HEALTH AND WELLBEING BOARD
Report Title

Immunisation in Lewisham

Contributors

Director of Public Health

Item No.

Class

Part 1

3 July 2014

Strategic
Context

Lewisham’s Health and Wellbeing Strategy has increasing the
uptake of immunisation as one of its main priority areas. This
report updates members on the current situation and gives an
outline of action planned in the coming year.

Date:

8

1.

Purpose

1.1

This paper aims to update members on the current situation in relation
to levels of uptake of immunisation in Lewisham. It also outlines the
priorities for work to improve uptake in 2014/2015.

1.2

The following diseases are vaccine preventable and their prevention in
children and young people will be covered by this report:
•
•
•
•
•
•
•
•
•
•
•

Diphtheria
Haemophilus influenza type b
Human Papilloma Virus
Measles
Meningococcal disease (serogroup C),
Mumps
Polio
Pneumococcal disease
Rubella
Tetanus
Whooping cough (pertussis)

1.3

Influenza and Tuberculosis are also vaccine preventable but are not
included in the scope of this report, nor is the prevention of disease by
the use of immunisation in groups at high risk of disease or of adults.
Reports on these topics can be submitted in future should members
require such reports.

2.

Recommendations
Members of the Health and Wellbeing Board are recommended to:


Note the content of this report.



Endorse the priorities and Immunisation Workplan for 2014/15.
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3.

Policy Context

3.1

After provision of clean water, vaccination is the most effective public
health intervention for saving lives and promoting good health.

3.2

National policy on immunisation is decided by a body known as the
Joint Committee on Vaccination and Immunisation, which is a standing
committee that advises the Department of Health on immunisation and
related issues. The committee is established under the NHS Standing
Advisory Order of 1981 and its recommendations are almost always
implemented in full.

3.3

Most vaccines are offered during childhood, according to a routine
national schedule. South East London’s immunisation schedule differs
somewhat from the national schedule as it recommends that the
second MMR dose is given at any time from three months after the first
dose. This variation is in an attempt to maximise uptake of the second
dose and is permissible within national policy.

3.4

Since the changes introduced in April 2013, as a result of the Health
and Social Care Act of 2012, the responsibility for commissioning
national immunisation programmes is no longer a local one. So
whereas in the past this was a responsibility of the Primary Care Trust,
it is now the responsibility of NHS England, and not of the Clinical
Commissioning Group. The role of the Director of Public Health has
also changed from being, in effect, the commissioner, to one of scrutiny
and challenge of NHS England. However, increasing the uptake of
immunisation is one of the priorities of the Be Healthy element of the
Lewisham Children and Young People’s Plan and has been identified
as one of its priorities by the Lewisham Health and Wellbeing Board.
Supporting local GP practices in maximising the uptake of
immunisation is also one of the aims of Lewisham Clinical
Commissioning Group in the context of preventing severe illness
requiring admission to hospital, particularly illness due to Influenza, and
in supporting local practices to provide high quality services. It is also
the case that much effort is required at local level if the national
immunisation programme is to be successful, much more support than
is currently being provided by NHS England in Lewisham.

3.5

Both Lewisham Public Health and Lewisham Clinical Commissioning
Group are, therefore, investing in efforts to improve the uptake of
immunisation in Lewisham, and local operational and strategic
arrangements to achieve such improvement remain in place in the form
of the Lewisham Immunisation Action Group and the Lewisham
Immunisation Strategy Group, both of which report to the Lewisham
Health and Wellbeing Board via the Lewisham Health Protection
Committee.
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3.6

However, the roles of the CCG and of the local Public Health team in
relation to immunisation, and particularly with NHS England as the
lead, are not clear. Clarification of these relative roles will require
discussion with NHS England, and this is included in the workplan of
the Immunisation Strategy Board for 2014/15.

4.

