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Foreword

By Rt Hon Sajid Javid MP
Secretary of State for Health and Social Care (2021-2022)

Twelve months ago, I announced to Parliament that a concerning new
variant of Covid-19 had been detected overseas. The sequence B.1.1.529,
better known now as Omicron, was probably already on our shores and
would very likely go on to infect millions of people.

As had been the case throughout the pandemic, we faced a race between
the vaccine and the virus. Within weeks, the total number of boosters
delivered reached 35 million. On a single day in December, over 1 million
Covid-19 jabs were administered.

Severe restrictions avoided, and thousands of lives saved. All due to
vaccination and our pharmaceutical defences.

There is much we can learn from the past two years. For vaccination
policy, the challenge is to create a sustainable framework both in the face
of future public health emergencies, and the need to help build a healthier
population.

Helping to build that population requires a long-term focus on
prevention. This country had been at the cutting edge of health
improvement in the past. But the pandemic shone a light on the critical
issues we face today. We know that poor health, exacerbated by severe
disparities across the country, is not just economically destructive, but
socially unjust.

We must not shy away from this. Fortunately, we have the tools
available to improve health outcomes and vaccination is amongst the most
effective. We are now capable of vaccinating against more than a dozen
preventable diseases across people’s lives. This not only enriches the lives
of individuals, but our economy as a whole - as well as relieving pressure
on public services.

The case for strengthening our national vaccination policy is therefore
extremely strong and this report offers some credible and important ideas
to make this a reality. This excellent report offers several notable pointers:

First, the development of better immunisation infrastructure at a
national and local level. This will not only help to expand the offer of
vaccination to communities— but provide the UK much needed resilience
to tackle future health challenges.

Second, the use of digital technology and data. We must look at the
huge advances of the pandemic, not just as a quirk of history, but the start
of a new era of digital transformation, and a platform upon which to build.
By enabling the responsible flow of data around the system in vaccination
policy, we can better inform and refine our strategies to encourage uptake.

10
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Third, it is clear we should be making better use of our wider workforce
—including capable volunteers and medical and nursing students to support
our seasonal rollouts. This needs to be planned with care to complement
the expertise of our practice nurses, GPs and pharmacists.

The fragility of disease control means that I will sadly not be the last
Health Secretary to stand at the Despatch Box and announce the spread of
a concerning new disease. It is because we know this is inevitable, that we
must do more now to strengthen our health infrastructure.

As a Conservative, I believe that we have a responsibility to preserve
and replenish the health of the nation. We are in a strong position to do
this and possess a historic global leadership position in vaccination. We
must do all we can to keep it.

policyexchange.org.uk
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“COVID-19 reminded us all of the vital role vaccination plays in protecting our
health. With many new vaccines currently in development, this report offers a
wealth of credible ideas to ensure the UK is well placed to deliver the vaccines of
the future to those who need them. It includes practical measures to strengthen the
important work of JCVI, support front-line immunisation teams and create new
ways for people to be vaccinated at a time and place that suits them.”

Dr Richard Torbett, Chief Executive, The Association of the
British Pharmaceutical Industry

“In a challenging time for health and social care services, the Covid-19 vaccine
is one example of how building partnerships in local communities and listening
to people’s concerns resulted in an efficient and successful roll-out of a health
intervention. This important research builds on that model, suggesting the best
way to improve take-up of key preventative vaccines is by giving more power
to local providers working in partnership with pharmacies and communities. It
also suggests making better use of the NHS app to support vaccination bookings
and records, something we know makes people feel more empowered and in
control of their own health. Vaccines are an essential part of preventative health,
underpinning an effective national health system, and it’s important we don’t lose
sight of maintaining and improving public trust and take-up through the strategies
this research recommends.”

