fee paying basis through 
their General Practitioner. 

Measles vaccination and immunisation carried out under 
the recently introduced MMR programme are provided through 
GPs to all persons without charge. The GPs are paid by local 
Health Boards on a fee per item basis, subject to returning 
the special notification forms. 

The position regarding tuberculosis, which is not 
included under the proposals outlined in this Memorandum, is 
currently under review. 

Basically the immunisation/vaccination treatments which 
are aclministered to chi ldren at present are as follows: 

1. 

2. 

First oral polio and "2 in 1" or "3 in 1" at 
three months of age; 

Second oral polio and "2 in 1" or "3 in 1" 
one month later; 
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3. 

4. 

5. 

2 

Third oral polio and "2 in 1" or "3 in 1" 
six months later; 

MMR at 15 months of age; 

Booster oral polio and "2 in 1" 
of age. 

at 4/5 years 

Even though precise figures are not available there is 
general agreement that the levels of immunisation achieved so 
far for the child population fall short of what is considered 
to be desirable."l The target degree of immunisation cover 
is 90 per cent minimum, but the levels achieved so far are 
about 70 per cent for the "2-in-l" and Pol io immunisations, 
and about 50 per cent for the "3-in-l" vaccine. 

It is relevant to mention that the degree 
achieved so far in the MMR campaign for children 
15 months and 2 years is nearly 70 per cent. 

of coverage 
aged between 

II THE PROPOSALS 

The proposals which have been put 
the ICGP in favour of transferring 
immunisation services to GPs would, it 
the following advantages. 

forward by the 
the delivery 
is contended, 

IMO and 
of all 
involve 

1. The GP operates in constant contact with the 
community and is therefore in a better 
position to counsel and advise families on the 
necessity for having children immunised, This 
is of particular importance for GMS patients, 
who tend to come from the lower socioeconomic 
groups and who may not have a sufficiently 
strong appreciation of the personal benefits 
involved. 

It is also of particular importance in 
'achieving higher levels of uptake in the 
case of whooping cough vaccinations in order 
to overcome the deeply felt apprehension 
which many parents have in regard to this 
particular vaccine. 

( 11 See for example O'Keely and O'Ooherty (1981). 
Trends in Central Oublin. Irish Medical Journal, 
3, 1981" p. 195. 

Immunisation 
Vol. 74, No. 
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2. 

3. 

4. 

3 

The GP i~ in a better position to administer 
immunisation not only in terms of the 
recommended time ~cale, but also in an 
opportllnistic fashion, on account of his/her 
ongoing contact with families. When 
immunisations are administered on a sessional 
basis in Health Centres, apart from the 
difficulty of getting patients to present, 
sometimes temporary illnesses (e.g., colds 
etc. ,) may make it necessary to postpone 
immunisation until the next session at the 
same Centre, thus increasing the probability 
of the individual receiving only partial 
treatment or perhaps not being immunised at 
a I I . 

It is contended that this feature, as 
well as those indicated in 1, will re~lllt in a 
significantly greater proportion of the target 
population being covered. 

GPs can attend to any consequential illnesses, 
reactions, etc., which may follow from the 
immuni.sation treatment. In fact the GP 
inevitably becomes involved in such problems 
even with the present system, but is in a 
distinctly disadvantageous position not having 
being involved in the deliver~ of the 
immunisation in the first instance. The GP 
may not therefore be aware of relevant 
circumstances. In this context also, obviously 
the background knowledge which the GP has 
concerning the patient and his/her family can 
be used to advantage in deciding when to 
administer the' immunisation, or whether to 
administer it at all. 

This is not meant to imply that under the 
present arrangements Public Health Doctors do 
not take adequate account of such necessary 
background information relating to patients, 
but obviously a GP, who is in ongoing closer 
contact with the families concerned, in a 
better pOSition to do so. 