Background

4.1

Uptake of immunisation has been a problem in Lewisham for some
time. Recorded uptake of indicator vaccines has been below target,
and as a result, significant numbers of children in Lewisham were not
protected against potentially serious infections. Due to the low uptake
of MMR vaccine, there was an outbreak of measles in Lewisham in
2008 with a total of 275 confirmed or suspected cases. Problems in
reaching targets in Lewisham include:
•
•

•

•

The highly mobile population locally, which means that children may
move before primary courses are complete.
Children who have left Lewisham not being removed from
databases locally, resulting in a probable bias in calculated uptake
rates.
Very complex data collection systems, overly reliant on paper
reports on individual children, which have been very difficult to
improve. Problems with data has in the past meant that our
recorded uptake was substantially below our real uptake – past
audits demonstrating up to a 12 % difference.
Insufficient resources in the past to update and correct data held on
children.

4.2

Parental resistance, especially to MMR, has been a problem, but does
not account for most of the gap between our performance and the
relevant targets.

4.3

Many of the problems outlined above have been tackled successfully,
with dramatic improvements in uptake of all indicator vaccines in the
years between 2007 and 2012 (Figure 1). Lewisham’s performance in
uptake of key routine childhood vaccines during that time
demonstrated:
•
•
•

•

A broadly sustained upwards trend in the proportion of children
immunised at all ages.
Uptake of the third dose of diphtheria vaccine (D3) at one and two
years of age reached target
Uptake of the first dose of MMR (MMR1) at two years of age
improved, but considerable progress was still required to achieve
the 95% uptake identified by WHO as necessary to avoid outbreaks
of measles.
Uptake of MMR1 at five years also improved, but was still short of
the WHO target.
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•

Uptake of MMR2 and of the fourth dose of Diphtheria vaccine(D4)
was below 70% and remains the greatest challenge.

Figure 1

4.4

Uptake of the third dose of Diphtheria vaccine(D3) is an indicator of
completion of the primary course of immunisation of children under 12
months that aims to protect children against diphtheria, tetanus,
whooping cough, polio, Haemophilus influenzae b and Group C
Meningococcus.

4.5

MMR aims to protect children against measles, mumps and rubella.
Two doses are required: MMR 1 at 12 months and MMR 2 at any time
after three months have elapsed since MMR1, but before five years of
age.

4.6

Hib/ MenC and PCV boosters (bstr) are given at 12 months and aim to
protect children against Haemophilus influenzae B, Group C
Meningococcus and Pneumococcus. These are relatively new to the
programme – hence the apparent rapid increase in uptake of these
vaccines.

4.7

D4 is the fourth dose of diphtheria vaccine. This is a key component of
the preschool booster, which should be given at any time from the age
of three years and four months but before the child starts school. The
preschool booster completes the protection of children against
diphtheria, tetanus, whooping cough and polio.
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5.

Recent Performance

5.1

Despite continuing support at local level and some improvement in
uptake of vaccines as a result, significant challenges remain. For
example, uptake of the pre-school booster1 and of the second dose of
MMR (MMR2) by the age of five had improved in the latter half of
2012/13 but fell back to previous levels in the first half of 2013/14
(Figure 2). It is not clear why this occurred, but tackling the low uptake
of these particular vaccines has proved to be much more difficult than
improving the uptake of the first dose of MMR (MMR1). On a more
positive note, also in the first half of 2013/14, the uptake of the third
dose of diphtheria vaccine2 at the age of one seemed to be returning to
previously high levels as did the uptake of MMR1 at the age of two. All
these indicators, however, seem to be subject to much change from
quarter to quarter and the most recent information suggests a return to
increasing levels of pre-school booster and of MMR 2 at the age of five.

5.2

There is also good news in that improvements in the uptake of Human
Papilloma Virus (HPV) have been sustained and indeed further
improvement achieved. Levels of uptake of dose 1 of HPV vaccine in
girls now in Year 9 are 90.7% and of dose 3 are 87.5%, reflecting a
highly successful year in 2012/13 and implementation by the Lewisham
School Aged Nursing Service and Lewisham Schools of local strategy
to ensure that every opportunity is taken to allow girls to catch up.

