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&3 Vaccines protect us throughout

Public Health . .

England our lives, from birth to old age o _
Active immunity through
vaccination.

Babies are offered essential vaccines to protect against « \accines generally provide

conditions including diphtheria, tetanus, whooping cough

and polio through to meningitis, measles, mumps and Immumty Slmllar to that

rubella. The childhood vaccination programme is saving provided by the natural
lives and preventing serious illness and disability.

infection, but without the
risk from the disease or its

complications
Adolescents and young adults receive vaccines which P

protect against cervical cancer (girls) along with : : :
meningitis and septicaemia. Young adults who missed Passive iImmun Ity throu g h

out on MMR as a child are encouraged to get vaccinated transfer of antibodies from
1o protect against measles, mumps and rubella. immune individuals e g

Mother,

* most commonly across the
Older people are urged to protect themselves from flu

every year (from age 65). We also vaccinate against placenta €.g. maternal
serious and potentially fatal pneumococcal infections in pertussis

people of 65 and over. Over 70s can avoid painful and
debilitating shingles with a vaccine. * Blood/blood prOdUCtS €.g.

Immunoglobulin

The primary aim of vaccination is to protect the
individual who receives the vaccine



Va.CCI n e TI m e I I n ehe _immunisation programme in the UK
ontinues to evolve, meeting the demand to
improve the control of infectious diseases
through vaccination
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Section 7a Vaccination Programmes

Neonatal hepatitis B

_ ) mums)
infectious

diseases

(plus ] '
otavirus
COVID) immunisation
programme

Pneumococcal

Td/IPV (teenage
booster)
immunisation

programme

Pertussis pregnant
women
immunisation

programme

Meningitis B (MenB)
immunisation
programme

DTaP/IPV and
dTaP/IPV (pre-
school booster)

immunisation
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Seasonal influenza
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(MenACWY)
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programme

Measles, mumps
and rubella (MMR.)
immunisation
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against diphthena,
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Hep B
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programme:
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The complete routine immunisation schedule

Selective immunisation programmes
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The complete routine immunisation schedule from September
2023 (publishing.service.gov.uk)



https://assets.publishing.service.gov.uk/media/64f9b3eca78c5f000d2657df/UKHSA_12706_complete_immunisation_schedule_September2023.pdf
https://assets.publishing.service.gov.uk/media/64f9b3eca78c5f000d2657df/UKHSA_12706_complete_immunisation_schedule_September2023.pdf

NHS

Vaccination Delivery/Access

* Primary Care

« Community Pharmacy
« School Aged Immunisation Services (SAIS)
* Maternity Services

« Some secondary care providers/services

Make Every
Contact

Count



Risks /Challenges Associated
with Migrant Population

* Different countries have different vaccination schedules:
« parents may think they/their child is up to date
* Don’t understand UK schedule
* Reluctant to consent for further vaccines

» Different vaccines/vaccine names/components to those used in UK e.g. may still be
separate measles, mumps, rubella vaccine rather than combined MMR — not easily
recognised: UK and international immunisation schedules comparison tool

The spreadsheet lists the 21 countries which most people immigrating to the UK come
from, and gives their vaccinations schedules, the name of the diseases or vaccines in

the local language and, where available, the vaccines used in the countries of origin.
UK and international immunisation schedules comparison tool - GOV.UK

(Wwww.goV.uk)

e Ascertaining what vaccines individuals moving to England from abroad have received

* Vaccines received elsewhere being recorded in the GP IT system/patient Clinical
Record/CHIS



https://www.gov.uk/government/publications/uk-and-international-immunisation-schedules-comparison-tool
https://www.gov.uk/government/publications/uk-and-international-immunisation-schedules-comparison-tool
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Vaccination of individuals with uncertain or incomplete immunisation status

(publishing.service.qov.uk)



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1179084/UKHSA-12599-algorithm-immunisation-status-from-1September2023.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1179084/UKHSA-12599-algorithm-immunisation-status-from-1September2023.pdf

UK Health
Security
Agancy

Infants from two months of age

up to first birthday

DTaP/IPV/Hib/HepB* + MenB" + rotavirus®
Four week gap
DTaP/IPV/Hib/HepB + PCV13" + rotavirus®
Four week gap
DTaP/IPV/Hib/HepB + MenB*

2 child who has already received 1 or mora doses
of primary diphtheria, tetanus, polio and pertussis
should complete the 3 dosa course with DTaP/IPVY
HibvHapB. Any missing doses of Hib andfor HapB
can be given as Hib/MenC and/or, monovalent
hapatitis B, at 4 waek intervals

