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Immunisation and the recognition and 

treatment of Anaphylaxis [Part 2]

■To provide contemporary evidence that informs practitioners 

about immunisation and relevant programmes

■To appraise and understand changes to the Childhood 

Immunisation Programme

■To reflect on one’s level of competence across immunisation 

programmes that the practitioner is involved in

■To ensure that one is adhering to Patient Group Directions 

■To provide an opportunity for practitioners to discuss 

scenarios in practice and how to resolve cases that arise 

using an evidence based approach. 



Vaccination timeline



PHE (2018). Vaccine update. Issue 278, May 2018.



NM S003: Pertussis 

vaccine in pregnancy programme

Pertussis is a highly infectious disease caused by the bacterium Bordetella 
pertussis. It is transmitted through the respiratory route.  It can be 
particularly serious for babies, with severe complications and death 
occurring most commonly in infants >6/12

The true global burden of pertussis is underestimated. The WHO received 
reports of 136,036 confirmed cases of pertussis in 2013. However, 
worldwide it is estimated that there are actually 16 million pertussis cases 
annually, including approximately 195,000 childhood deaths. 
NaTHNaC (2015).  Pertussis: global update. Available from:
http://nathnac.org/pro/clinical_updates/pertussis_global_060215.htm
[Accessed 2 March 2015]

http://nathnac.org/pro/clinical_updates/pertussis_global_060215.htm


NM S003: Pertussis 

vaccine in pregnancy programme



NM S003: Pertussis 

vaccine in pregnancy programme

The maternal Pertussis vaccine in pregnancy programme has 

been in place since 1 October 2012

During 2012, 14 babies died from Pertussis before they could 

have seroprotection from the disease



NM S003: Pertussis 

vaccine in pregnancy programme

Vaccination (Boosterix) recommended between weeks 18 and 20 weeks 
gestation after the foetal anomaly scan [also known as the 20 weeks scan]

Pertussis vaccination can be offered any time after the scan [DH, 2016] 
Pertussis vaccination in pregnancy – change in guidance from 1 April 
2016. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/510376/PHE_9750_VU_242_March_2016_03_web.pdf [Accessed 4 
April 2016]

Boosterix consists of: Diphtheria, tetanus, acellular pertussis and 
inactivated poliomyelitis 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/510376/PHE_9750_VU_242_March_2016_03_web.pdf


Immunisation update: Pertussis 

vaccine in pregnancy programme

Since the Pertussis vaccine in pregnancy programme 

commenced, the deaths associated with Pertussis in this age 

group has fallen to 2, whose mothers had not been vaccinated 

against Pertussis. 



NM S003: Pertussis 

vaccine in pregnancy programme

When obtaining informed consent from a woman for the 

‘maternal pertussis programme’, what must a practitioner 

discuss with every woman prior to administration to ensure 

informed consent is valid?



NM S003: Pertussis 

vaccine in pregnancy programme. Pre-natal 

pertussis vaccine coverage achieves highest level

since start of programme

Pertussis vaccine coverage in pregnant women averaged 

70% across July to September 2017

PHE (2018). Vaccine Issue 274. January . 2018

Available 

from:https://www.gov.uk/government/uploads/system/uploads/

attachment_data/file/679779/Vaccineupdate_274_January_20

18.pdf (Accessed 9 February 2018)



Technology at MIT: the “single vaccine”

A new technology by a team of MIT engineers. 

They've created a method that allows a single injection to 

carry enough doses for the first one to two years of a child's 

life, with each dose released at a specified time. Their secret? 

Microscopic coffee cups made out of PLGA, a biocompatible 

polymer used in prosthetics and implants.



Technology at MIT: the “single vaccine”

The engineers created an array of silicon moulds using a 

process called photolithography. Each large array can create 

about 2,000 cups, which are then filled with doses of 

vaccination using a custom-made dispensing system. 

Finally, they put a lid over each cup and apply heat until they 

fuse together and form a tightly sealed container.



Technology at MIT: the “single vaccine”

The team's microscopic cups can deliver doses at different 

times, because PLGA can be designed to break down at 

different rates if you manipulate its molecules. They tested 

their system by injecting mice with cups created to deteriorate 

at 9, 20 and 41 days after injection. It was a success -- the 

containers remained leak-proof until the days they were 

supposed to break down

Available from: Engadget (2017). MIT combins several 

vaccines in a single injection. 

https://www.engadget.com/2017/09/16/mit-vaccine-seal-tech/

Accessed 3 October 2017.

https://www.engadget.com/2017/09/16/mit-vaccine-seal-tech/


New changes to the national immunisation 

programme in the United Kingdom in 2017: the 

addition of Hepatitis B to the primary schedule



New changes to the national immunisation programme in 

the United Kingdom in 2017: the addition of Hepatitis B to 

the primary schedule

The introduction of a hepatitis B containing vaccine into 

the UK routine childhood immunisation programme also 

fulfils the WHO recommendation that every country should 

routinely immunise children against hepatitis B, as part of 

the global strategy to eliminate this virus. 



New changes to the national immunisation 

programme in the United Kingdom in 2017: the 

addition of Hepatitis B to the primary schedule



New changes to the national immunisation 

programme in the United Kingdom in 2017: the 

addition of Hepatitis B to the primary schedule

This the first global health sector strategy on

viral hepatitis, a strategy that contributes to the achievement 

of the 2030 Agenda for Sustainable Development. It covers 

the first 6 years of the post-2015 health agenda, 2016–2021, 

building on the Prevention and Control of Viral Hepatitis 

Infection: Framework for Global Action and on 2 resolutions 

on viral hepatitis adopted by the World Health

Assembly in 2010 and in 2014 (WHO, 2016).



New changes to the national immunisation programme in 

the United Kingdom in 2017: the addition of Hepatitis B to 

the primary schedule

325 million people globally are living with viral hepatitis, with 

1.34 million deaths in 2015 alone. In England, around 180,000 

people are infected with hepatitis B and 160,000 with hepatitis 

C

(PHE, 2017). Vaccine update. Available from:

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/662141/Vaccine_Update__edition_272_Nove

mber_2017.pdf Accessed 27 November 2017. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/662141/Vaccine_Update__edition_272_November_2017.pdf Accessed 27 November 2017


New changes to the national immunisation 

programme in the United Kingdom in 2017: the 

addition of Hepatitis B to the primary schedule

The strategy addresses all 5 hepatitis viruses (hepatitis A, B, 

C, D and E), with a particular focus on hepatitis B and C, 

owing to the relative public health burden they represent 

(WHO, 2016)



New changes to the national immunisation 

programme in the United Kingdom in 2017: the 

addition of Hepatitis B to the primary schedule

Infanrix hexa® will replace Pediacel and Infanrix Hib in 

September 2017.

The composition of Infanrix Hexa® is:  DTaP/IPV/Hib/HepB

(PHE, 2017. Vaccine update. Issue 261, April 2017).