1

D4 is the fourth dose of diphtheria vaccine. This is a key component of the preschool booster, which
should be given at any time from the age of three years and four months but before the child starts
school. The preschool booster completes the protection of children against diphtheria, tetanus,
whooping cough and polio.
2

Uptake of the third dose of Diphtheria vaccine(D3) is an indicator of completion of the primary course
of immunisation of children under 12 months that aims to protect children against diphtheria, tetanus,
whooping cough, polio, Haemophilus influenzae b and Group C Meningococcus.
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Figure 2

Source: NHS London COVER data
6.

Benchmarking

6.1

In terms of uptake of vaccines, in the past Lewisham has not compared
well with London, or with England as a whole (Figures 3, 4, 5 and 6).
Local action has achieved much, especially in relation to the uptake of
the first dose of MMR at the age of two (Figure 3), which was identified
as a particular focus locally because of problems with outbreaks of
measles in the past. More recently, there has also been an
improvement in Lewisham’s performance in comparison to London and
England as a whole in the shape of a return to previous levels of
performance on the uptake of vaccines at the age of one (Figure 4).

Figure 3
Uptake of MMR1 in Lewisham children aged 2 years, Dec 2010 to Sep 2013
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Figure 4

Source: NHS London COVER data
6.2

Uptake of MMR2 and the preschool booster at the age of five has,
however, declined relative to England and London as a whole (Figures
5 and 6), though interestingly uptake of these vaccines has also fallen
in the Capital and in the Country as a whole.
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Figure 5

Source: NHS London COVER data

Figure 6

7.

Uptake of Immunisation by GP Practice.

7.1

Uptake of vaccine varies considerably between practices (Figure 7).
The variation between practices in the uptake of MMR1 at the age of
two has reduced considerably since the launch of the MMR pathway,
an earlier programme of work with individual practices and the
circulation of information to GP practices showing uptake in their
practice relative to uptake in their peers’ practices. Despite this,
variation in uptake by GP practice remains an issue.
8

7.2

March 2014 saw the launch of a programme of work by the CCG and
Public Health-funded team of Clinical Commissioning Facilitators
(CCFs) to help individual practices achieve their immunisation targets.
This is part of a larger programme of support to practices by this team,
which focuses on specific issues for periods of three months or more.
Like the earlier programme of support, this should help achieve further
reduction in this variation.

Figure 73

Source: Local Child Health Information System (RiO)
7.3

As well as this variation in uptake by practice, it would appear, based
on one month’s worth of data, that there is also considerable variation
by GP practice in the use of the health visiting service by parents to
have their children immunised as an alternative to this being done by
the GP practice. This is compounded by the fact that demand for
immunisation by the health visiting service seems to be rising and the
numbers of parents who bring their child to community child health
clinics for immunisation is increasing. There has also been a whole
range of changes to the national immunisation programme that means
more work for the health visiting team. It is recommended that this
issue be the subject of a review resulting in a paper that will present
options for action, if appropriate.

7.4

A final issue that needs to be considered relates to the provision of
immunisation by GPs and the effective postponement of MMR2. The
accelerated schedule for MMR 2 was introduced in 2009 following the

3

This figure provides information on the uptake, by practice, of MMR1 at the age of two in the most
recent annual cohort for which this information is available. Excepting where there are reporting issues,
it provides the best information available for purposes of comparison.
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London-wide measles outbreak in which Lewisham was the focus
south of the Thames. The accelerated schedule means that children
should be given the second dose of MMR at any time after three
months have elapsed since the first dose.
7.5

