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OF THE REVIEW GROUP ON 
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DEPARTMENT 
OF HEALTH 
AN ROINN 
StAINTE 





Mr Brendan Howlin T.D., 
Minister for Health 

Dear Minister, 

I have great pleasure in submitting to you the Report of the Review Group on Primary 
Childhood Immunisation. 

I have no doubt that if implemented in full an uptake level of immunisation of 95% of the 
childhood population can be achieved. 

A particular feature of the report is the recognition of the central role of the family general 
practitioner in achieving an optimal immunisation uptake. 

I would like to thank the members of the committee for their active participation and co
operation in producing what I believe is a very sensible and practical report. 

I would like to particularly recognise the work and contribution to the success of the report 
of Ms. Caitriona Connolly, Secretary to the Group. 

Yours sincerely, 

Dr. Niall Tiemey 
Chairman of the Group 
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REPORT OF THE 

REVIEW GROUP ON 
PRIMARY CHII.DHOOD IMMUNISATION 

1. ESTABLISHMENT OF THE REVIEW GROUP 

1.1 The Review Group was established by the Minister for Health in November, 1993 with the 
following terms of reference: 

"'Ib review the administration of the present programme of childhood 
immunisation and to make recommendations on measures having 
regard to both cost and quality issues, on options to improve the present 
uptake of immunisations". 

1.2 The membership of Group was: 

Dr. Niall Tierney, Chairman, Chief Medical Officer, Department of Health. 

Department of Health 
Dr. Jim Kiely 
Dr. Chris McNamara 
Mr. Michael Lyons 
Ms. Dora Hennessy 

Health Boards 
Mr. Michael Bruton 
Mr. Michael McGinley 
Dr. Brian O'Herlihy 

Irish Medical Organisation 
Dr. Joe Barry 
Dr. Declan Bedford 
Dr. Henry Finnegan 
Mr. Derek Hunter 

Irish Society of Medical Officers of Health 
Dr. Harold Brenner 

Irish College of General Practitioners 
Dr. Rita Doyle 

Secretary to the Group: 
Ms. Caitriona Connolly 

The Group met on 5 occasions and is pleased to present its report to the Minister so quickly. 



1.3 The Group was established by the Minister against a background of relatively low uptake 
of the recommended primary childhood immunisations in certain areas of the country, and 
amongst specific groups for some of the recommended immunisations. These low uptakes 
were paralleled by a high incidence of certain infectious diseases. The cases of the 
diseases in question reported to the Department of Health in recent years are: 

DISEASE 1990 1991 1992 1993 

Diphtheria 0 0 0 0 
Pertussis 798 841 860 869 
Tetanus 0 0 0 0 
Polio 0 0 0 0 
Measles 556 135 179 4328 
Mumps 48 53 43 44 
Rubella 258 206 155 179 

These figures show problems with two diseases in particular, measles and pertussis. In 
the case of measles, because the number of immunised children is unacceptably low the 
incidence of the disease tends to peak every few years. The annual incidence of pertussis 
is also unacceptably high because of the large pool of unimmunised children. This appears 
to be due largely to the perception amongst the public that the pertussis immunisation is 
unsafe. The perception among parents that childhood diseases like measles are of little 
consequence also appears to contribute to low uptake. 

Whilst the majority of children who contract infectious diseases, such as measles or 
pertussis, recover quickly, a small number may suffer long-term neurological damage and 
other sequelae. In addition to considering how uptake rates might be improved, the Group 
examined the procedural issues relating to the immunisation programme. These 
particularly included the need for prompt notification of immunisation. 

2. SUMMARY OF RECOMMENDATIONS 

2 

Section 3 1. The immunisation schedule should be amended to facilitate the 
administration of the DT/DPT and Hib immunisations simultaneously 
i.e. at 2, 4 and 6 months. (3.2) 

2. ~pplic~tio~s for product authorisations for primary childhood 
tmmumsatlons should be less specific regarding the timing of the 
immunisation. (3.3) 

Section 4 3. ~ upt.ake. level of 95% in the total child population for childhood 
Immurusatlons should be achieved and maintained. (4.(i)) 

4. Geographical areas and specific groups where uptake is unacceptably 
low should be targeted with specific strategies. (4.(ii)) 



5. There should be a high level of awareness among health professionals 
and the public of the benefits of immunisation. (4.(iii)) 

6. A comprehensive and accurate information system should be 
maintained. (4.(iv)) 

Section 5 7. The General Practitioner is ideally placed to administer the 
immunisation service and should be the principal health professional 
involved in delivery. Health Boards through their Directors of 
Community Care/Medical Officers of Health (DCC/MOH) who are 
statutorily responsible for the control of infectious diseases are free to 
take the measures necessary to achieve and maintain the target 
uptake of immunisation. Cognisance should be taken of existing 
arrangements which have been successful in achieving and 
maintaining high uptake rates. (5.3) 

8. The necessary resources need to be put in place to enable the objectives 
of the immunisation programme to be met and maintained. (5.5) 

9. The framework for the delivery of an immunisation programme should 
include: 

Section 7 a contractual arrangement with the General Practitioner (7.3) 

a record of the child's immunisation (7.3(iv)) 

definitions for uptake levels (7.3(viii)) 

Section 8 education of parents and health professionals (8.) 

a vaccine record card (8. 7) 

Section 9 a register of children for immunisation (9.) 