According as the effects of increased levels 
of immuni sation take hold, there wi II be 
direct saving~ arising from reduced morbidity 
(in regard to drugs, treatment costs and the 
use of hospital reSOllrces) not to mention the 
indirect benefits which would accrlle to the 
Community when the effects are viewed in a 
wider cost-benefit context. 
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The argument against changing the existing system is 
advanced, not SO much from a conviction that the system as it 
stands is necessarily more efficient, but more on the 
grounds that it is necessary to utilise the existing 
resources, at least in the medium term. At present Health 
Board professional staff carry out most of the primary 
immunisations on a sessional basis. This function, however, 
forms only a small part of their duties and few such staff 
would be involved in immunisations on a full-lime basis (see 
Section III). In the event of the system being changed in 
the manner being proposed, these structures could not easily 
be reduced in size, or at least could only be reduced on a 
gradual basis. In these circumstances since some of the 
associated costs (e.g., travelling) relate also to other 
activities, it is unlikely that any savings would materialise 
if immunisation work were no longer done by Health Board 
staff indeed it is likely that there would be additional 
costs. 

III COSTS COMPARISONS FOR THE EXISTING AND PROPOSED SYSTEMS 

fa) Immunisation Administered by GPs. Estimated Annual Fee 
Costs 

The costings indicated in this section 
stages of Primary Immunisation (at 3 months, 
months), MMR at 15 months and the Booster 
3-in-l at age 4/5 years. 

cover the three 
4 months and 10 

Oral Polio and 

The costings are based on achieving an uptake of 90 per 
cent. 

The target child populations used are based 
numbers of births in recent years (which are falling) 
are:-

52,000 for Primary Immunisations 
54,000 for MMR 
62,000 for the Booster at 4/5 years: 

on the 
These 

The GP fee for administering p.ach immunisation treatment 
is taken to be (6.25. '2' 

The cost of vaccines is not incliided as this would 
obviously arise irrespective of the system used. 

(2) This is the fee currently paid for administering the MMR 
vaccination. It is not necessarily the fee that would apply 
In a comprehp.nsive immunisation programme. 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

5 

No attempt has been made to include support costs. 

The estimated costs are as follows;-

Primary 

52,000 x 6.25 x 3 x 0.90 = £877,500 

MMR 

54,000 x 6.25 x 0.90 = £303,750 

Booster 

62,000 x 6.25 x 0.90 = £348,750 

Total £1,530,000 

This total is of course crucially dependent on the rate 
of fee used in the calculation and if this were greater there 
would be a pro rata increase in the aggregate cost estimate. 

To the extent that the uptake falls short of 90 per 
cent, these costs would, of course, be lower. However it is 
envisaged that the support costs associated with a GP-tested 
system would be higher than those which currently apply, even 
though it is not possible to quantify this increase (see 
Sec t i on V) . 

(bJ Estimatp.d Direct Staff Costs of Present Systp.m 

Given that the present immunisation activities are 
carried out by personnel who form part of large broadly based 
Public Health organisations it is difficult to isolate 
accurately the costs which are specifically attributable to 
immunisation programmes. It must be borne in mind therefore 
that the figures given in the following paragraphs are 
estimates, which is some cases are based on judgemental 
criteria. 

There 
whom it is 
relates to 
£22,000. 

are abou t 200 Area Med i ca I Of f i cers (,AMOs) for 
estimated that about B per cent of working time 
immunisation work.' The average AMO's salary is 

Thus the estimated direct 
attributable to HB doctors are;-

200 x O.OB x 22,000 ~ £352,000 

annual staff costs 

• This is based on assessments carried out in a number of 
Health Boards 
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It is reckoned that in addition out of the 1,500 Public 
Health Nurses the equivalent of about 120 (8 per cent) are 
engaged full-time on immunisation work"" their average 
salary is £15,000. Thus ·the related annual costs are:-

120 x ].5,000 = £l,ROO,OOO 

There are also travelling expenses, but comprehensive 
estimates of those are not readily available. The partial 
indications that do exist ••• suggest that for AMOs and 
Public Health Nurses taken together, the aggregate annual 
cost is of the order of £200,000. 

Thus the total estimated direct annual staff costs under 
the present system amount to about £2,350,000. 

Given the tentative nature of these estimates, as well 
as the fact that not all of the costs associated with the 
proposed GP based system have been quantified (i.e., 
administrative support), one can perhaps best summarise the 
position by stating that the overall national cost of the 
primary immunisation programmme would be of much the same 
order of magnitude which ever system is considered - either 
via GPs as proposed, or by means of Health Public staff as at 
present. 