Louise Ansari, National Director, Healthwatch England

“As a former DPH, I warmly welcome this comprehensive and visionary report
from Policy Exchange which builds on the lessons learnt from the long experience of
implementing immunisation, recognises the challenges facing local authority public
health teams, especially in terms of investment, but highlights their critical role in
strengthening the resilience of the nation’s health protection system through their
statutory role in boroughs working with a wide range of stakeholders to protect the
health of their populations. The report’s progressive and practical recommendations
should be considered carefully by policymakers not least because of their timeliness
with WHO warning that measles is now an imminent global threat following
the pandemic and currently, in England, where vaccination rates have dropped to
their lowest in a decade. There is a pressing need to take urgent action to ensure
English immunisation policies, systems and services can respond effectively, rapidly
and flexibly to those challenges and the recommendations offer the possibility of
making that happen from the practical steps to create a flexible wider public health
workforce, timely, robust shared digital surveillance systems and data reporting and
the strengthening and reform of JCVI and setting up of a National Immunisation
Board. This important report is a must read and its recommendations if acted upon
will implement the lessons from the pandemic and ensure that England has an
immunisation system not just fit for today but fit for the future”

Professor Kate Ardern, Former Director of Public Health, Wigan
Council; Former Lead Director for Health Protection, Greater
Manchester Combined Authority & Honorary Professor of Public
Health, Salford University
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“This timely and thorough report from Policy Exchange acknowledges the important
role public health teams across the country play in supporting vaccination efforts
and profiles some of the innovative ways that local government has partnered with
the NHS to drive uptake in recent years. We welcome the measures proposed which
look to foster greater cooperation between providers at a local level, and think the
proposal to establish ‘Vaccine Collaboratives™ is worth further consideration. We
were particularly pleased to see our call for « Memorandum of Understanding and
Framework Agreement between UKHSA and the LGA also advocated in this report
to strengthen links between national and local decision-makers”.

Councillor David Fothergill, Chair, Local Government Association
Community Wellbeing Board

“Twelcome this report from Policy Exchange which recognises the vital contribution
of pharmacy teams in supporting flu and COVID-19 vaccination programmes
each year and in engaging local communities to reduce vaccine hesitancy. Driving
vaccine uptake across the life course will require concerted effort across Government
and the NHS. It is heartening therefore to see proposals which look to encourage
the conditions for community pharmacy to do more, with proposals to commission
pharmacy to deliver more adult vaccines, measures to boost the vaccination
workforce and to improve information sharing between providers across primary
care so that ‘opportunistic’ vaccination can be more easily achieved. We hope many
of these practical proposals are taken forward.”

Thorrun Govind, English Pharmacy Board Chair, Royal
Pharmaceutical Society

“We welcome this timely report which recognises the important - and growing -
contribution that community pharmacy plays in delivering national vaccination
programmes. We have long campaigned for community pharmacies to be the
natural home for all vaccinations. From commissioning community pharmacy to
administer more vaccinations, enabling pharmacy technicians to administer them
and improving accessibility to patient records — Policy Exchange has produced a
range of credible ideas here which ought to be taken forward”

Malcolm Harrison, Chief Executive of the Company Chemists’
Association

“The Royal Society for Public Health welcomes this new report from Policy Exchange
which draws upon insights from own work on measures to promote vaccination
uptake across the life course as well as the perspectives of a wide range of public
health professionals. The result is a credible set of policy solutions which ought to
be taken forward. In particular, we are pleased to see an emphasis on measures to
tailor campaigns to meet the specific needs of communities (particularly those that
are underserved) and to leverage opportunities to engage a new generation of public
health professionals through immunisation activities.”

Dr Jyotsna Vohra, Director for Policy and Communications,
Royal Society for Public Health
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1. Emma Wilkinson, ‘All childhood vaccination
uptake falls below 95% target in England’
Pulse, 29 September 2022 [link]

Executive Summary

“Will it make the boat go faster?” That was the challenge that a group
of British rowers set themselves when they agreed a target to achieve an
Olympic Gold in the Sydney 2000 Olympics. Each possible innovation
would be tested through this prism. If it helped the boat go faster, it was
kept. Anything which slowed progress was dispensed with.

A similar approach is now required for immunisation policy in England.
In the mid 1990s, the country was an international leader, boasting
high uptake, effective delivery infrastructure and a strong pedigree in
the identification, development, commercialisation and assessment of
new vaccines. Yet coverage rates of the routine schedule which provides
protection against fifteen vaccine-preventable infections, has been in
decline. According to the latest figures from NHS England, no routine
childhood vaccination met the 95% uptake target set by the World Health
Organization. Our leadership position is under threat.'