New changes to the national immunisation programme in 

the United Kingdom in 2017: the addition of Hepatitis B to 

the primary schedule

The introduction of Infanrix hexa® does not remove the 

need for existing programmes of screening for hepatitis 

Be in pregnancy and selective immunisation of neonates 

born to hepatitis B positive mothers 

(PHE, 2017. Vaccine update. Issue 261, April 2017).



New changes to the national immunisation programme in the United 

Kingdom in 2017: the addition of Hepatitis B to the primary schedule 

and Neonates at risk

Neonates at risk [i.e. whose mother is Hepatitis B positive] will 

require:

i. A dose of monovalent hepatitis B vaccine at birth, and if 

indicated, also given hepatitis B immunoglobulin.

ii. A dose of monovalent hepatitis B at 4/52

Those born after 1 August 2017, should receive Infanrix 

hexa® at 8/52, instead of a dose of monovalent hepatitis B 

followed on by Infanrix hexa® at 12/52 and 16/52

(PHE, 2017. Vaccine update. Issue 261, April 2017).



New changes to the national immunisation programme in the United 

Kingdom in 2017: the addition of Hepatitis B to the primary schedule 

and Neonates at risk

Neonates born to hepatitis B positive mothers will still require 

a dose of monovalent hepatitis B vaccine at 1 year, along with 

a blood test for HBsAg* to exclude infection

(PHE, 2017. Vaccine update. Issue 261, April 2017)

*HBsAg is the surface antigen of the hepatitis B virus. It 

indicates current hepatitis B infection. 



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

■Prioritisation of individuals at risk of hepatitis B

■Infants born to hepatitis B infected mothers 

Infants born to hepatitis B infected mothers are the highest 

priority for post-exposure vaccination as they are at greatest 

individual risk of infection; these infants have already been 

exposed to a substantial amount of infected blood during the 

birthing process. 

■Providing the birth dose of vaccine to babies born

to hepatitis B infected mothers should not be delayed 

beyond 24 hours (PHE, 2018)



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

Refer to page 5 and section 1. Prioritisation of individuals at 

risk of hepatitis B



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

Update on hepatitis B vaccine supply constraints: phased 

re-introduction of vaccine

■Hepatitis B vaccine will remain available for those 

individuals 

at highest immediate risk, i.e. PHE priority groups 1-3 and will 

become more routinely accessible without need for an 

override request. 



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

Update on hepatitis B vaccine supply constraints: phased re-

introduction of vaccine

Priority groups 1 – 3

1 – Infants born to hepatitis B infected mothers

2 – Post exposure (Exposure to a known hepatitis B infected 

source. For example, needle stick/sharp injuries, sexual 

exposure to an acute case of hepatitis B).



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

3 - Post exposure (Exposure to an unknown source. For 

example, a needle stick injury from a discarded needle, sexual 

assault, mass causalities from a major incident)

3 - Pre exposure. Clinical health care workers with regular 

blood exposure, particularly those performing exposure prone 

procedures (e.g. surgeons, dentists), and those working in 

certain settings (e.g. renal units, hospital laboratory workers). 

Other first responders required to attend major trauma with 

likely blood contamination. 



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

3 - Pre exposure. Sex workers, MSM with multiple partners, 

People who inject drugs, prisoners, people travelling to 

endemic countries for medical treatment, patients on renal 

dialysis units. 



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

■From early spring 2018, hepatitis B monovalent vaccine will 

become available for individuals in priority groups 4 (other 

than for travel) where vaccination occurs mainly in general 

practice. 

4 – Pre exposure. Household contacts of people with hepatitis 

B, most other health care workers and ancillary staff in UK 

healthcare settings, other occupations at risk of percutaneous 

exposures. Other travel to medium and high endemicity 

countries. Individuals with cirrhotic liver disease. 



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

■From mid spring 2018, hepatitis B monovalent vaccine will 

become available for individuals in priority group 4 who are 

healthcare workers and students, frontline workers and first 

responders with direct patient contact or at risk of exposure to 

blood and body fluids. 

■monovalent hepatitis B vaccine should not be used for most 

travel indications, but combination hepatitis A/ hepatitis B 

vaccine can now be used where appropriate for high risk 

travel indications (PHE, 2018 Vaccine update Issue 277, 

March).



PHE (2018) Hepatitis B vaccination in adults and children: 

temporary recommendations from 21 August 2017

■On the advice of the JCVI, boosters (priority group 5) will no 

longer be routinely required in healthy, immunocompetent 

adults who have completed a primary course of vaccine, 

including healthcare workers who are known responders. This 

change will be reflected in the next revision of Chapter 18 of 

the Green Book: Immunisation against Infectious Disease

(PHE, 2018 Vaccine update Issue 277, March).



NM S003

At Birth/6 weeks – BCG

There are few data on the protection afforded by BCG vaccine

when it is given to adults (aged 16 years or over), and virtually no

data for persons aged 35 years or over. BCG is not usually
recommended for people aged over 16 years, unless the risk of 
exposure is great (e.g. healthcare or laboratory workers at
occupational risk). Available from:
https://www.wp.dh.gov.uk/immunisation/files/2012/07/chap-32-
dh_128356.pdf Accessed 23/08/12 

https://www.wp.dh.gov.uk/immunisation/files/2012/07/chap-32-dh_128356.pdf
https://www.wp.dh.gov.uk/immunisation/files/2012/07/chap-32-dh_128356.pdf


NM S003: BCG Reconstitution and 

Administration

Public Health England recommend using a 21G needle to  

reconstitute and draw up BCG vaccine.

For the administration of BCG vaccine by intra-dermal 

injection, the correct needle to use is a short bevelled 26G 

10mm (0.45mm × 10mm) needle for each individual patient

(PHE, 2016). 



NM S003: TB

TB Notifications

Year Cases

1913    117,139

2012        8,659 

HPA (2014). Tuberculosis notifications by site of disease 

(respiratory/non-respiratory), England and Wales, 1913 –

2012.   Available from:

http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/131714

0585477

[Accessed 17 February 2014].

http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317140585477


NM S003: TB

A total of 6,520 cases of TB were notified in England in 2014, a 
decrease on the 7,257 cases reported in 2013. 

Latest figures give an incidence of 12.0 cases/100,000 people in 
England, down from the peak of 15.6/100,000 in 2011.

As in previous years, London accounted for the highest proportion 
of cases in England, with 2,572 cases of TB in 2014, down from 
2,965 cases in 2013.

PHE (2015). TB rates in England continue to decline
Available from: https://www.gov.uk/government/news/tb-rates-in-
england-continue-to-decline Accessed 15 October 2015

https://www.gov.uk/government/news/tb-rates-in-england-continue-to-decline


NM S003: TB

The reductions are mainly due to a reduction in cases in the 

non-UK born population, which make up nearly three-quarters 

of all TB cases in England. Whilst there has not yet been a 

similar reduction in the rate of TB in those born in the UK in 

January 2015 PHE and NHS England committed to implement 

a collaborative TB strategy, which includes the key actions 

required to achieve a year on year reduction in all aspects of 

TB in England and a reduction in the inequalities associated 

with the disease. 