Section 10 a system of notification of immunisation to the health board and to 
the Department of Health (10.) 

Section 11 the identification and follow-up of children who have not been 
immunised (11.) 

Section 12 measures to improve and maintain uptake levels among 
disadvantaged groups (12.) 

Section 13 a back-up system to ensure maximum efforts to identify and follow-
up children who have not been immunised (13.) 

Section 14 the manufacturers' recommendations on the reconstitution, storage 
and disposal of vaccines must be observed. Single dose vials are 
preferable; once opened, multi-dose vials must not be kept after the 
end of the session and any vaccine left unused must be discarded. 

(14.) 

Section 15 10. Arrangements appropriate to individual areas should be developed 
by the health boards (15.) 

11. Each health board should produce an overall multi-annual plan for 
the implementation of this report's recommendations (15.) 

"1'. 



3. SCHEDULE OF IMMUNISATION 

3.1 In implementing its terms of reference the Gro~p a~d that. th~ immunisations relevant 
to its discussions were the following primary childhood unmumsat10ns: 

DIPHTHERIA I 
PERTUSSIS (WHOOPING COUGH) I DT/DPT 
TETANUS I 

liAEMOPHILUS INFLUENZAE TYPE B (HIB) 

POIJOMYELITIS 

MEAsLES I 
MUMPS AND I MMR 
RUBELLA I 

DIPHTHERIA (BooSTER) I 
TETANUS (BooSTER) I 4-6 years 
Pouo (BooSTER) I 

BCG immunisation was not considered to come within the Group's terms of reference as 
BCG immunisation policy is being examined by the Review Group on 'fuberculosis in the 
context of tuberculosis policy generally. 

3.2 The present immunisation timetable provides for giving DT/DPT at 2, 3 and 4 months and 
Hib at 2, 4 and 6 months. The Group believed that the lack of synchronisation in the 
timetable for these two immunisations is an impediment in achieving a 95% uptake. The 
Group recommended that the immunisation schedule should be amended to facilitate the 
administration of the DT/DPT and Hib immunisations at the same time i.e. at 2, 4 and 6 
months. This could be reviewed when a Hib immunisation, which can be administered at 
2, 3 and 4 months, may be supplied to the Irish Market. 

3.3 The Group also recommended that applications for product authorisations for primary 
childhood immunisations should be less specific regarding the timing of the immunisation 
so as not to hinder changes in the National Immunisation Schedule recommended from 
time to time. In addition, the Group felt that liaison between the Department of Health, 
the National Drugs Advisory Board and the pharmaceutical companies could be improved . 
when licences for vaccines are being applied for. This would co-ordinate the terms of 
licences with the National Immunisation Schedule. 

4. OBJECTIVES 

The ideal objective of an immnnisation programme is to immunise all those children 
who should receive the recommended vaccines. With the childhood immunisations 
currently available, however, it may be possible to eradicate the diseases in question, if an 
uptake level of 95% of the child population is achieved and maintained. The aim of the 
immunisation programme, therefore, is to eliminate, as far as possible, such conditions as 
Diphtheria, Tetanus, Polio, Hib disease, Measles, Mumps, Rubella and Pertussis. It was 
agreed that this aim could only be realised if the following objectives were met: 

i) achieve as quickly as possible, and maintain the required uptake of 95% in the 
total child population for the childhood immunisations included in the National 
Schedule of Immunisation; 

ii) identify geographical areas and specific groups where uptake is unacceptably 
low and implement strategies targeted at these groups; 



iii) ensure a high level of awareness amongst participating doctors and the public, 
of the benefits of immunisation; 

iv) develop and maintain a comprehensive and accurate information system on 
immunisation. 

5. STRATEGY 

5.1 Two main issues arise from the terms of reference: 

i) the quality of the service and 

ii) mechanisms for service delivery and associated issues to achieve the aims and 
objectives outlined at 4 above. 

5.2 A quality service requires: 

i) the availability of safe and effective vaccines; 

ii) accessibility to the service; 

iii) trained, well-informed and committed professionals to deliver the service; 

iv) the public and particularly parents, to be informed about the importance of 
immunisation. 