The aim of the accelerated schedule is primarily to increase uptake of
MMR2 and thus help avoid another outbreak of measles in Lewisham.
A recent analysis describes uptake of MMR2 increasing steadily up to
around 70% just before the age of five where the plateau is maintained
until children are past that age. Uptake then rises over the next year to
peak at over 90% at 6 years old. Though reassuring that more children
are therefore protected in the long–run than uptake at five would
suggest, it is also disappointing for a number of reasons – critically
because at least some children are not protected at as early an age as
possible, but also that our published performance on uptake of MMR2
remains poor, whereas with a little extra effort we could translate our
current good performance at six years to better performance on the
indicator most widely used to assess local performance on uptake of
MMR2. It is also disappointing that the local pathway that encourages
GPs to give children the second dose of MMR in good time, well before
their fifth birthday does not appear to have been successful.

8.

Key actions for 2014/2015

8.1

A Lewisham immunisation workplan has been developed for 2014\15.
It is recommended that members support the inclusion of the following
actions as priorities in that workplan:
•

•

•

•

The development of a new Lewisham Immunisation Strategy, based
on an agreement as to the relative roles of NHS England, the
Clinical Commissioning Group, Public Health England and the local
Children’s Commissioning team. The existing Lewisham
Immunisation Strategy Group, which has representation at a senior
level of all of these stakeholders and which reports to the Lewisham
Health and Wellbeing Board, would seem to be the best way of
overseeing the development of this new strategy.
The continuation of a major programme of facilitation of work in
primary care aimed at improving uptake of vaccine. The CCG,
together with Lewisham Public Health, hopes to support practices in
a variety of ways so that they can maximise the uptake of
immunisation in their patients.
A review of use by parents of the health visiting service as an
alternative to the GP practice as a means of immunising their
children with a report to the JCG and to the Clinical Directors at the
CCG on this issue.
Further development of immunisation care pathways. The preschool booster pathway will be redesigned and relaunched in July
2014, and will incorporate systematic enquiry about uptake of
vaccine in children entering Lewisham primary schools as part of
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•

•
•

the school entry process, and involving children’s centres in efforts
to ensure vaccination of those not already immunised
Introduction of the new national immunisation programme to ensure
that secondary school children and young adults are protected
against disease caused by Group C Meningococcus
Negotiations to introduce the immunisation by midwives of pregnant
women against influenza and pertussis.
Negotiations to introduce opportunistic immunisation of children in
settings other than primary care.

9.

Financial implications

9.1

There are no financial implications arising from this report.

10.

Legal implications

10.1

There are no legal implications arising from this report.

11.

Crime and Disorder Implications

11.1

There are no crime and disorder implications arising from this report.

12.

Equalities Implications

12.1

Evidence shows that the following groups of children and young people
are at risk of not being fully immunised: children and young people who
have missed previous vaccinations ; looked after children; children with
physical or learning difficulties; children of teenage or lone parents;
children not registered with a general practitioner; younger children
from large families; children who are hospitalised; minority ethnic
groups; vulnerable children, such as those whose families are
travellers, asylum seekers or homeless.

12.2

In the case of MMR, reduced immunisation uptake has also been
inversely correlated with socioeconomic wealth. In recent years,
concerns about the safety of MMR have led to an overall reduction in
MMR coverage in England, most notably in children of more affluent
households.

13.

Environmental Implications

13.1

There are no financial implications arising from this report.

14.

Summary and Conclusion

14.1

Immunisation is a cost effective means of preventing important
infectious disease. Uptake of vaccine in Lewisham, though much
improved, still requires further improvement if Lewisham children are to
be effectively protected. This paper gives the background to this issue
in Lewisham and makes recommendations in relation to the key
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priorities for 2014/2015. Members of the Health and WellBeing Board
are asked to endorse the priorities identified.
If you have any difficulty in opening the links above or those within the body of
the report, please contact Kalyan DasGupta
(kalyan.dasgupta@lewisham.gov.uk; 020 8314 8378), who will assist.

If there are any queries on this report please contact Donal O’Sullivan at
Donal.O’Sullivan@lewisham.gov.uk .
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