PHE (2015). TB rates in England continue to decline

Available from: https://www.gov.uk/government/news/tb-rates-

in-england-continue-to-decline Accessed 15 October 2015

https://www.gov.uk/government/news/tb-rates-in-england-continue-to-decline


NM S003: TB

Public Health England [PHE] & NHS England launched a joint £11.5 
million to eradicate TB on 19 January 2015 [Five year plan]
PHE (2015). Collaborative Tuberculosis Strategy for England.
Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachmen
t_data/file/403231/Collaborative_TB_Strategy_for_England_2015_2
020_.pdf [Accessed 30 March 2015]

The UK has the second highest rate of TB in Western Europe and 
the rates in the UK are 5 times higher than the U.S.A.

USA, Germany and Holland see consistent reductions in TB.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/403231/Collaborative_TB_Strategy_for_England_2015_2020_.pdf


PHE (2015) Tuberculosis in England

2015 report (presenting data to end of 2014)



PHE (2015) Tuberculosis in England

2015 report (presenting data to end of 2014)



BCG and vaccine supply

UNICEF provides a revised supply and demand update for 

Bacillus Calmette-Guérin (BCG) vaccine. It highlights that the 

supply availability outlook for 2016-2018 is sufficient to meet 

all country requirements, and that a new WHO pre-qualified 

vaccine is now available (UNICEF, 2017) Bacillus Calmette-

Guérin (BCG) Vaccine. Available from:

https://www.unicef.org/supply/index_70361.html [Available 

06/07/2017]

https://www.unicef.org/supply/index_70361.html


BCG and vaccine supply

NHS England commissioners and Screening and 

Immunisation Teams are asked to implement the following 

actions: 

■work with partners from the local health economy to develop

and implement plans that will enable all eligible groups to 

access BCG vaccine



BCG and vaccine supply

■ensure that the delivery of the neonatal programme is

optimised to improve access for all eligible neonates (e.g. immunising 

babies in maternity units prior to discharge).

■areas should then focus on offering BCG vaccine to children

in the next highest priority group, C (previously unvaccinated children aged 

1 - 5 years living in areas of the UK where the annual incidence of TB is 

40/100,000 or greater; or with a parent or grandparent who was born in a 

country where the annual incidence of TB is 40/100,000 or greater). This 

entails delivering a catch-up programme for eligible children who missed 

the vaccine during the period of constrained supply (PHE, 2017)



BCG and priority groups

HIGHEST PRIORITY 

■ A - All infants (aged 0 to 12 months) with a parent or

grandparent who was born in a country where the annual 

incidence of TB is 40/100,000 or greater

■B - All infants (aged 0 to 12 months) living in areas of the UK

where the annual incidence of TB is 40/100,000 or greater



BCG and priority groups

HIGHEST PRIORITY cont.

■ C - Previously unvaccinated children aged 1 to 5 years:

living in areas of the UK where the annual incidence of TB is 

40/100,000 or greater; or

with a parent or grandparent who was born in a country where 

the annual incidence of TB is 40/100,000 or greater. These 

children should be identified at suitable opportunities, and can 

normally be vaccinated without tuberculin testing



BCG and priority groups

MODERATE PRIORITY

■D - Previously unvaccinated, tuberculin-negative children

aged from 6 to under 16 years of age with a parent or 

grandparent who was born in a country where the annual 

incidence of TB is 40/100,000 or greater. These children 

should be identified at suitable opportunities, tuberculin tested 

and vaccinated if negative as per the Green Book section on 

tuberculin testing prior to BCG vaccination



BCG and priority groups

MODERATE PRIORITY cont.,

■ E - Previously unvaccinated tuberculin-negative individuals

under 16 years of age who are contacts of cases of 

respiratory TB (following NICE recommended contact 

management advice)

■F - Previously unvaccinated, tuberculin-negative individuals

under 16 years of age who were born in or who have lived for 

a prolonged period (at least 3/12) in a country with an annual 

TB incidence of 40/100,000 or greater.



BCG and priority groups

MODERATE PRIORITY cont.,

■ G - Previously unvaccinated, tuberculin-negative individuals

under 16 years of age who are going to live or work with local 

people for more than 3/12 in a country where the annual 

incidence of TB is 40/100,000 or greater.



BCG and priority groups

LOWEST PRIORITY

■H - Individuals at occupational risk.

Those at especially high risk of occupational exposure may 

require special consideration should should be assessed on 

an individual basis (PHE, 2017). BCG vaccine supply and 

ordering. Available from: 

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/624851/VU_bcg_july2017.pdf [Accessed 

06/07/2017].

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/624851/VU_bcg_july2017.pdf


NM S003: Men B 



NM S003: Men B 

On 21 March 2014 an announcement by the JCVI has recommended that 
a vaccine (i.e. Bexsero®) should be offered in the Childhood Immunisation 
Programme to provide protection against Meningitis B at: 2, 4, and 
12/12). 

Affects < 5years and 15 - 19 years

1,870 cases annually

There are to date 12 identified capsular groups, A, B, C, E, H, I, K, L, W, X, 
Y, and Z, of which groups B, C, W and Y were historically the most 
common in the UK. 
PHE (2015). Chapter 22 – Meningococcal. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/302904/Green_Book_Chapter_22_v2_5.pdfb [Accessed 31 March 
2015]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/302904/Green_Book_Chapter_22_v2_5.pdfb


NM S003: Men B 

Meningitis B is the main serogroup responsible for over 90% 

of meningococcal disease. 



NM S003: Men B 

Meningitis B is fatal in 1 in 10 cases

1 in 8 cases experience long-term health problems such as 
deafness, epilepsy and learning difficulties and some require 
amputations. The JCVI agreed that introduction of a 
vaccination programme would reduce the risk of these 
complications from severe disease.
DH, (2014). PHE welcomes prospect of new Meningitis B 
vaccine. Available from:
https://www.gov.uk/government/news/phe-welcomes-
prospect-of-new-meningitis-b-vaccine [Accessed 26 March 
2014]

https://www.gov.uk/government/news/phe-welcomes-prospect-of-new-meningitis-b-vaccine


NM S003: Men B 

The UK has almost the highest incidence rate for invasive 

meningococcal disease in the European Union (mostly caused by 

MenB, with only Ireland* having a consistently higher rate). 

Gov.uk (2014). MenB vaccine should join childhood vaccination 

programme. Available from: 

https://www.gov.uk/government/speeches/menb-vaccine-should-

join-childhood-vaccination-programme [Accessed 26 March 2014]

Key = * MenB programme commenced in the Republic of Ireland in 

September 2016. 

https://www.gov.uk/government/speeches/menb-vaccine-should-join-childhood-vaccination-programme


NM S003: Men B 

The MenB programme means that England is the first country 

in the world to begin national and publicly funded Men B 

immunisation. This will be offered alongside other routine 

infant vaccines through the NHS Childhood Immunisation 

Programme in September 2015.