5.3 As regards the mechanism for delivering the service it was agreed that: 

i) health boards (through their Directors of Community Care/Medical Officers of 
Health (DCC/MOH) are statutorily responsible for the control of infectious 
diseases and the administration and delivery of the immunisation 
programme. 

ii) the General Practitioner is ideally placed to deliver the service and should, 
therefore, be the principal health professional involved in the delivery of the 
service. 

iii) Directors of Community Care/Medical Officers of Health (DCC/MOH) are free 
to take the measures necessary to achieve and maintain the target uptake for 
immunisations and in this regard cognisance would be taken of existing 
arrangements for the delivery of childhood immunisations in areas which 
have been successful in achieving and maintaining high uptake rates. 

5.4 While acknowledging the role of other health professionals in the childhood immunisation 
programmes, the Group recognised the advantages of basing the childhood immunisation 
programme in General Practice to be: 

i) the General Practitioner's role as family physician means s/he is ideally 
placed to administer childhood immunisation because 

(a) slhe can advise ante-natally and post-natally 
(b) slhe can act systematically and opportunistically 

(c) access to the General Practitioner's surgery regarding place and time 
is already known, with flexibility of attendan~e on "same day" basis if 
necessary. 

·:~.•·· 



ii) most parents would prefer administration of immunisations by an individual 
and in a setting known to them. [McFadden M: Primary Immunisation 
Uptake in Sligo. Forum 1991; 39-42.} 

iii) the personal record of immunisation will be held in t~e family/indi~idual 
charts or on a computer filing system as part of the routme record-keepmg by 
General Practitioners. 

iv) General Practitioners have an interest in health promotion and limiting 
preventable childhood illnesses. [The Irish College of General Practitioners: 
Policy Statement on Primary Immunisation 1989.} 

v) antenatal history, birth and neonatal history will be known to the General 
Practitioner. 

vi) family history will be known to the General Practitioner. 

vii) local and general reactions if they occur, will be seen and documented by the 
immunising doctors even if out of holirs. 

viii) easy recall facility if immunisation is delayed for any reason. 

ix) General Practitioners have time to give advice and information. 

x) General Practitioners have time to examine the infant. 

5.5 As indicated earlier, the Group recognised that some of these advantages were also 
applicable to the health professionals working in the health boards but concluded that the 
balance of advantage lay with General Practitioners. 

6. 

As regards 5.3(ii) above the Group recognised that in general, there is likely to be an 
increase in expenditure on the immunisation programme in the event of changes in the 
method of delivery and rationalisation of other structural issues, such as improved 
notification procedures. 

The Group considered, however, that this increased expenditure would be offset by uptake 
rates and consequent savings in direct and indirect costs associated with treatment and 
sequelae of the diseases in question. In this regard, studies show that for every £1 invested 
in measles immunisation savings of up to £10 in treatment and other costs (e.g. losses to 
the Exchequer etc) will occur. [White C. C., Koplan J.P., Orenstein W.A- Benefits, risks and 
costs of immunisation for measles, mumps and rubella - American Journal of Public Health 
1985: 75:739-44; Hinman AR., Koplan J.R. -Pertussis and pertussis vaccine: F u r t h e r 
analysis of benefits, risks and costs- Development Biological Standards 1985: 61:429-37}. 

The Group stressed, however, that the necessary resources would need to be put in place to 
enable the objectives of the immunisation programme to be met and maintained. 

FRAMEWORK REQUIRED FOR THE DELIVERY OF THE IMMUNISATION 
PROGRAMME 

The Group recommended that the framework for the delivery of an immunisation 
programme should consist of the following: 

i) the identification, involvement and contractual obligation of participating 
General Practitioners in the programme (section 7). 

ii) the education of parents and health professionals on the benefits of immun
isation (section 8). 



ill) an integrated notification system (section 9). 

iv) system of notification of immunisation to the DCC/MOH and to the Depart
ment of Health (section 10). 

v) the identification and follow-up of children who have not been immunised 
(section 11). 

vi) measures to improve and maintain uptake levels amongst disadvantaged 
groups in the population (section 12). 

vii) identification of children at pre-school, school and on presentation to hospital 
who have not been immunised (section 13). 

viii) storage and disposal ofvaccines.(section 14). 

7. IDENTIFICATION, INVOLVEMENT AND CONTRACTUAL OBUGATIONS OF 
PARTICIPATING GENERAL PRACTITIONERS IN THE PROGRAMME 

7.1 The DCC/MOH will identify the General Practitioners in his/her area who wish to formally 
participate in the immunisation programme. In general medical card holders will be 
expected to attend their GMS doctor (that is if the GMS doctor has agreed to participate in 
the programme) for the immunisation of their child. Other parents (not holders of medical 
cards) would generally be expected to attend, for the immunisation of their child, the 
General Practitioner nominated on the birth notification form (provided that the General 
Practitioner has agreed to participate in the programme). 

7.2 General Practitioners who formally agree to participate in the immunisation programme 
will be responsible for ensuring that there is an uptake level of 95% among the children 
assigned to them. They will be fully accountable to the health board with whom they have 
the formal agreement for identifying promptly the children who have been immunised and 
those who have not. 