To reverse this trend, we must understand how we got here. Our
research suggests that decline has been driven by several factors: some
due to how the vaccine is delivered locally; others systemic, such as data
reporting; and others circumstantial.

In chapter one we explore the policy context in detail. We have
concluded that the governance and accountability arrangements for
vaccination and immunisation are poorly understood and may themselves
be contributory factors towards low uptake. Following the 2012 Health and
Social Care Act, responsibility for vaccination was moved from primary care
trusts (which were abolished) and instead held within a tripartite national
delivery framework between NHS England, the Department of Health and
Social Care, and Public Health England (whose responsibilities are now
divided between UKHSA and OHID). Delivery is organised through a
Local Operating Model. In the past decade, additional organisations have
been introduced to the picture at a national level. Attempting to visualise
interrelationships between these organisations as we have done in Fig. 1,
page 30 is challenging.

In writing this paper we carefully evaluated the benefits that could
derive from a streamlined structure. However, when set against the impact
of disruption, we have concluded that it would be unwise to make major
changes to the current tripartite arrangements. Vaccinations, as with other
health protection initiatives, are complex and have multiple interfaces.
Policymakers need to accept this. The focus should be on ensuring there
is as much clarity as possible over decision making within the existing
structure, rather than seeing reorganisation as the answer. We believe this
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is important to emphasise as a new Ministerial team joins DHSC, and NHS
England moves towards a new operating model.

Claritying responsibilities and communicating these externally would
make a material difference. But more fundamentally it will need to be
accompanied by an enduring political commitment to vaccines. Public
health has been seen as a soft target for budget cuts when compared to the
powerful interests within secondary care, where budgets have increased
in real terms. By 2020/21, spending on the public health grant was 24%
lower in real terms than it was during 2015/16. The Local Authority
allocation for health protection work has been slightly better protected
but was still 14% lower than five years earlier.”

This misallocation of resource — away from prevention and towards
medicalised healthcare — was unwise. Interventions to improve public
health delivers phenomenal bang for buck: health protection interventions
such as vaccines are calculated to deliver a £34 return for every £1 invested.’

Health protection is an economic and a moral imperative. But it is also
an area where the UK has pedigree, having been a world-leader in vaccine
development, procurement, and delivery. The country’s rich history in
discovery commenced with the smallpox vaccine, first tested by Edward
Jenner in his Gloucestershire surgery, and culminated most recently in
a licenced vaccine for COVID-19 based on technology designed by a
team led by Dame Sarah Gilbert at the University of Oxford. Two world-
changing public health discoveries — made 225 years apart, within 60
miles of each other.

Elements of the UK'’s approach to the COVID-19 vaccine rollout were
‘world beating’, but many comparator countries have since outperformed
the UK in uptake. The Vaccines Taskforce — heralded for its agility and
overall effectiveness, is to become a joint DHSC and BEIS unit, meaning
that competing priorities and processes may encumber its workings.* Now
is the moment to take stock — to both ensure that immunisation targets are
reached, and to ensure the UK is the best place to test and launch the next
generation of vaccines.” Whilst there has been a rhetorical rebalancing over
the past two years towards the value of vaccination, coverage reports show
that many of the routine immunisation programmes are experiencing
slow catch up. Regression modelling and analysis undertaken for this
report sets out the specific impact for measles and shingles — and are
outlined in Chapter Two which considers the impact of the pandemic
on immunisation.

In Chapter Three, we set out a vision for anew vaccination policy for
England. Our vision is for an integrated delivery model with components
at every level: national, system, place and across neighbourhoods. We
are advocating in favour of greater autonomy for local teams to design
campaigns in their patch, bringing together different assets locally but
supported by a strengthened national data architecture and proportionate
programme oversight.

We know that being able to offer vaccination opportunistically is
valuable, provided that data can be made available in the right places.