DH (2015). New programmes to protect against meningitis 

and septicaemia.  Available from: 

https://www.gov.uk/government/news/new-programmes-to-

protect-against-meningitis-and-septicaemia [Accessed 22 

June 2015].

https://www.gov.uk/government/news/new-programmes-to-protect-against-meningitis-and-septicaemia


NM S003: 

Meningitis B coverage
High completed primary course coverage similar to that 

previously reported was achieved between Aug and Dec 

2017, remaining around 88% by 6/12 of age. By 12/12 of age 

93% of infants have completed a two dose course indicating 

around 5% receive the second dose after six months of age

The third estimates of MenB booster coverage at 18/12 for the 

routine cohorts, showing a similarly high proportion of 

children, around 87% of the routine cohorts, are continuing to 

receive their booster (DH, 2018 Vaccine update. Available 

from: 

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/684302/Vaccine_update_275_February2018.

pdf (Accessed 21 March 2018)

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/684302/Vaccine_update_275_February2018.pdf


NM S003: 

Meningitis B effectiveness

Parikh et al, 2016. Effectiveness and impact of a reduced infant schedule 

of 4CMenB vaccine against group B meningococcal disease in England: a 

national observational cohort study. The Lancet; 388(10061): 2775–2782. 

■Methods. 

For cases diagnosed between Sept 1, 2015, and June 30, 2016, vaccine 

effectiveness was assessed using the screening method. Impact was 

assessed by comparing numbers of cases of MenB in vaccine-eligible 

children to equivalent cohorts in the previous 4 years and to cases in 

vaccine-ineligible children



NM S003: 

Meningitis B effectiveness

■Findings
Coverage of 4CMenB in infants eligible for routine vaccination was high, 

achieving 95·5% for 1 dose and 88·6% for 2 doses by 6/12. Two-dose 

vaccine effectiveness was 82·9% (95% CI 24·1–95·2) against all MenB 

cases, equivalent to a vaccine effectiveness of 94·2% against the highest 

predicted MenB strain coverage of 88%. Compared with the prevaccine 

period, there was a 50% incidence rate ratio reduction in MenB cases in 

the vaccine-eligible cohort (37 cases vs average 74 cases; IRR 0·50 [95% 

CI 0·36–0·71]; p=0·0001), irrespective of the infants’ vaccination status or 

predicted MenB strain coverage. Similar reductions were observed even 

after adjustment for disease trends in vaccine-eligible and vaccine-

ineligible children.



NM S003

2/12 

Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio Vaccine,

Haemophilus Influenza Type B and Hepatitis B (DTaP/IPV/Hib/Hep B). 

[Brand name = Infanrix hexa®] 

And

Pneumococcal Conjugate vaccine  (PCV)

And

Bexsero® 

And

Rotarix® 1.5mls vaccine (Oral administration)



NM S003 – N.B. scheduling of the primary course

“The first dose of primary immunisations can be given from six 

weeks of age if required in certain circumstances e.g. travel to 

an endemic country. A four week interval is recommended 

between each of the three doses of DTaP-containing vaccine 

in the primary schedule although if one of these doses is 

given up to a week early, either inadvertently or deliberately 

e.g. for travel reasons, then this can be counted as a valid 

dose and does not need to be repeated. However, no more 

than one dose should be given early in the three dose 

schedule” DH, 2017. The UK Immunisation Schedule. 

Available from:

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/554298/Green_Book_Chapter_11.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/554298/Green_Book_Chapter_11.pdf


NM S003 - N.B. scheduling of the primary course

If you needed to administer on one occasion Infanrix hexa® 

and additional vaccines prior to 4/52, what else would you 

need to do?



NM S003

The Joint Committee on Vaccination and Immunisation (JCVI) 

considered all the relevant scientific evidence and research on 

the new MenB vaccine and how it could be most effectively 

used, and recommended that it be offered to babies at 2, 4 

and 12 months.

PHE (2015). Vaccine update: issue 234, October 2015. 

Available from:

https://www.gov.uk/government/publications/vaccine-update-

issue-234-october-2015 Accessed 15 October 2015

https://www.gov.uk/government/publications/vaccine-update-issue-234-october-2015


NM S003: Bexsero®



NM S003: Bexsero®

Sachets of paracetamol oral suspension (120mg/5ml) in 
boxes of 12 with measuring devices will also be available to 
order through the ImmForm website for an initial period from 
the start of the programme, until communications advising 
parents on the need to have paracetamol in advance of the 
vaccination appointment are well established
PHE (2015). Men B vaccine and paracetamol availability. 
Available from: 
https://www.gov.uk/government/uploads/system/uploads/attac
hment_data/file/443262/PHE_9402_VU230_June_2015_11_
web.pdf [Accessed 13 July 2015]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/443262/PHE_9402_VU230_June_2015_11_web.pdf


NM S003: Bexsero® and paracetamol dosage

Three doses of paracetamol, given at: 

■the time of vaccination, 

■and then at four-six hourly intervals

DH(2015).    Chapter 22. Meningococcal. Available from:

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/448875/2904185_Green_Book_Chapter_22_

v3_0W_July2015.PDF [Accessed 28 August 2015]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/448875/2904185_Green_Book_Chapter_22_v3_0W_July2015.PDF


NM S003: Bexsero® and paracetamol dosage

The JCVI have recommended, that paracetamol should be given 
prophylactically when Bexsero® is given with the routine vaccines in 
infants < one year of age. 
Three 2.5ml doses of liquid paracetamol (i.e. infant paracetamol 
120mg/5ml) should be given orally, with the first dose provided:

■as soon as possible after vaccination, and 
■two subsequent doses at intervals of four to six hours. 

Should pyrexia persist following the third dose and provided that the child 
appears otherwise well, additional doses of paracetamol may be 
administered at intervals of four to six hours for up to 48 hours. 
DH(2015).    Chapter 22. Meningococcal. Available from:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/448875/2904185_Green_Book_Chapter_22_v3_0W_July2015.PDF
[Accessed 28 August 2015]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/448875/2904185_Green_Book_Chapter_22_v3_0W_July2015.PDF


NM S003: Bexsero®
All parents should be given the leaflet “Using paracetamol to prevent and treat fever after 

MenB vaccination 



NM S003: Bexsero® and pyrexia

In infants and children < two years of age, fever ≥38°C 

(occasionally ≥40°C) was more common when Bexsero® 

was administered at the same time  as routine vaccines,  than 

when Bexsero® was given alone. 

Pyrexia peaks at around 6 hours and has usually gone by 48 

hours after vaccination

Prior to the introduction of Bexsero®, prophylactic 

paracetamol around the time of vaccination was not routinely 

recommended for preventing post-vaccination fever (Refer to 

Chapter 8) ) because of concerns that it may lower antibody 

responses to some vaccines although this reduction is unlikely 

to be clinically significant



NM S003: Bexsero® and pyrexia



NM S003: Bexsero®

Meningitis B cases were 400 prior to the introduction of the 

vaccine in September 2015

There have been 22 cases since September 2015.  Of this 

number, 13 had 1 dose of Bexsero and 2 had 2 doses

The latest coverage in April 2016 were 95.5% for one dose 

and 87.9% for two doses. 