7.3 The health boards will be responsible for achieving the national target in relation to 
immunisation. General Practitioners will provide services on a contractual basis with the 
health boards. The contractual relationship between the General Practitioner and the 
health board will be renewable and will incorporate the following: 

(a) - objectives, 
(b) -the statutory obligations of the health board in relation to the 

prevention of infectious diseases, 
(c) - patient details, 
(d) - reporting requirements, 
(e) - claim forms, 
(f) - the payment process to General Practitioners, 
(g) - the right of the health board to intervene and take appropriate 

action where the contract is not being fulfilled. 

In addition, the Group recommended that: 

i) an integral element in the contract with the General Practitioner will be the 
attainment of a 95% uptake in the cohort of children assigned to him/her. (See 
also section 9). 

ii) full details of the children to be immunised will be available to the 
General Practitioner from the health board. (See also· section 9). 



iii) a standard claim form should be used by the Health Boards and the General 
Practitioners and take the form of Appendix 3. 

iv) General Practitioners will be required to keep a record of the child's immun-
isation and that this should include: 

the name, address and date of birth of the child 

the dates on which each immunisation was administered 

the name of the vaccine administered 

the name of the manufacturer of the vaccine 

the batch number from which the particular vaccine came 

the dosage administered in respect of each vaccine and site 

any adverse reactions and the site thereof, (which should be 
reported to the National Drugs Advisory Board (N.D.A.B.) and 
the health board. 

the name of the doctor administering the vaccine. 

v) that such records must be kept indefinitely and that such records must also 
be available to the DCC/MOH and/or to the Department of Health as 
required. 

vi) where parents do not avail of the childhood immunisation, it will be the 
General Practitioner's responsibility to contact and follow up the parents, 
encourage and promote immunisation and to inform the DCC/MOH of failure 
to immunise (see also section 11). The efforts made to encourage and promote 
immunisation should be recorded on the individual's file. 

vii) for the purposes of calculating uptake levels and immunisation rates for 
contractual purposes: 

Polio and all doses ofDT/DPT and Hib should be administered by 12 months. 

MMR should be administered by 2 years. 

viii) uptake levels be defined as the proportion of children of the target population, 
excluding those whose parents refuse immunisations, who are immunised by 
the approved dates. 

ix) uptake levels should be monitored at 12 months, 18 months and at 2 years. 

x) the details of children who receive less than the recommended number of 
doses and/or who present late for immunisation i.e. later than 15 months for 
DT/DPT, Hib and Polio or 2 years in the case of MMR, should also be recorded 
by the General Practitioner and notified to the DCC/MOH, and 

xi) every effort should be made to ensure that all children are immunised, even if 
they are older than the recommended age-range and that no opportunity to 
immunise should be missed in the interests of public health. 

7.4 The Group recognised that the full participation of General Practitioners in achieving the 
aims of the programme will involve the following -

i) taking an appropriate history 

ii) preimmunisation/advice, information and examination 
iii) immunisation of target groups 

iv) mmthlyretums m children who haveibave not been immunised to the DCC/MOH 



1 , 

8. 

8.1 

8.2 

8.3 

8.4 

8.5 

8.6 

v) seeing and recording any local or general reactions, to the immunisations 
even if out of hours. (Adverse reactions should also be reported to the 
N.D.AB. and to the health board.) 

vi) contacting parents who have not had their children immunised to encourage 
and promote immunisation. 

In addition, consideration may have to be given to appropriate indemnity arrangements for 
General Practitioners who participate in the immunisation programme. 

EDUCATION OF PARENTS AND HEALTH PROFESSIONALS 

The Group was concerned that there are still misgivings and uncertainty amongst both 
parents and health professionals about the safety and efficacy of immunisation 
programmes. Both require to be reassured that the benefits of immunisation far outweigh 
the danger of disease. In this regard many scientific and epidemiological valid studies 
have been carried out in a number of countries which have clearly indicated that the 
advantages of the vaccines used in the National Programme far outweigh any risks which 
may be present. [Peter G. - "Childhood Immunizations": New England Journal of Medicine 
1992: 1794-1799; Orenstein W.A -Future Directions. In: Proceedings of the 26th National 
Immunization Conference, St. Louis, June 1-51992, Atlanta: Centre for Disease Control and 
Prevention]. 

In addition all vaccines are extensively tested for safety and efficacy before licensing and 
surveillance is maintained, post-licensing. This includes early, complete and accurate 
reporting by General Practitioners of suspected adverse reactions (see sections 7.3(iv) and 
7.4(v)) 

The Group considered that ideally no child should be denied immunisation without serious 
thought as to the consequences, both for the individual child and for the community. Where 
a parent has any doubt, appropriate advice should be sought from the General Practitioner 
or other health professionals. In the case of the General Practitioner such advice could be 
obtained from the Consultant Paediatrician, the DCC/MOH or other appropriate health 
professional. 