(3) This proportion is based on the results of an official 
Survey of the Work Load of Public Health Nurses carried out 
in 1978 and of a similar enquiry conducted in 1984 under the 
auspices of the Institute of Community Health Medicine. Hoth 
assessments yielded similar figures. It should also be noted 
however that in a recent assessment carried out by the 
Mid-Western Health 80ard it was estimated that immunisation 
work accounted for less than 2 per cent of Public Health 
nursing time in that region. While in the latter instance the 
concept of time spent on immunisations may have been defined 
in a somewhat more restricted way, the figure does suggest 
that the proportion used in the abovementioned calculation (8 
per cent) may overstate the involvement of Public Health 
Nurses in this work. 

(4) In a recent survey in the Mid-Western Health Hoard it was 
estimated that on average each AMO travelled about 700 miles 
per year on work related to immunisations. This suggests an 
annual national cost of about £70,000 for all 200 AMOs (at a 
rate of 50p per mile). If it is assumed that each PHN 
(f!quivalent of) involved in immunisation work travels 
2,600 miles per year (i .e., 50 miles per week) in connection 
with these duties, this implies an annual aggregate cost of 
abo.ut £155,000. 
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It is important to understand in interpreting these 
costs that the system could not, as a result of this, be 
changed at zero cost. Immunisation forms such a small 
proportion of the work of Health Board professional staff 
that it would be unrealistic to aSSllme that many of these 
posts could be retrenched (even gradually) if primary 
immunisation were transferred to GPs. It should also be borne 
in mind that if Public Health Nurses are to continue to be 
involved in immunisation related work under the proposed new 
arrangements, then not all of the above-mentioned costs 
attributed to them would be obviated in any case. 

Furthermore the fact that the work of immunisation is 
carried out in association with other activities (such as 
child screening) implies that some apparent savings may not 
be realised. This applies to some administrative support 
services and particularly to costs arising from activities 
such as travelling which is often undertaken for the purpose 
of more than one function. 

IV RELEVANT EVInENCE 

There is some evidence available which lends support 
to the view that a higher coverage would be obtained with GP 
based immunisation programmes.· In the North Eastern Health 
Board Region most primar.y immunisations (apart from the first 
one) are carried out by GPs. The indications are that very 
high coverage ratios (over 90 per cent in some practices) can 
be achieved by individual GPs who have developed an interest 
in the procedures. The position is not as satisfactory 
however in practices where doctors show little interest, even 
though it is envisaged that attitudes would change 
Significantly for the better if specific payments were 
i nvo I ved. (5' 

A notable feature of the position in the NEHB is that 
there has been a substantial organisational inpllt into 
immunisation programmes by nccs; in fact the work is very 
much a Joint effort by DCCs, Public Health Nurses and GPs. 
noctors are informed of·all babies born in their practice 
areas and are encouraged to make returns to the nec regarding 
those who present for immunisation. It is considered that i l 
is only in this way that an accurate indication of local 
uptake rates can be obtained and proper·follow liP procedures 
implemented. There are problems however in convincing GPs of 
the need for proper record keeping and only a minority of 
doctors currently make full returns. However, the 
effectiveness of the system operated In the NF.HB can be 

(5) The Health Board pays 
budget for administering 
considered to be much of an 

a small fee to GPs from 
immunisatlons, but this 
Inducement. 

its 
is 

own 
not 
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gauged from the fact that this Health Board has by far the 
highest uptake in the MMR scheme for the youngest members of 
the target group - 78 per cent as of end-May 1989 compared 
with a national average of 57 per cent (the uptake was nearly 
90 per cent in Co. Meath). 

There are other instances of particular interest where 
individual doctors have become actively involved in 
administering primary immunisations and have recorded their 
experiences - e.g. O'Grady et al., (1984), White (19R6) and 
O'8rien and O'8rien (1988) .(8) The results of these 
exercises indicate that, in the circumstances involved, GP 
based immunisation services would yield higher targe.t group 
coverages. All of these studies, it should be noted, were 
carried out with the active co-operation of local Health 
Boards. In a number of them, the involvement of Public Health 
Nurses was obviously a key element. 

An interesting point to note from the first-mentioned 
study is that even though the overall compliance rate 
achieved for the immunisations covered was as high as 97 per 
cent, it was much lower (5B per cent> in the case of 
pertussis vaccination. In was considered that a contributory 
cause here was the absence of information in Maternity 
Hospital reports regarding contraindications. In the absence 
of such knowledge the authors state that the practice "erred 
on the side of caution" which resulted in the low uptake 
referred to. The importance of continuity of care in dealing 
wi th immuni sation (commencing at the ante-natal stagel and 
the transmission of relevant information between health 
professionals is also stressed in the 1986 study carried out 
byWhi te. 