" Doses of MenB should ideally be given B weeks
apart. Thay can be given 4 weeks apart in arder
for the primary MenB immunisation schedule to
be completed before the first birthday if possibla
(i.e. if schadule started after 10m of ags)

© First dose of ratavirus vaccine to be given only
if infant is mora than 6 weeks and under 15 weeks
and second dose to be given only if infant is less
than 24 weeks old

%nfants who are aged 12 weeks or aver when starting
their primary schedule can be given their single infant
priming dosa of PCV13 with thair first set of primary
immunisations. If a child has received PCV10 vaccine
abroad, they should be offerad 1 dose of PCV13 (at
least 4 weeks after PCV10 was givan)

As per UK schedule ensuring at least a 4 week
intarval batween primary DTaP/1IPV/HibvHapB and
the boaster Hib/MenC dose, and a minimum 4 week
intarval batween ManB and PCV13 priming and
booster dosas.

Children from first
up to second birthday

DTaP/IPV/HIb/HepB" + PCV13 + Hib/Men C*
+ MenB" + MMR
Four week gap
DTaP/IPV/HIb/HepB!
Four week gap

DTaP/IPV/Hib/HepB' + MenB™
1 DTaPAPVYHIb/HepB is now the only suitable vaccine
containing high dose tetanus, diphtheria and pertussis
antigen for priming childran of this aga. Childran born
from 00817 who recaived primary vaccines without
HepB should be cpportunistically offered a2 3 doss
coursa of maonovalent HapB vaceine. If they are in a high-
risk group or ara exposed to hepatitis B, they should ba
proactively offered a hepatitis B vaccine course
11 All un- or incompletely immunised children only requira
1 dose of Hib, Men C (until teenage boostar) and PCWV13
over the age of 1 year. It does nat matter if 2 Hib-comtaining
vaccings ara given at the first appaintmeant or if the child
recepas additional Hib at subsaquent appointments if
DTaPPVHib/HepB vaccine is giver. If a child has received
PCV10 vaccine abroad, they should be offered 1 dose of
PCV13 (at least 4 weeks aftar PCV10 was given)
" Children who received less than 2 doses
of MeanB in the first year of life should receive
2 doses of ManB in their second year of life at least
8 weeks apart. Doses of MenB can ba given 4 waeks
apart if necessary to ensure the 2 dose schedula
is completed (i.e. if schedule started at 22m of age)

Children from second
up to tenth birthday

DTaP/IPV/Hib/HepB~* + Hib/MenC" " + MMR
Four waak gap
DTaP/IPV/Hib/HepB" + MMR
Four weak gap
DTaP/IPV/Hib/HepB"

" DTaP/IPV/Hib'HepB is now the only suitable
vaccina containing high dose tatanus, diphtheria
and pertussis antigen for priming children of

this aga. Children born from 01/08/17 who
racaivad primary vaccinas without HepB should
be opportunistically offered a 3 dose course

of monovalant HepB vaccine. If thay are in a
high-risk group or are exposed to hapatitis B,
they should be proactively offered a hepatitis B
VacCina course.

“* Al un- or incomplately immunised children anly
require 1 dase of Hib and Men C (until teenage
boostar) over the aga of 1 year. it does not matter
if 2 Hib-containing vaccines ara given at the first
appaointment or if the child receives additional
Hibr at subsequent appointmants if OTaP/1PV/HibS
HepB vaccine is given

Boosters + subsequent vaccination

Boosters + subsequent vaccinatiol

Boosters + subsequent vaccination
As per UK schedula

First booster of dTaPYIPY can be given as early as

1 year following completion of primary course to
re-astablish on routing schedule. Additional doses of
DTaP-containing vaccines given under 3 years of age in
some other countries do not count a5 a booster to the
primary coursa in tha UK and should be discountad.
Subsequent vaccination - as per UK schedule

i

.