In order to ensure that consistent advice is given to parents, all health professionals should 
be aware that there are very few contraindications to the recommended childhood 
immunisations. A summary of the contraindications extracted from the Guidelines on 
Immunisation and Vaccination in General Practice is given in Appendix 1. 

Low motivation and lack of awareness of the importance of immunisation, in protecting 
children against diseases that can cause serious illness and even death, in certain areas 
and in particular lower socio-economic groups are a particular cause for concern. [Dr. A 
Clarke: Low Immunisation Coverage Rates: Fact or Fiction 1992.] 

The attitude of, and the communication with, health professionals particularly General 
Practitioners, can be the single most important factor which influences parents whether or 
not to immunise their child. 

In view of these considerations the Group recommended: 

i) that particular emphasis be placed on the im.,ortance of education regarding 
immunisation in under graduate and post graduate medical training. 

ii) that regular liaison takes place between the Department of Health, the Faculties 
and Professional Bodies to promote the safety, efficacy and benefits of immun
isation to professionals and to eliminate any uncertainty about contraindications. 

iii) that regular liaison takes place between the DCC/~OH and the health 
professionals, in particular the General Practitioners regarding the benefits of 



immunisation and the role of the General Practitioner in achieving and 
maintaining an uptake level of 95% amongst the children assigned to him/her. 

iv) the continuing updating by General Practitioners of their knowledge about 
current immunisations. 

v) the continuing promotion by the Department of Health at national level of 
the benefits of immunisation. 

vi) that particular measures be taken in areas where socio-economic circum
stances or other reasons contribute to low motivation resulting in poor uptake 
levels in childhood immunisation. 

vii) the continuing commitment, and promotion, by General Practitioners of the 
recommended childhood immunisations to parents. 

8. 7 Immunisation Record Card 

The Group recommended that an immunisation record card as in Appendix 2 should be 
provided by the Department of Health and used by General Practitioners and parents to 
record the child's immunisation. The objectives of the record card, which will be parent 
held, are to provide parents with readily accessible information on the immunisation 
status of their child and to provide evidence of immunisation as and when required. The 
record card should be of a convenient size and durable. The Group also recommended that 
the card should be distributed with the Department's Health Promotion Unit leaflet on 
immunisation. The record card and leaflet should be distributed in the maternity hospitals 
and be available from the Department's Health Promotion Unit to General Practitioners, 
Public Health Nurses, parents etc. A reference to BCG immunisation is included on the 
proposed card to ensure that parents have a complete record of their children's 
immunisations. 

9. AN INTEGRATED NOTIFICATION SYSTEM 

The Group stressed the need for early notification and consistent arrangements for the 
notification of births to DCCs/MOHs throughout the country. The Group recommended 
that: 

i) an immunisation register be compiled from the birth notification forms. 

ii) the birth notification form should be forwarded by hospitals to the DCC/MOH 
within one week of the birth. 

ill) where the birth notification form fails to identify the General Practitioner or 
where the identified General Practitioner is not participating in the immun
isation programme, the Public Health Nurse on her initial visit to the infant's 
home will identify the participating General Practitioner who the parents 
wish to immunise their child. The health board's immunisation register will 
be amended accordingly. (See also paragraph 7.1) 

iv) the DCC/MOH will notify the General Practitioner on a monthly basis ofthe 
children who should be immunised and at the same time invite parents to 
attend the General Practitioner for the immunisation of their child. 



10. SYSTEM OF NOTIFICATION OF IMMUNISATION TO THE DCC/MOH AND TO 
THE DEPARTMENT OF HEALTH 

The Group recommended that: 

i) at Community Care Level, the General Practitioner notify the DCC/MOH on 
a monthly basis of the children who have and who have not been immunised, 
to facilitate routine monitoring of uptake and in particular to identify 
children who have not been immunised. (See also section 11). The General 
Practitioner's return should take the form of Appendix 3. It is envisaged that 
this form would come in a book form with an automatically repeated second 
copy. The General Practitioner would return the top copy at the end of each 
month to the DCC/MOH and use the bottom copy for his/her own records. 

ii) General Practitioners adhere strictly to the monthly notification in the interest 
of efficient monitoring of uptake and not hold notifications beyond the month 
in which the immunisation was administered. Equally, health boards should 
recompense doctors who make such notifications, on a monthly basis. 

iii) each DCC/MOH in turn notify the health board's Programme Manager of the 
uptake of immunisation on a quarterly basis. 

iv) each health board make an annual report to the Department of Health on 

(a) the system of delivery, 

(b) the immunisation uptake for the region, 

(c) quantify the children who have not been immunised, 

(d) identify the measures taken to promote immunisation and in 
particular the measures taken to follow-up the children who 
were not immunised, and 

(e) the cost ofthe Immunisation Programme. 