PHE (2016).  VACCINE UPDATE Issue 245, May 2016



NM S003

Infants may receive their first dose of primary immunisations 

from 6 weeks of age in exceptional circumstances e.g. pre-

travel, but it is not routinely recommended to offer infants 

vaccine before 2 months of age. It is however important that 

infants complete their primary schedule on time. 

(HPA, 2014). Questions and answers - Pertussis 

vaccination programme for pregnant women. Available 

from: 

http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ

/WhoopingCough/ImmunisationForPregnantWomen/whooqan

daPertussisVaccinationProgrammeforPregnantWom/

[Accessed 17 February 2014]. 

http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/WhoopingCough/ImmunisationForPregnantWomen/whooqandaPertussisVaccinationProgrammeforPregnantWom/


NM S003

3/12 

Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio Vaccine,

Haemophilus Influenza Type B and Hepatitis B (DTaP/IPV/Hib/Hep B). 

[Brand name = Infanrix hexa®] 

And

Rotarix®  1. 5mls at least four weeks after the  first dose. (Oral
administration) It is preferable that the full course of two doses of Rotarix® be
completed  before 16 weeks of age, allowing at least 4/52 between the1st and 2nd

dose. This is to provide protection before the main burden of disease  and avoid 
temporal association between vaccination and Intussusception 
(Salisbury et al, 2006: 333). 



NM S003

4/12

Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio Vaccine,Haemophilus

Influenza Type B and Hepatitis B (DTaP/IPV/Hib/Hep B). 

[Brand name = Infanrix hexa®]

And

PCV

And

Bexsero® 



NM S003

12 months  - Hib/Men C [Mentorix], MMR , PCV and 

Bexsero®



Bexero administration at 12 months

Ideally to be administered in the left vastus lateralis.  Can be 

administered with the MMR vaccine as “the vaccine least 

likely to cause local reactions”. 

Refer to PHE (2016) Vaccine update, Issue 243, April 2016. 



NM S003: Pneumococcal disease

In recent years, the pneumococcal vaccination recommendations 
have undergone a number of changes: 

■In 2002, a pneumococcal conjugate vaccine (PCV) containing
Polysaccharide from seven common capsular types (PCV7) 
became available and was recommended for immunisation of at-
risk groups under the age of two years

■In 2003, pneumococcal polysaccharide (PPV) immunisation was 
recommended for all people aged 65 and over 

■In 2004, the PCV7 policy was extended to at-risk children < five
years of age



NM S003: Pneumococcal disease

■In 2006, PCV7 was added to the routine childhood

immunisation programme

■In 2010, a pneumococcal conjugate vaccine containing

polysaccharide  from thirteen common capsular types 

(PCV13) replaced PCV7. PCV13 aims to protect against 6 

additional serotypes compared with PCV7



NM S003: Pneumococcal disease

■The supply constraints affecting PPV23 vaccine will have 

made it unlikely that practices have been able to offer the 

vaccine alongside influenza vaccine, to all eligible patients in 

lower priority groups e.g. healthy people aged 65 years and 

over.





Measles outbreaks – no cause of complacency 



Measles outbreaks in December 2017 – no cause 

of complacency 

As of 19 December 2017, there have been 34 confirmed 

cases in West Yorkshire, 28 confirmed cases in Cheshire and 

Liverpool, 22 confirmed cases in the West Midlands, 11 

confirmed cases in Surrey and 4 confirmed cases in Greater 

Manchester.

PHE (2018). Measles outbreaks confirmed in 5 areas across 

UK. Available from:

https://www.gov.uk/government/news/measles-outbreaks-

confirmed-in-leeds-liverpool-and-birmingham [Accessed on 2 

January 2018]

https://www.gov.uk/government/news/measles-outbreaks-confirmed-in-leeds-liverpool-and-birmingham


MMR: scheduling



Rubella susceptibility screening and pregnant 

women
Public Health England (PHE) has announced that rubella 
susceptibility screening in pregnancy will end in England on 1 April 
2016.

The decision to stop screening follows a review of evidence by the 
UK National Screening Committee (UK NSC) in 2003 and 2012. 
On both occasions the Committee found that screening for rubella 
susceptibility during pregnancy no longer met the criteria for a 
screening programme. 

Between 2005 – 2015 the number of cases of congenital rubella in 
the UK was 12. 



Rubella susceptibility screening and pregnant 

women
Rubella susceptibility screening programme should be discontinued because:

■rubella infection levels in the UK are so low they are defined as eliminated by 
the WHO

■rubella infection in pregnancy is very rare

■being fully immunised with the MMR vaccine before becoming pregnant is 
more effective in protecting women against rubella in pregnancy

■the screening test used can potentially give inaccurate results and cause 
unnecessary stress among women

(DH, 2016). Public Health England will end rubella (German measles) 
susceptibility screening in pregnancy in England on 1 April 2016. Available 
from: www.gov.uk/government/news/rubella-susceptibility-screening-in-
pregnancy-to-end-in-england [Accessed 4 April 2016]

http://www.gov.uk/government/news/rubella-susceptibility-screening-in-pregnancy-to-end-in-england


Measles

Elimination of measles or rubella can be verified once a country has 

sustained interruption of endemic transmission for at least 36 months. The 

Regional Verification Commission for Measles and Rubella Elimination  

verified that the following countries achieved elimination status as of 2016 

for one or both diseases:

■Denmark, Spain and the United Kingdom eliminated measles;

■the Republic of Moldova, Sweden and the former Yugoslav Republic of 

Macedonia eliminated rubella;

■Croatia, Greece, Iceland, Lithuania, Montenegro and Uzbekistan 

eliminated both measles and rubella.
WHO (2017). Measles no longer endemic in 79% of the WHO European 

Region. Available from: http://www.euro.who.int/en/media-

centre/sections/press-releases/2017/measles-no-longer-endemic-in-79-of-

the-who-european-region Accessed 27 November 2017.

http://www.euro.who.int/en/media-centre/sections/press-releases/2017/measles-no-longer-endemic-in-79-of-the-who-european-region


Measles 

PHE (2017) Measles notification and confirmed cases by quarter in 

England: 2013 to 2017. 

Provisional data 1st quarter 2017:

Number of positive cases = 17.



NM S003

From 3 yrs, 4 months*     

Low dose diphtheria, Tetanus,  acellular Pertussis,

Inactivated Polio vaccine (d/T/aP/IPV)  [Infanrix IPV]

And

2nd MMR.

Key = *The pre-school booster vaccine given to infants from 3

years, 4 months has switched from Infanrix IPV to Repevax



NM S003

10 - <18 yrs    HPV programme  

Around 14 yrs      MenACWY 



NM S003 - MenACWY 

PHE have showed a continuing increase  in Men W cases 

from:  22 in 2009 to 117 cases in 2014.