General principles

+ unless theare is a documented or reliable
wverbal vaccing history, individuals should ba
assumed to be unimmunised and a full
course of immunisations planned

+ individuals coming to UK part way through their
immunisation schedule should be transferred onto the
UK schadule and immunised as appropriate for age

+ if the primary course has beean started but not
completed, resume the course - no need to repeat
doses or restart Goursa

+ plan catch-up immunisation schedule with
minimum number of visits and within a minimum
possible timescale — aim to protect individual in
shortest time possible

*If an individual has received any OPV in another country since April 2016, these doses should be discounted as
Most countries who still use OPY have a mixed OPV and IPY schedule so if sufficient IPY doses have been received for age, no additional IPY

MMR - from first birthday onwards

+ doses of measles-containing vaccine given prior to 12 months of age should not be counted

+ 2 doses of MMR should be given irrespective of history of measles, mumps or rubella infection and/for age

+ a minimum of 4 weeks should be left between 1% and 2™ dose MMR

« if child =3y4m, give 2 dose MMR with pre-school dTaP/IPV unless particular reason to give earlier

+ second dose of MMR should nat be given <18m of age except where protection against measles is urgently required

4+

. _al

il

Flu vaccine (during flu season)

= those aged 65yrs and older although recommendations may change annually so always check Annual Flu Letter
« childran eligible for the current season's childhood influsnza programme (see Annual Flu Letter for date of birth range)

+ those aged & months and older in the defined clinical risk groups (see Green Book Influsnza chapter)

Pneumococcal polysaccharide vaccine (PPV)

= thosa aged 65yrs and older

+ thosa aged 2yrs and older in the defined clinical risk groups
Green Book Poeumococcal chapter

(zee

is unlikely that they will protect against all 3 polio types.
doses are needed.

Effective from 1 September 2023

BCG and Hepatitis B vaccines for those at high risk should be given as per Green Book recommendations. Individuals in clinical risk groups may require additional vaccinations. Please check Green Book chapters.

Vaccination of individuals with uncertain or incomplete immunisation status

For online Green Book, see www.gov.uk/government/collectionsimmunisation-against-infectious-dise ase-the-green-book » For other countries' sehedules, see immunizationdata who.int/sting html lopie=vaccine-schedule&location=

From tenth birthday onwards

Td/IPV* + MenACWY" + MMR
Four waak gap
Td/IPV + MMR
Four waak gap

Td/IPV

* Thosa aged from 10 years up to 25 years who have
never racaived a MenC-containing vaccine should be
offerad MenACWY

Thesa aged 10 years up to 25 years may be eligible

ar may shortly becaoma eligible for MenACWY usually
given around 14y of age. Those bom on/after 1/918996
remain aligible for MenACWY until their 257 birthday

Boosters + subsequent vaccination

First booster of Td/IPV: Prefarably 5 years
following completion of primary course
Second booster of Td/IPV: Ideally 10 y=ars
{minimum 5 years) following first booster

e

HPV vaccine

« all famalas (bom on'aftar 01/08/81) and males (barn
andafter 01/09/06) remain eligible for HPV vaccine up
to their 25th birthday on the adolescant programme

« gligible immunocompetent individuals aged 11 to
25 years only require a single dosa of HPV vaccine

« eligible individuals who are HIV positive or
immunasuppressad should be offered a 3 dose
schedule at 0, 1, 4-6 manths

« for details of GBMSM HPV vaccination programme,
please see Green Book HEW chapter

« any dose of Cervarix, Gardasil or Gardasil 3 would
be considered valid if previously vaccinated or
vaccinated abroad

Shingles vaccine

+ severaly immunosuppressaed individuals
from 50 years of age (eligibility as defined in the
Grean Book Shingles ch : 2 doses of
Shingrix vaccine 8 weaks to § months apart; no
upper age limit to start or complete the course

+ immunocompetent individuals from their 85th and
TOth birthday (see Shingles: guidance and vaccination
progrEmme on GOV UK websita for aligibility): 2 doses
of Shingrix vaccine & manths to 12 months apart. Once
these individuals have bacoma aligible, they remain
eligible urtil their 80th birthday. The second dose of
Shingrix vaccine can be given up ta Bist birthday fo those
wha have commenced but not completed the courss

+ immunocompetent individuals aged from 70 years
who ware prewviously aligible for shingles vaccination
before 01/09/23 should receiva Zostavax junless
contraindicated) until stocks of this vaccine are
exhausted, aftar which Shingrix should be offerad




Risks /Challenges Associated NHS
with Migrant Population

» High level of vaccine hesitancy —
* maybe cultural as opposed to scientific,
* maybe related to vaccine contents e.g. porcine
» maybe specific health concerns, side effects etc

 Individuals not registered with GP - as length of stay is variable ranging from
a few weeks to multiple months.

« Often asylum seekers are moved at short notice,
« planned appointments/interventions are not completed,

 information not transferred between providers.