(v) health boards notify each General Practitioner of the success rate in the 
cohort of children assigned to him/her and of the level of uptake in the 
community care area and in the health board region. 

11. IDENTIFICATION AND FOLLOW-UP OF CHILDREN 
WHO HAVE NOT BEEN IMMUNISED 

Where parents do not respond within one month of the due date to the invitation to have 
their child immunised, the Group recommended that: 

i) the General Practitioner will contact the parents, advise, encourage and urge 
them to immunise their child. 

ii) where parents do not, within the following month, accept the General 
Practitioner's further invitations for immunisation and where parents have 
not declared their intent to the General Practitioner in relation to the 
immunisation of their child the General Practitioner will notify the DCC/MOH. 
Where the parents' declared intent is not to immunise this declaration 
(preferably in writing) should be kept on file and made known to the DCC/MOH. 



iii) 

iv) 

on receipt of this information the DCC/MOH will make immediate and 
appropriate follow up arrangements. This would include a visit by the 
Public Health Nurse to the family to discuss with and encourage the 
parents to have their child immunised. 

where all reasonable measures have failed to achieve immunisation, parents 
who have not already done so should be asked by the DCC/MOH to declare 
in writing their intent in relation to immunisation. (See also section 12 
regarding measures to improve and maintain uptake levels amongst 
disadvantaged groups and section 13 regarding the immunisation status of 
children in pre-schools, schools and on presentation to hospitals). 

12. MEASURES TO IMPROVE AND MAINTAIN UPTAKE LEVELS AMONGST 
DISADVANTAGED GROUPS IN THE POPULATION 

The Group recommended that where the uptake of immunisation among particular groups 
or in geographical areas is unacceptably low the DCC/MOH may take whatever measures 
that are required to promote, improve and maintain immunisation uptake. Such measures 
could include special health board clinics, opportunistic screening e.g. at developmental 
clinics and the delivery of immunisation by Public Health Nurses. 

13. IMMUNISATION STATUS OF CHILDREN IN PRE-SCHOOL AND SCHOOL AND 
ON PRESENTATION TO HOSPITAL 

The Group recommended that the following back-up system be put in place to ensure 
maximum efforts to identify and follow-up children who have not been immunised: 

i) on entry to pre-school, parents should be encouraged to produce evidence of 
immunisation i.e. the immunisation record card (see section 8. 7). 

ii) the Department of Education should encourage schools, at school entry stage, 
to ascertain the immunisation status of children and to encourage parents to 
have their children immunised. 

iii) the immunisation status of children attending primary school should be 
ascertained during the school health examination. 

iv) the children who have not been immunised should be identified to the DCC/ 
MOH who would be responsible for securing the parents' consent and for 
making the necessary arrangements for immunisation. 

v) each DCC/MOH is free to make arrangements with hospitals for the opportun
istic immunisation of children who present to hospital who have not been 
immunised. 

14. STORAGE AND DISPOSAL OF VACCINES 

14.1 As indicated in section 5.2 an integral part of a quality immunisation service is the availa
bility of a safe and efficacious vaccine. The Group recommended that the following 
procedures be adhered to towards ensuring and maintaining the safety and efficacy 
required. 



14.2 Preliminary points 

(i) The leaflets supplied with the product and prepared by the manufacturer in 
consultation with the NDAB should be read by the professional administering 
the vaccine. 

(ii) The identity of the vaccine must be checked to ensure the right product is 
used in the appropriate way on every occasion. 

(iii) The expiry date must be noted. 

(iv) The date of immunisation, name of vaccine and batch number must be 
recorded on the child's record. When two vaccines are given simultaneously, 
the relevant sites should be recorded to allow any reactions to be related to 
the causative vaccine. 

(v) The recommended storage conditions must have been observed. 

14.3 Reconstitution of vaccine 

(i) Freeze dried vaccines must be reconstituted with the diluent supplied and 
used within the recommended period after reconstitution. 

(ii) Before injection the colour of the product must be checked with that stated by 
the manufacturer in the package insert. The diluent should be added slowly to 
avoid frothing. A sterile syringe with a 21G needle should be used for recon
stituting the vaccine, and a small gauge needle for injection. 

14.4 Storage and Disposal 

(i) Manufacturers' recommendations on storage must be observed and care 
should be taken to ensure that, on receipt, vaccines are immediately placed 
under the required storage conditions. Vaccines must not be kept at tempera
tures below 0°C as freezing can cause the deterioration of the vaccine and 
breakage of the container. The shelf immediately below the icebox should not 
be used for the storage of vaccines. 

(ii) A maximum/minimum thermometer should be used in refrigerators where 
vaccines are stored, irrespective of whether the refrigerator incorporates a 
temperature indicator dial. 