Of the 15 cases of Men W [i.e. July 2015 – January 2016], 

50% [n = 7]  presented with diarrhoea and vomiting. Four of 

these cases were seen in A&E or by a GP.  Five died.



NM S003 - MenACWY 

The MenACWY was introduced in England from August 2015 

in response to a rapid and accelerating increase in cases of 

invasive meningococcal group W (MenW) disease, which has 

been declared a national incident DH (2015). MenACWY 

vaccine for teenagers – responding to a national incident. 

Available from: 

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/443262/PHE_9402_VU230_June_2015_11_

web.pdf [Accessed 13 July 2015].

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/443262/PHE_9402_VU230_June_2015_11_web.pdf


NM S003 - MenACWY 

The General Medical Service (GMS) Statement of Financial 
Entitlement (SFE) also makes provision for GP practices to offer 
vaccine opportunistically to children who miss out on the routine 
school based MenACWY vaccination programme usually given in 
year 9/10. 
Any patient born on or after the 1 April 2001, who has missed the 
school based dose, will remain eligible for this vaccine up to the age 
of 25 years

PHE, 2016. Vaccine Update. Available at:
https://www.gov.uk/government/uploads/system/uploads/attachmen
t_data/file/518687/PHE_9785_VU_243_April_2016_06.pdf
[Accessed 11 May 2016]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/518687/PHE_9785_VU_243_April_2016_06.pdf


NM S003 - MenACWY: National coverage (to the 

end of August 2017). 

Coverage at the end of August 2017 for the first cohorts to be 

routinely offered MenACWY in Schools from Sept. 2015 was:

Year 11 in 2016/17 = 79% and 

Year 10 in 2016/17 = 82.5%. 

DH, 2018. Vaccine update: Issue 275, February 2018.



MenACWY: Update on national vaccine coverage to the end of 

October 2016 published for GP-based MenACWY immunisation 

programme for school leavers



NM S003

13 – 18 yrs Tetanus, low dose diphtheria and Inactivated   

Polio Vaccine (Td/IPV) (Revaxis)

Coverage – up to the end of August 2017

■Year 10 in 2016/217 = 81.7%

■Year 9 in 2016/17 = 83%



Hepatitis A: preventing infection in men who 

have sex with men (MSM)



Hepatitis A: preventing infection in men who 

have sex with men (MSM)

Since 1 July 2016, 730 Hep A cases have been 

reported with a date of onset up to 11 June 2017. Of these, 

451 were identified to be outbreak related. Prior to the 

outbreak, 300 - 400 cases have been reported yearly in 

the last 10 years

PHE (2017) Eliminate hepatitis – World Hepatitis Day 2017

Available from: 

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/633689/VU_267_July17.pdf [Accessed 15 

August 2017]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/633689/VU_267_July17.pdf


Hepatitis A: preventing infection in men who 

have sex with men (MSM)

Leaflet and poster for use in:

■GUM (sexual health) and HIV clinics

■Outreach and relevant community settings

PHE (2017). Hepatitis A: preventing infection in men who 

have sex with men. Available from: 

https://www.gov.uk/government/publications/hepatitis-a-

preventing-infection-in-men-who-have-sex-with-men

[Accessed 8 May 2017]

https://www.gov.uk/government/publications/hepatitis-a-preventing-infection-in-men-who-have-sex-with-men


Elimination of Hepatitis C

Hepatitis C (HCV or Hep C) is a blood borne virus that is often 

asymptomatic, and symptoms may not appear until the liver is 

severely damaged many years later. As a consequence, 

many individuals with long-lasting infection remain 

undiagnosed and fail to access treatment

PHE (2017) Eliminate hepatitis – World Hepatitis Day 2017

Available from: 

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/633689/VU_267_July17.pdf [Accessed 15 

August 2017]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/633689/VU_267_July17.pdf


Elimination of Hepatitis C



Elimination of Hepatitis C: Who is at risk?

The HCV is spread through blood-to-blood contact, and some 

ways the infection can be spread include:

■sharing unsterilized 

■blood transfusion before September 1991 or following 

receipt

of blood products (such as clotting factor) before 1986 in the 

UK

■medical or dental treatment abroad in unsterile conditions

■tattooing or piercing when undertaken with unsterile

equipment



Elimination of Hepatitis C: Who is at risk?

■unprotected sex – although this is rare unless

■vertical transmission from a pregnant woman to

■her unborn child – although this only occurs in

■around 6% of cases if the mother is HIV negative

PHE (2017) Eliminate hepatitis – World Hepatitis Day 2017

Available from: 

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/633689/VU_267_July17.pdf [Accessed 15 

August 2017]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/633689/VU_267_July17.pdf


Elimination of Hepatitis C

■Hepatitis C Helpline 

http://www.hepctrust.org.uk/support/helpline

■0845 223 4424 or 020 7089 6221

■Open 10.30am to 4.30pm Monday to Friday (except Bank 

Holidays and over the Christmas break, when dates and 

times may vary).

■The helpline is staffed solely by people with hepatitis C, 

some of whom have been through/or are currently 

undergoing treatment.

http://www.hepctrust.org.uk/support/helpline


NM S003: Seasonal Influenza

Influenza is an acute viral infection of the respiratory tract. 

There are 3 type of influenza virus: A, B and C.

A and B are responsible for most clinical Illness (DH, 2007).



NM S003: Seasonal Influenza

The aim of the Influenza programme is to protect those who

are most at risk of serious illness or death should they

develop Influenza and reducing transmission of the infection,

thereby contributing to the protection of vulnerable individuals

who may have a suboptimal response to their own

immunisation (DH, 2013: 10). 



NM S003: Seasonal Influenza: monitoring in the 

UK

National influenza reports are available weekly form Public 

Health England:

PHE (2018). Weekly national flu reports.

Available from:

https://www.gov.uk/government/statistics/weekly-national-flu-

reports [Accessed 2 January 2018]

https://www.gov.uk/government/statistics/weekly-national-flu-reports


NM S003 : Seasonal Influenza

■There is currently only one LAIV on the market: Fluenz 

Tetra® (a quadrivalent live attenuated intranasal influenza 

vaccine)

■Fluarix Tetra® (a quadrivalent inactivated intramuscular 

influenza vaccine) will also be supplied, care must be taken 

not to confuse the two ‘Tetra’ brands, especially as Fluarix 

Tetra® is not licensed for use in children < 3 years. 



NM S003: Seasonal Influenza

The Joint Committee on Vaccination and Immunisation (JCVI) 

recommended Fluenz Tetra® (the intranasal vaccine) as it has: 

■higher efficacy in children, particularly after only a single dose

■the potential to provide coverage against circulating strains that have 

drifted from those contained in the vaccine

■higher acceptability with children, their parents and carers due to 

intranasal administration and 

■it may offer important longer-term immunological advantages to children 

by replicating natural exposure/infection to induce potentially better 

immune memory to influenza that may not arise from the annual use of 

inactivated flu vaccines.