« Lack of support/information:
» English is not first language
* Where English is spoken — Literacy may be low

e Distrust of or don’t understand the NHS/Health Authorities



Challenges for Primary Care

« Capacity/time to effectively reach this population
» potential outreach clinics — logistics (cold chain, equipment, transport)
» Focused/targeted sessions
« may require higher level of input, longer appointments, need translation
services)

QOF is intended to support optimal delivery and performance and ensure
everyone is up to date with their immunisations in a timely manner. For childhood
vaccines, the thresholds are set based on coverage required to achieve herd
immunity.

* Individuals are often outside of schedule and unable to complete schedule in

required timeframe — affects performance data and Quality Outcome
Framework compliance.

RISK - Un or under vaccinated
populations increases risk of outbreaks

11



Enablers

Financial - Changes to the 2023/24 GP contract:

Item of Service (l0S) fee is per dose administered (not completed course,
which applied pre-2021)

Repayment for performance below 80% coverage for routine childhood
programmes has been removed, hence there are no financial risk to
practices.

Changes to the childhood vaccination and immunisation indicators within
QOF (reduced lower thresholds and higher upper thresholds)

Introduction of a new Personalised Care Adjustment (PCA)

« for patients who registered at the practice too late (either too late in
age, or too late in the financial year) to be vaccinated in accordance
with the UK national schedule

 means the patient is removed from the denominator of the
indicator, so this will not affect the practices overall performance
in relation to QOF.

Where a patient has been vaccinated overseas in accordance with the UK
National Vaccination Schedule, practices can record delivery of the
vaccination in their clinical system to ensure that the vaccination counts
towards QOF achievement (although an 10S fee cannot be claimed).

12



Key Messages

Generally high uptake/coverage rates across YH BUT pockets of low
uptake and inequality, including Asylum population.

Need to achieve high AND equitable coverage/uptake — across all
communities

Need to increase vaccination rates in vulnerable migrants/populations
— Reduce risk of outbreaks/morbidity

Work with UKHSA YH to identify low uptake and high migrant
population

13



Tailoring Immunization Programmes (TIP)

Developed by the WHO Regional Office for Europe

Grounded in scientific evidence and country experience

Aims to integrate people-centred research and behavioural insights into planning and
policy.

Founded on three main pillars:
 six values and principles
« atheoretical model and
» a phased process with detailed exercises.

Understand the characteristics and needs of vulnerable migrants locally - Work in
partnership with people with lived experience - Shouldn’t assume what the needs and
experiences are of vulnerable migrants.
« NHSE have published statutory guidance for the NHS around working in
partnership with people and communities.

14



Key Messages —

Understand the barriers and drivers to vaccination — design services to meet local
needs (support, motivate, enable)
« Working in partnership with people with lived experience will enable a far
greater understanding of the barriers and enablers to good uptake. They
could codesign interventions to improve uptake.

|dentify the models and interventions that are most effective/most likely to work

Map existing service models across the local footprint —
* how effective are they?
 What are the gaps?
« How do they map to the above points?

Utilise commissioning and contracting frameworks to support:
« Bespoke outreach models may be appropriate, for example the provision
of primary care services in sites accommodating asylum seekers.
« Vaccination by providers other than primary care

15



Key Messages/Action NHS

* Work collaboratively across the ICS to ensure immunisations are delivered as part
of a wider package of health support - MECC. This may be through a range of
models

» GP practices can be part of / link to the Safe Surgeries initiative (Doctors
of the World)

» Make use of existing mechanisms and community assets to improve
uptake —

 VCSEs are often trusted and skilled at engagement and have
established relationships with different groups, especially those who
experience health inequalities. Having peer advocates is important
for this population; trusted relationships and feeling safe are key.

» Local authorities have mechanisms in place to engage with
communities, and each ICB has established structures around
VCSE partnerships

 Itis Never too late to catch-up on the vaccinations recommended in England
« Assess and record vaccination history as soon as possible

* |f there is no documented evidence of vaccination or in doubt — vaccinate (you
cannot over vaccinate someone) as per algorithm to bring up to England schedule
https://www.gov.uk/government/publications/vaccination-of-individuals-with-
umcertain-or-incomplete-immunisation-status



https://www.gov.uk/government/publications/vaccination-of-individuals-with-uncertain-or-incomplete-immunisation-status
https://www.gov.uk/government/publications/vaccination-of-individuals-with-uncertain-or-incomplete-immunisation-status
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