(iii) Special care should be taken during defrosting the refrigerator to ensure that 
the temperature of the vaccines does not exceed the specified range for the 
periods of time specified by the vaccine manufacturer. An alternative 
refrigerator or insulated containers should be used for vaccine. 

(iv) Reconstituted vaccine must be used within the recommended period, varying 
from one to four hours, according to the manufacturer's instructions. Single 
dose vials are preferable; once opened, multi-dose vials must not be kept after 
the end of the session and any vaccine left unused must be discarded. 

(v) The distribution of vaccines should be in accordance with the recognised 
guidelines on good distribution practice for wholesaling of medicinal products. 
The dispatch of vaccines by post is not recommended. However where this is 
necessary, they should not be accepted by the recipient if more than 48 
hours have elapsed since posting. The date and .time should be clearly 
marked. 



(vi) Unused vaccine, spent or partly spent vials should be disposed of safely, 
preferably by heat inactivation or incineration. Contaminated waste and 
spillage should be dealt with by heat sterilisation, incineration or chemical 
disinfection as appropriate. Those providing live vaccines should consult their 
local DCC/MOH about suitable procedures. (Reference -Immunisation 
against Infectious Diseases, HMSO 1992 Edition). 

Advice is also available from the Vrrus Reference Laboratory, U.C.D. 

15. ORGANISATIONAL CONSIDERATIONS 

15.1 The Group recognised that different arrangements exist in Community Care Areas 
to deliver the childhood immunisations mentioned at the outset, these have not in 
general been successful in achieving and maintaining an uptake of the 
recommended immunisations sufficient to prevent outbreaks of infectious diseases 
which are preventable and which in individual cases can have serious short and 
long-term consequences and even death. 

15.2 In specific Areas, satisfactory uptake levels have been achieved and cognisance has 
to be taken of the success of the delivery methods in those Areas. Whilst 
acknowledging that the General Practitioner is the most appropriate person to 
administer childhood immunisations, the Group recognised the involvement of the 
health board public health doctors and General Practitioners in specific Areas to 
achieve the objectives of the Programme. 

15.3 

15.4 

Towards this end, the Group recommended that the arrangements appropriate to 
individual community care areas should be developed by the DCC/MOH in liaison 
with the local General Practice Units. New or additional arrangements necessary 
to achieve and maintain an uptake of 95% should be introduced on the basis of an 
agreed protocol between the DCC/MOH and the contracting General Practitioners. 

The Group also recommended that each health board be required to produce an 
overall multi-annual plan for the implementation of the recommendations in this 
report. 

At present the DCC/MOH is the officer at health board community care level who 
is statutorily responsible for the control of infectious diseases and for the 
administration of the immunisation programme. Under the proposed public health 
structure, the Group notes that it is proposed that this statutory and professional 
responsibility would be exercised through the Director and Specialists of the 
Departments of Public Health proposed for each health board area. 



APPENDIX! 

(Extract from "Guidelines on Immunisation and Vaccination in General Practice" - The Irish 
College of General Practitioners) 

TRUE CONTRAINDICATIONS TO IMMUNISATION 

GENERAL 

a. Acute illness: Immunisation should be postponed in the presence of acute febrile illness 
only. Minor infection in the absence of fever or systemic upset is not a contraindication. 

b. Pregnancy and live vaccines. 

c. Immunosuppression and live vaccines (except HIV positive individuals- see below). 

d. Live virus vaccines except yellow fever are contraindicated within three months following 
injection of immunoglobulin. 

e. Severe specific antibiotic sensitivity and anaphylaxis. 

f. Severe hypersensitivity to egg contraindications measles, mumps, rubella, influenza and 
yellow fever vaccines. For such patients a special egg free MMR vaccine is available 
through the local health board, on a named patient basis. 

HIV INFECTION 

HIV positive individuals with or without symptoms should receive the following as appropriate. 

Inactivated: Pertussis, Diphtheria, Tetanus, Polio, Hepatitis B, Hib. 
Live vaccines: Measles, Mumps and Rubella. 

HIV positive infants givan oral polio vaccination may excrete the virus for longer periods than 
normal. 

FALSE CONTRAINDICATIONS 

These are not contraindications to vaccinations: 

1. Asthma, eczema, hay fever, snuftles. 

2. Treatment with antibiotics or locally acting (eg topical or inhaled) steroids. 

3. Mother pregnant. 

4. Child being breast fed. 

5. History of jaundice after birth. 

6. Under a certain weight. 

7. Over the age given in immunisation schedule. 

8. Previous history of pertussis, measles, rubella or mumps infection. 

9. Prematurity: Immunisation should not be postponed. Immunisation should be 
carried out according to the recommended schedule from two months after birth, 
irrespective of the extent of prematurity. 