NM S003: Seasonal Influenza 

Twice annually, WHO organizes consultations with an advisory group of 
experts to analyse influenza virus surveillance data generated by the WHO 
Global Influenza Surveillance and Response System (GISRS), and issues 
recommendations on the composition of the influenza vaccines for the 
following influenza season. 

These recommendations are used by the national vaccine regulatory 
agencies and the pharmaceutical companies to develop, produce and 
license influenza vaccines 
WHO (2015). WHO Consultation and Information Meeting on the Composition 
of Influenza Virus Vaccines for the Northern Hemisphere 2015-2016. 
Available from: 
http://www.who.int/influenza/vaccines/virus/recommendations/consultation
201502/en/ [Accessed 9 June 2015].

http://www.who.int/influenza/vaccines/virus/recommendations/consultation201502/en/


NM S003 : Seasonal Influenza

Changes in the principal surface antigens of

influenza A – haemagglutinin and 

neuraminidase can occur annually. Hence, 

the identified ‘H’ and ‘N’ can be different. 



NM S003 : Seasonal influenza programme 

2017/2018 and marketing campaign
Stay Well This Winter (SWTW) is a collaboration between Public Health 

England, NHS England and the Department of Health.

Flu vaccination [marketing] campaign will run from 9 October to 29 October 

2017 with aim to: 

■Promote the influenza vaccination uptake amongst pregnant

women, children & those with long term health conditions

■Improve awareness of the nasal spray among parents of

children of eligible age

■Continue to promote the influenza vaccine amongst pregnant

Women

PHE (2017) Eliminate hepatitis – World Hepatitis Day 2017

Available from: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/

file/633689/VU_267_July17.pdf [Accessed 15 August 2017]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/633689/VU_267_July17.pdf


NM S003 : Seasonal influenza programme 

2017/2018

It is recommended that trivalent vaccines for use in the 

2017/18 influenza season contain the following: 

■ an A/Michigan/45/2015 (H1N1)pdm09-like virus; 

■ an A/Hong Kong/4801/2014 (H3N2)-like virus; and 

■ a B/Brisbane/60/2008-like virus. 

It is recommended that quadrivalent vaccines containing two 

influenza B viruses contain the above three viruses and a 

B/Phuket/3073/2013-like virus (PHE/DH, 2017)



NM S003 : Seasonal influenza programme 2016/2017

2016/2017 Seasonal Influenza season
It is recommended that trivalent vaccines for use in the 2016/17 influenza 
season 
(northern hemisphere winter) contain the following:

■A/California/7/2009 (H1N1) pdm09-like virus
■A/Hong Kong/4801/2014 (H3N2) -like virus
■B/Brisbane/60/2008-like virus

It is recommended that quadrivalent vaccines containing two influenza B 
viruses contain the above three viruses and a B/Phuket/3073/2013 -like 
virus
PHE 2016. Flu Plan Winter 2016/17
Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/525967/Annual_flu_plan_2016_to_2017.pdf Accessed 8 June 2016

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/525967/Annual_flu_plan_2016_to_2017.pdf


NM S003 : Seasonal influenza - Travel advice for travel 

to the Southern Hemisphere

Even though the northern hemisphere vaccine is not licensed 

in the southern hemisphere [and vice versa], vaccination 

before travelling will still afford some protection against 

viruses circulating in the destination area.



NM S003 : Seasonal Influenza - Who should receive the 

vaccine?

In 2017/18 the following are eligible for flu vaccination: 

■ All children aged two to eight (but not nine years or older) 
on 31 August 2017 (with LAIV) 
■ All primary school-aged children in former primary school 

pilot areas (with LAIV) 
■ Those aged six months to under 65 years in clinical risk 

groups 
■Those aged 65 years and over 
■ Those in long-stay residential care homes 
■ Carers 



NM S003 : Seasonal Influenza - Who should 

receive the vaccine? [27/11/2017]

■ Pregnant women 

221 of 223 hospitals with obstetric led maternity units in the 

UK reported to UK Obstetric Surveillance System during 2009

■272 women hospitalised with confirmed 2009 A/H1N1 (50 

admitted to ITU)

■1.7% of women admitted to hospital died (1.6 deaths per 

100,000)



NM S003 : Seasonal Influenza - Who should 

receive the vaccine? [27/11/2017]

■ Pregnant women 

Perinatal mortality higher among infants born to infected women (39 per 

1,000 total births vs uninfected women 7 per 1,000 total births)

■Explained by an increase in the stillbirth rate (27 per 1,000 vs 6 per 1,000

total births)

■Infants of infected women more likely to be born prematurely

23% of infants born to infected women admitted to neonatal ITU (median 

12 days) 
PHE, 2017. The UK Obstetric Surveillance System. Available from: 

https://publichealthengland-

immunisati.app.box.com/s/dfj14tasy89d3tfj2g1e2h6ipc62uev6 Accessed 

https://publichealthengland-immunisati.app.box.com/s/dfj14tasy89d3tfj2g1e2h6ipc62uev6


NM S003 : Seasonal Influenza - Who should receive the 

vaccine? New changes

■In 2017/18 changes to the programme are as follows: 

■ Morbidly obese: Vaccination of the morbidly obese (defined as BMI of 40 
and above) will attract a payment under the directed enhanced services 
(DES) in 2017/18. 

■Reception Year (children aged 4-5 years): These children will now be 
offered flu vaccination (LAIV) in reception class, rather than through general 
practice. No payment will be made under the DES if they are vaccinated in 
general practice (unless the child is in an at risk group); 

■School Year 4 (children aged 8-9 years): As part of the phased roll-out of 
the children’s programme, this year children in school year 4 will also be 
offered the vaccination [DH/PHE, (2017) The national flu immunisation 
programme 2017/18]



NM S003 : Seasonal Influenza and vaccine uptake 

ambitions 2017/18

Eligible groups 

■Routine programme 

■Aged 65 years > 75%, reflecting the World Health 

Organization (WHO) target for this group. 

■Healthcare workers. The trust-level ambition is to reach a

minimum 75% uptake and an improvement in every Trust. 

■Aged under 65 years ‘at risk’, including pregnant women In 

2017/18 at least 55% in all clinical risk groups, and 

maintaining higher rates where those have already been 

achieved. Ultimately the aim is to achieve at least a 75% 

uptake in these groups given their increased risk of morbidity 

and mortality from flu. 



NM S003 : Seasonal Influenza - Who should 

receive the vaccine? New changes

Children’s programme 

■Children aged 2 – 8 years 

In 2017/18 uptake levels between 40- 65% to be attained by 

every provider. The ambition is expressed as a range 

because, to date, uptake among pre-school children has been 

lower than among those at school. This ambition will be 

reviewed in future seasons [DH/PHE, (2017) The national flu 

immunisation programme 2017/18] 



NM S003 : Seasonal Influenza – dosage (IM or SC route 

only)

Age.

*Children aged from  A single injection of 0.5mls. 

■6/12> - <9 years.

Adults and children             A single dose of 0.5mls. 

■Aged 13 years +

Only those children who fall into the clinical risk groups and 
who are received the influenza vaccine for the first time. 