(6) O'Grady, O'Riordan, 
Vaccination Programme for 
Medical Journal. Volume 77, 

Casey and Dougan (1984). A 
Irish General Practice. Irish 

No. 4,pp. 109-110. 

Dougan, 
General 
Journal, 

O'Grady, O'Riordan and Casey (19R4). 
Practitioner Immunisation Programme. 
Vol. 77, No.4, pp 110-111. 

Analysis of a 
Irish Medical 

White (1986). An Audit of Primary and Measles Vaccination 
Programmes in a Rural General Practice. Irish Medir.al 
Journal, Vol. 79. No. I, pp 183-185. 

O'Brien and O'Brien (19RR). An audit of measles immunisalions 
in a semi rural practice. Irish Medir.al Journal, Volume 81, 
No. I, 19R8, pp. ~6-3R. 
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V. OVERVIEW 

Operational Aspects 

Few would disagree with the opinion that, from the 
point of view of children and families involved, the GP is in 
a better position to deal with medical and related problems 
associated with immunisations particularly with regard to 
difficulties arising as a consequence of immunisation. 
However, the basic question is whether a greater degree 
of cover in the target population will be achieved - keeping 
in mind that the primary objective of the whole immunisation 
programme is to achieve a level of uptake as close 
aspossible to 100 per cent. One must also keep in mind the 
expenditure consequences of the proposed change. 

From an operational point of view, one can identify 
some disadvantages in the proposed scheme. Not all GPs will 
necessarily participate in the programme (even though it is 
expected that the great majority of them would do so) and 
this would leave "gaps" or "holes" in the overall cover in 
certain localities. While arrangements can be made to deal 
with this, in circumstances where the existing system had 
been discontinued, it would require a disproportionate amount 
of resources to de~l with the problem and it would constitute 
a significant administrative irritant, particularly if the 
number of "gaps" was sizeable. Furthermore as a consequence 
of such gaps in cover there would be some areas with very low 
or near zero uptake rates where infections, if they occurred, 
could spread very rapidly. 

With regard to pertussis, one must, without prejudice, 
pose the qllestion as io whether GPs any more so than public 
health doctors at present, would be prepared to actively 
promote immunisation in this case, given the widely held 
fears which exist concerning side effects from the vaccine 
and the fact that doctors may not always be in possession of 
all the necessary information required to make an informed 
decision.. The fact that these fears or apprehensions may not 
be justified is not the issue. The fact is that they exist 
and must be overcome to a greater extent if a higher degree 
of immunisation against this condition is to be achieved. 

Supervision 

It must also be borne in mind that con~iderable efforts 
may be needed to ensure uniformity in the operation of the 
scheme, particularly in regard to administering the 
immunisations according to the correct time scale. The 
existing scheme involves the supervision and regulation of 
the activities of some hundreds of professional health board 
employees who operate within a hierarchal structure. The 
scheme as proposed will involve over.seelng the activities of 
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I,ROO independent GPs, amongst whom there will inevitably be 
great variation in the degree of interest and efficiency, a 
feature which is acknowledged in the Report of the 
Immunisation Sub-Committee of the ICGP. Thus the proposed 
scheme would require a greater degree of supervision and 
administrative support and t~is would in turn involve 
additional costs. 

It would appear to be essential if a scheme of the type 
proposed is to be effective that Directors of Community Care 
should take specific responsibility for organising and 
supervising the activities involved. An effective local 
monitoring system wouid need to be set up which would require 
the establishment and maintenance of records relating to 
births and numbers of children of the relevant ages. Of 
particular importance in this regard is the correct 
assignation of births to individual practices, a development 
which would be greatly (acilitated if GPs' names and 
addresses were included on the multipurpose Maternity 
Hospital birth forms. The current pOSition in regard to such 
records appears to be most unsatisfactory and Virtually 
precludes the possibility of compiling accurate immunisation 
take up rates, not only for individual practices but at local 
and county levels. This is an area where computer facilities 
could be used to advantage, a development that would not 
entail too much expense since the desktop minicomputer 
systems that would be suitable for this type of work are not 
expensive, and are relatively easy to operate. 