10. Small for dates. 



11. Stable neurological condition such as cerebral palsy or Downs Syndrome. 

12. Contact with an infectious disease. 

13. A history of allergy: Severe hypersensitivity to egg contraindicates measles, mumps, 
rubella, influenza and yellow fever vaccines. For such patients a special egg free MMR 
vaccine is available through the local health board, on a named patient basis. 

14. Chronic lung and congenital heart diseases. 

15. Previous history of febrile convulsions: Family history of convulsions is not regarded as a 
contraindication to pertussis vaccine. Appropriate antipyretic measures mandatory 
following an immunisation procedure in such children. 

16. Live virus vaccines should be administered either simultaneously or be separated by a 
period of at least three weeks. The sole exception to this is when OPV is given after BCG in 
infants. 

INDIVIDUAL SPECIFIC CONTRAINDICATIONS 

PERTUSSIS 

MMR 

•Severe local or general reaction to a preceding dose. 

•Children with a progressive neurological disorder: defer immunisation until the 
condition is stable. 

• Where there has been a documented history of cerebral damage in the neonatal period, 
immunisation should be carried out unless there is evidence of an evolving neurological 
abnormality. Where there is doubt appropriate advice from a consultant should be 
obtained. 

• Allergy to Kanamycin, Neomycin. 

• Anaphylactic reaction to eggs. 

• Im.munocompromised (except for those who are HIV positive). 

ORAL POLIO 

BCG 

• Acute diarrhoea. 

• Hypersensitivity to Neomycin. 

• Pregnancy, unless definite risk from poliomyelitis. 

• Immunodeficiency of the child, siblings or parents. Inactivated Polio VIrus (IPV) should be 
substituted. 

• Parents of a recently immunised child who themselves have not been immunised 
pre~ously ~hould be advised or the need for strict personal hygiene, particularly for 
washing therr hands after changmg the baby's napkins. 

•Tuberculin positivity. 

•Generalised severe septic skin infection. 

• Immunodeficiency (including HIV infection). 



APPENDIX2 

Proposed Immunisation Card 

FRONT OF CARD 

CHILDHOOD IMMUNISATION RECORD CARD 

Name of Child: ...... ........ ..... .. .. .. ... ......... ...... ... .............. ...... .......... ...... ............. ... ........... ...... .. .. . . 

Address: .. ... ........ ...... ... ... .... ....... .. ..... ... .................. ... ... .. .. ... ....... ... ...... .... ..... .. .. ........... ... .. .. ... .. . 

········ ··· ·· ························· ····· ··· ··············· ···· ·· ······················· ··········· ····· ·· ······························ ······ 
Date of Birth: ..... ........... .... .... ...... ... .. .. ........ .. 

BACK OF CARD 

MESSAGE TO PARENTS 

Immunisation is a very safe and effective way to help the body prevent or 
fight off certain diseases that can cause serious illness and even death. 

Protect your child, your family and the whole community from diseases 
by having your child immunised. 

IMMUNISATION DETAILS OF IMMUNISATIONS ADMINISTERED 

BCG Date administered: 

1ST DosE 2ND DosE 3RD DOSE 

Date Date Date Date Date 
due given due given due 

DTIDPT 
Polio 
Hlb 

Doctor's Signature 

Date 
given 

Date due Date given Doctor's Signature 

MMR 

Other 
ln'lmunlsatlona 





APPENDIX3. 

GP: IMMUNISATION RETURN FORM 
ADDRESS: • GPstamp 

GMSNo: 

Please fill In •DATE & BATCH NUMBER FOR EACH DOSE GIVEN and •RETURN TOP COPY TO DCC/MOH AT END OF EACH MONTH 

CHILD'S NAME & ADDRESS (Please use BLOCK CAPITALS) 

1st DTP I 2nd DTP I 3rd DTP I 1st DT I 2nd DT I 3rd DT I 1st HIB I 2nd HIB I 3rd HIB I 1st POLIO I 2nd 

NAME: 

lliil;~iil~i· 
I NAME: I 

1st DTP I 2nd DTP I 3rd DTP I 1st DT I 2nd DT I 3rd DT I 1st HIB I 2nd HIB I 3rd HIB I 1st POLIO 

NAME: ADDRESS: DOB: 
1st DTP 2nd DTP 3rd DTP 1st DT 2nd DT 3rd DT 1st HIB 2nd HIB 3rd HIB 1st POLIO 2nd POLIO 3rdPOLIO MMR BOOSTER 

DT POLIO 

• I 
I 

NAME: ADDRESS: DOB: 

1st DTP 2nd DTP 3rd DTP 1st DT 2ndDT 3rd DT 1st HIB 2nd HIB 3rd HIB 1st POLIO 2nd POLIO 3rd POLIO MMR BOOSTER 
DT POLIO 

-~~ 
I 
I 

Date approved for payment: .... ..... .. . .. . .. . .. . . .. . . . . . . . . . . . . ..... .. . . Signature of Authorised Officer: ....................................................................................... . 



EHBPRINT 