Refer to Chapter 19 in THE GREEN BOOK Influenza. 



NM S003 : Seasonal Influenza – dosage (IM or SC route 

only)

Giving a second dose of Fluenz Tetra, the patient information leaflet 
provided with LAIV states that children should be given two doses 
of this vaccine if they have not had flu vaccine before. However, the 
JCVI considers that a second dose of the vaccine provides only 
modest additional protection. On this basis, JCVI has advised that 
most children should be offered a single dose of LAIV. However, 
children in clinical risk groups aged 2 to less than 9 years who 
have not received the influenza vaccine before should be 
offered two doses of LAIV (given at least 4/52 apart). PHE 
(2017). Vaccine update. Issue 270, September 2017.Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachmen
t_data/file/647122/VU_270_september17.pdf Accessed 3 October 
2017.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/647122/VU_270_september17.pdf


NM S003: The importance of documentation 

Recording vaccinations is (almost) as important as administering 
them 
■Particularly with the introduction of new vaccines as described above, 

please remember that accurate data recording of brand and batch in 
relevant data systems following vaccination is essential to allow 
assessment of uptake and safety, and to inform any future public health 
initiatives. 

(PHE, 2014: 7)

PHE (2014). Vaccine update.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/309192/8838_PHE_VaccineUpdate_215_May2014_07.pdf
[Accessed 4 June 2014]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/309192/8838_PHE_VaccineUpdate_215_May2014_07.pdf


Advice from the Joint Committee on Vaccination and 

Immunisation (JCVI): 2018/2019 Influenza season

■The adjuvanted trivalent inactivated flu vaccine (Fluad®: 

Seqirus) was licensed late in 2017 and is available for use in 

the 2018-19 season. Based on available evidence, JCVI 

concluded at its October 2017 meeting that adjuvanted 

trivalent flu vaccine is more effective and highly cost effective 

in those aged over 65 years and above compared with the 

nonadjuvanted or ‘normal’ influenza vaccines currently used 

in the UK for this age-group



Advice from the Joint Committee on Vaccination and 

Immunisation (JCVI): 2018/2019 Influenza season

The JCVI has advised that the use of the adjuvanted trivalent 

flu vaccine should be a priority for those aged 75 years and 

over, given that the non-adjuvanted inactivated vaccine has 

showed no significant effectiveness in this group over recent 

seasons, and the adjuvanted trivalent flu vaccine is therefore 

currently considered to be the only licensed cost-effective 

option for this group. 



Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme

These are age specific.

13 valent pneumococcal conjugate vaccine 
– (Prevenar).

23 valent pneumococcal polysaccharide vaccine
– (Pneumovax 11)

Route of administration is either IM or  deep SC.



Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme
There are more than 90 different strains of Streptococcus 
pneumoniae (S. pneumoniae) bacteria (known as serotypes), some 
of which cause more serious infection than others.

The symptoms of a pneumococcal infection can vary, depending on 
the type of infection an individual has. Common symptoms include: 

■pyrexia of 38C 
■‘aches and pains’
■headache 
NHS Choices (2014). Pneumococcal infections. Available from: 
http://www.nhs.uk/conditions/Pneumococcal-
nfections/Pages/Introduction.aspx [Accessed 17 November 2014]

http://www.nhs.uk/conditions/Pneumococcal-nfections/Pages/Introduction.aspx
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Pneumococcal Programme

Pneumococcal vaccine is currently recommended for:-

All those 65 years and over

All those aged 2/12 and over in the following clinical risk 

groups

Infants as part of the routine childhood immunisation 

programme

DH (2018). Pneumococcal: the green book, chapter 25. 

Available 

from:https://www.gov.uk/government/publications/pneumococ

cal-the-green-book-chapter-25 (Accessed 9 February 2018)



Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme and shortages!

Advice on how to manage and plan the PPV23 

programme 

Given the recent shortage of PPV23 vaccine, and the 

imminent shortages this winter, it is recommended that 

practices should plan to deliver the healthy elderly programme 

throughout the year, rather than linking it to the influenza 

programme

DH (2017).  Vaccine update. Issue 271, October 2017. 

Available from:

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/653401/VU_271_october_2017.pdf

Accessed 13 November 2017

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/653401/VU_271_october_2017.pdf


Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme – the need to 

prioritise (DH, 2017). Vaccine update Issue 271. 



Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme
Individuals at occupational risk 

There is an association between exposure to metal fume and pneumonia 
and infectious pneumonia, particularly lobar pneumonia (Palmer et al., 
2003; Palmer et al., 2009; Industrial Injuries Advisory Council, 2010; Toren
et al., 2011) and between welding and invasive pneumococcal disease 
(Wong et al., 2010). PPV23 (single 0.5ml dose in those who have not 
received PPV previously) should be considered for those at risk of 
frequent or continuous occupational exposure to metal fume (e.g. 
welders) taking into account the exposure control measures in place. 
Vaccination may reduce the risk of invasive pneumococcal disease but 
should not replace the need for measures to prevent or reduce exposure 
(DH, 2014).  Pneumococcal. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/263318/Green-Book-Chapter-25-v5_2.pdf [Accessed 17 November 
2014]

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/263318/Green-Book-Chapter-25-v5_2.pdf
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Pneumococcal Programme

Primary care staff should identify patients for whom vaccine is 

recommended and use all opportunities to ensure that they 

are appropriately immunised, for example: 

■when immunising against influenza 

■at other routine consultations, especially on discharge after 

hospital admission. 



Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme

Meta analysis of the published RCTs shows that the incidence 

of PPV23 has decreased in those > 65 years.

The JCVI will review this aspect of the programme in 3 years 

time to evaluate the cost effectiveness of the programme. 



Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme and uptake

Coverage of PPV in adults aged 65 years >, vaccinated any 

time up to and including 31 March 2016, was 70.1%, 

compared with 69.8% in 2015. The proportion of adults aged 

65 years who were vaccinated in the last 12 months was 

16.6%, compared with 16.1% in 2015

PHE (2016). Shingles and Pneumococcal Polysaccharide 

Vaccine (PPV) vaccine coverage reports published

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/544464/PHE_vaccine_update_249_July_201

6.pdf [Accessed 23 August 2016].

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/544464/PHE_vaccine_update_249_July_2016.pdf


Immunisation, vaccination and anaphylaxis: The 

Pneumococcal Programme and uptake

For the first year, data by individual year group were

collected for those aged 66 to 69 years and indicated that 

many of those eligible for PPV vaccination do not receive the 

vaccine in the first year that they become eligible but in the 

subsequent years, with additional uptake gradually decreasing 

with age

PHE (2016). Shingles and Pneumococcal Polysaccharide 

Vaccine (PPV) vaccine coverage reports published

https://www.gov.uk/government/uploads/system/uploads/attac

hment_data/file/544464/PHE_vaccine_update_249_July_201

6.pdf [Accessed 23 August 2016].

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/544464/PHE_vaccine_update_249_July_2016.pdf
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