Executive Summary

2. David Finch, Louise Marshall & Sabrina Bun-
bury, ‘Why greater investment in the public
health grant should be a priority’, The Health
Foundation, 5 October 2021 [link]

3. Rebecca Masters & Elspeth Anwar et al.,
‘Return on investment of public health in-
terventions: a systematic review’, Journal of
Epidemiology & Community Health, Vol. 71,
No. 8 (2017), 827-834 [link]

4. Sarah Newey, ‘Dame Kate Bingham: ‘Down-
ing Street was indifferent about vaccines’,
Daily Telegraph, 10 October 2022 [link]

5. Fora useful, recent review of which considers
the learnings from COVID-19 for routine
programmes, see Kate Causey & Jonathan
F. Mosser, ‘Learning from the COVID-19
pandemic to strengthen routine immuniza-
tion systems’, PLOS Medicine, Vol. 19, No. 2
(2022), 1-18 [link]
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So too is the trusted relationship between healthcare professional and
patient in addressing legitimate doubts and wider hesitancy. Vaccinations
— particularly those for children and of school age— should continue
to be delivered within primary care or by School Aged Immunisation
Services where the expertise and wraparound care of practice nurses,
Immunisations Nurses, school nurses and GPs is a valuable asset. We
want to see most resources tethered to that part of the system; but with
a willingness to experiment with payment and provider models to allow
community pharmacy to collaborate with colleagues in General Practice
on a greater scale that we have seen in the past for adult programmes. The
new Vaccination Collaboratives proposed in this report would allow
deployment to be organised in a new way — shifting the accountability
(and budget) onto local providers. A group of providers would be trusted
to maximise their local assets to reach the highest possible coverage, with
a particular emphasis on underserved groups. The tactics required to reach
that target would be up for the local area to determine. In most instances,
this could mean more of a role for local government, with the Directors of
Public Health well placed to provide a leadership role. In others, we might
see hospitals lean into their anchor institution role and become hubs for
vaccination — such as those at high risk of being infected with influenza
whose care may predominantly be in secondary care settings and where
a dedicated clinic may be economical. We propose that these changes are
piloted in three ICSs before wider national rollout.

This integrated model of delivery should become the default standard
for rollouts, even in areas which do not enter into Vaccine Collaboratives.
A single target could be introduced at neighbourhood levels to incentivise
collaboration to reach the remaining 10-20% who are unvaccinated.
Significantly, Policy Exchange believes there would be coherence to
separate the planning of immunisations from screening services — currently
delivered through a joint leadership team as part of Section 7A. Both
would benefit from independent leadership and focus. Further details are
outlined in Chapter Three.

Something we have heard clearly throughout this research is the
strain on the healthcare workforce. There is a need to strengthen
health protection capabilities across primary and community care more
generally, but the current challenges necessitate tough choices. Having
carefully considered the evidence, our view is that responsibility for adult
vaccinations — particularly those of higher-volume, such as influenza and
COVID-19, nurses, GPs and pharmacists should perform leadership and
supervisory roles, with jabs delivered by a more heterogenous workforce.
We recommend that the 35-40,000 medical students, 90,000 nursing
students and 12,000 pharmacy students currently enrolled at universities
in England are asked to volunteer to administer jabs for these two vaccines,
being deployed each year to GP surgeries and community pharmacy during
seasonal rollout campaigns, where they would support pharmacists, nurses
and nursing assistants. These roles should be formalised.

We would expect a portion of the service to be seven-day and with

16

policyexchange.org.uk



extended hours enabled. This would be optimally planned at place level;
with a minimum of one centre open per ICS footprint over weekends,
resourced by the existing primary care community and the workforce
groups mentioned above. The travel distances required for the public
should be compensated by a well-resourced facility and smooth user
experience.

The integrated immunisation delivery model should commence with
an improved offer for the service user. This should not mean a wholesale
change. Vaccines — especially in infants and children — are wrapped up
in cultural significance. Mucking around with where they are delivered
and not recognising the expertise that the nursing profession in particular
brings to this activity will cause confusion for parents and families and
may lead to lower uptake. But that should not mean we should not try
to make routine immunisations more accessible. The national booking
service established for COVID-19 sets the expectation. Coupled with
the existing approaches we believe this should allow for a high level of
user experience, irrespective of background. Nearly 90% of the British
population now owns a smartphone. Through the NHS App, citizens
should be able to view their vaccination status across the routine schedule,
upcoming appointments, and date of dose expiry. This is commonplace
in other countries.