A Contractual Arrangement 

The foregoing suggests that involvement by GPs in 
immunisations should be on a contractual basis. This would 
clarify the responsibilities of the parties involved (the 
Health. Boards and the doctors), would allow advance 
identification of "gaps" in cover (i .e., in respect of those 
unwilling to contract) and should contribute to securing a 
more satisfactory degree of compliance with the full 
requirements of the programme. 

Problems associated with compliance could b~ reduced by 
including some inducement in the fee arrangements. These 
could consist of a standard fee for each immunisation 
treatment administered as well as a retrospective annual 
bonus to be paid if certain specified minimum uptake levels 
are aChieved in the practice. However the Group Is also of 
the view that such a contract should include provision to 
exclude GPs from the scheme If their immunisation uptake 
fails to meet a minimum agreed level in accordance with the 
terms of the contract, or if they fail to make accurate and 
prompt returns as required. 
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Costs 

With regard to costs basically what the figures given in 
Section III purport to show are the relative co~ts that would 
be involved for the two alternatives in question if one was 
starting ab initio without any structures in place and if the 
Health Board staff in question were to be employed 
exclusively in irrununisation work. Whi Ie a ~ummary 

interpretation of the figures suggests that the aggreg~te 

costs would be much the ~ame irre~pective of the approach 
addopted (on the basis of the GP fee levels used in the 
calculations), this does not imply that a change to the 
GP-based system proposed would be cost-free. One must take 
into account how the existing ~ystem would be adapted to 
cater for the change. Since immunisation work accounts for 
only a small proportion of the working time of Health Board 
professional staff, any savings that would materialise as a 
result of transferring this work to general practice, would 
be minimal. Thus it must be recognised that the direct costs 
associated with a G.P. based system would, for the most part, 
be additional costs. 

With regard to savings which can be identified in a 
wider cost benefit context these would be of some 
significance consequent on a higher level of pertussis 
vaccination (because of the persistence of this condition in 
the population). The same argument can be advanced in respect 
of the MMR prograrrune, even though here studies have indicated 
that any savings which accrue emerge only in the 
long-term.<7' However the extent of any savings would be 
minimal in relation to the other conditions in question 
(e.g., diphtheria) as these diseases now scarcely exist. 
Immunisation in these latter circumstances is primarily a 
preventive exercise designed to guard against future 
outbreaks. 

VI CONCLUSIONS 

In summary the conclusions of the Group in relation to 
the proposed alterations to the irrununisation procedures are 
that it would be advantageous from the point of view of 
increased coverage and effectiveness if General Practitioners 
were to carry out primary irrununisations, as lo~g as the 
following conditions are also met. 

(1) A proper system of local organisation, supervision and 
monitoring be introduced, under the control of Directors 
of Community Care. This would entail more comprehensive 
record keeping and the use of computers. 

(7) Week 1 y F.p i demioJogi ca J Review, No. 
"Cost-Benefit Analysis of the MMR Vaccine". 

19, May 19R9, 
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(2) The system be operated on a contractllal basis which 
would place obligations on GPs and Health Boards to 
adhere to the conditions of the programme. With regard 
to remuneration this should involve a standard fee for 
each agreed immunisation treatment provided, and 
retrospective bonus payments which would be paid only 
when specified minimum coverage levels were attained. 
However the constract should also involve exclusion from 
the scheme if uptake fails to meet a minimum agreed 
level in accordance with the terms of the contract and 
for failure to make prompt and accurate returns as 
required. 

(~) The system should include provision to ensure continuity 
of care involving GPs, public health nurses and 
Maternity Hospital personnel, particularly 
paediatricians. Such an arrangement, involving the 
transmission of relevant information, would appear to be 
vital if GPs are to be in a position to give practical 

. advice in relation to pertussis vaccinations. Indeed one 
must question as to whether any significant increase in 
pertussis vaccination uptake could be achieved without 
such an arrangement. 

One of the merits of the system as was proposed is that 
it is a uniform one, which draws on the experience and skills 
of both Health Board staff and General Practitioners, within 
the framework of a reorgan i sed superv i sory s truc'ture. 

In view of the specific costs that would be associated 
with a GP based system (fees, supervision, etc.) the changes 
as proposed, while they may contribute to a more effective 
system in operational terms, would involve a net additional 
cost, especially in the medium term unti I such time as any 
wider cost benefit type effects begin to apply. Thus the 
decision for the Minister and the Department is whether they 
consider it desirable to meet these extra costs in order to 
achieve a more satisfactory immunisation programme. 