This will require changes from the public, who must become more
engaged in their own health. Elements to expand health literacy can be
driven through initiatives coordinated by the NHS and UK Government,
such as encouraging further sign-up to a vaccination research registry
(modelled on the successful COVID-19 Registry) or by adding functions
to the NHS App. A nationwide press and media campaign may also be
required — especially for future vaccines which may suffer from the
‘ripple effects’ of the pandemic, including vaccination fatigue or renewed
challenges with vaccine confidence.

Beyond the organisations with statutory responsibility, there is a key
role to be played by the VCSE sector and independent advocacy groups.
No single organisation currently ‘owns’ the immunisation agenda, and
vaccines can struggle for clarity of voice, particularly compared to well-
mobilised patient advocates in cancer, cardiovascular, and metabolic
diseases. Much like the prevention lobby, the pro-vaccine lobby is
underpowered, with a dual mission of countering misinformation
alongside conventional advocacy work to address legitimate hesitancy and
reach underserved groups. A positive outcome of the pandemic should be
the creation of a clearer standard bearer, independent of government, to
champion immunisation across the life course.

Effective data is the high-impact enabler of this new system. The aim
should be for immunisation data to be accurate and seamlessly sharable
across settings. In primary care, we need to move to a point where data
is reliable and freely shared across pharmacy and general practice. This
would be a transformation from the status quo. GPs have been wary of
sharing patient data, often due to legitimate concerns.

Executive Summary
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6. ‘Antibody jab approved for common winter
virus RSV, BBC News, 10 November 2022

llink]

The impasse on data sharing must be broken. Data can drive uptake
itself, through planning deployment in a way as to maximise efficiency
and reduce health disparities. Improved data quality will free up precious
GP capacity, with too much time spent assessing national releases,
affecting the quality of ‘call and recall.” For secondary-use cases, data can
provide an accurate helicopter assessment on vaccination performance
across programmes, enabling appropriate and proportionate interventions
to be made as a result. There is much to mimic from the approach to
data recording and transparency during COVID-19 whilst realising that
the unique circumstances during the pandemic which meant that good
practice around co-design was sacrificed for speed. The Federated Data
Platform creates an opportunity to build wide stakeholder support.

There is much to be excited about in vaccines. The pharmaceutical
industry has developed a strong pipeline — in areas from Tuberculosis
(which has not had a new vaccine in 100 years) to Respiratory Syncytial
Virus (RSV).® Whilst a lively discussion takes place regarding the wider
prevention agenda, and a political focus on limiting the growth in the
NHS budget to sustainable levels, this is an optimal moment to refresh
current approaches to horizon scanning, modelling and health technology
assessment. This should be accompanied by proportionate reforms to the
Joint Committee on Vaccination and Immunisation (JCVI) to strengthen
the transparency of its decision making. On the other side of the equation,
manufacturers should engage in more active and early dialogue with
governments and assessment bodies — echoing the ‘demand signalling’
mechanisms which have become commonplace in medicines. Outbreaks
of monkeypox and re-emergence of polio in 2022 demonstrate that there
can be no place for complacency.

This report makes 15 recommendations. Six are designated as
critical recommendations which should be implemented immediately.

We are confident that, if implemented, this set of proposals would
provide a strong basis for future vaccination policy. This will not only
pave the way for new discoveries, following in the footsteps of Gilbert and
Jenner. In some areas it will require a bold leap forward by policymakers,
taking a calculated risk to get England’s coverage rates back into the gold
medal position. But if these ideas make the boat go faster, what are we
waiting for?
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Our Proposals in Brief

Our Proposals in Brief

Six critical reccomendations - which we believe should be taken forward
at the earliest opportunity - are highlighted in light orange

Recommendation Responsible Delivery Implementation
Organisation(s) Timescale

National Leadership

5. DHSC and DLUHC DHSC, By 2024 Health Protection Boards (chaired by the local
encourage ‘stocktakes’ from DLUHC, Local Director of Public Health) should conduct a
Health Protection Boards to Government, ‘stocktake’ of local vaccination efforts to inform
understand localised under NHS England, National Vaccines Strategy by Autumn 2023.
provision and inform best UKHSA

practice (p. 75)

6. Delegate Immunisation DHSC, NHSE, By 2024 | Additional support for specialist clinics (such
delivery to ICBs to enable ICSs, Local as for those with learning disabilities) where
increase in ‘evergreen’ offers | Government provision at greater scale is an advantage.

(p. 76)
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Workforce

vaccination workforce, where
it can be done so safely (p. 81)

Data

7. Make the health protection | DHSC, NHS 2023- Enable nursing, medical and pharmacy students

workforce a key plank of England, HEE, 2028 to opt-in to deliver seasonal vaccination (p. 93);

a longer-term workforce VCSE NHS England to formalise roles and introduce

strategy (p. 81) contracts, reimbursement arrangements and
medical indemnity. Create routes for experienced
GPs, nurses and pharmacists to re-enter the
workforce, undertaking immunisation activities
as a protected activity.

8. Establish Neighbourhood NHS England, By 2024 Conceived as part of the Integrated

Immunisation Coordinators Local Neighbourhood Teams proposed by the Fuller

(p. 81) Government Review

9. Adapt the National NHS England, By 2024 | Clarify indemnity for non-clinical workforce;

Protocol and National Patient | Local maintain national protocols, such as Regulation 2

Group Direction (PGD) Government, of the NHS Regulations 2013; amend The Human

mechanisms to maximise the | VCSE Medicines Regulations 2012 to enable pharmacy

technicians to administer vaccines under a PGD

records (p. 93)

Engaging Citizens

10. Create a comprehensive DHSC, NHS 2023- Integrate UKHSA surveillance systems as well

immunisation information England, 2028 as databases held by the MHRA and NIHR.

system (IIS) to modernise UKHSA, MHRA, A centrally-commissioned communication

immunisation data collection | NIHR capability should also be introduced. Its

and analysis (p. 86) specification should cover invitation, booking and
preparation processes. This could be modelled
on the current Covid-19 & Flu National Booking
System to enable lead organisation in a ‘Vaccine
Collaboratives’ to reach patients via the NHS App,
SMS, email or phone.

11. Enable both care provider | DHSC, NHSE | 2023- Introduce joint controllership of patient data

and patient access to health 2025 between GP practices and NHS England; add

data breaches to Clinical Negligence Scheme for
General Practice (CNSGP); enable community
pharmacy (as a priority) to access patient records
to support immunisation

Life Course Immunisation
advocacy group (p. 101)

Assessment and regulations

15. Evolve the workings and
processes of the JCVI (p. 105)

DHSC, UKHSA,
JCVI

2022-
2025

12. Additional functionality DHSC, NHSE, By 2024 | Improvements to booking function incorporated
within NHS App, NIHR as part of enhancements to NHS App;
incorporating the ‘digital red development of a comprehensive Vaccine

book’ and an NHS Research Research Registry to drive user and life sciences
Registry (p. 103) sector engagement (p. 125)

13. Development of a DHSC, NHSE, By 2024 Model on Rapid Response Unit introduced by
permanent comms cell in DCMS Cabinet Office during the COVID-19 pandemic.
the NIS to tackle vaccine

disinformation (p. 95)

14. Establish an umbrella VCSE By 2024 | Establishment of new charitable organisation,

drawing upon expertise and talents across VCSE
sector.

Establish a dedicated ‘Horizon Scanning Sub-
Committee’; Update the JCVI Code of Practice.
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Policy Recommendations

Policy Recommendations

National Leadership

1. The Government should set out plans to clarify the national
governance structures for immunisation. Vaccines policy in
England should have clear ministerial oversight (with a single
Minister covering all elements of health protection). Whilst
improved coordination between bodies is essential, we do not
recommend organisational reform. New organisations, including
UKHSA and OHID require time to ‘settle” and for responsibilities
to be clarified.

a. The Vaccines Minister should establish and chair a new
National Immunisation Board — emulating the National
Genomics Board. The remit of the board would be England-
wide, complementing similar arrangements being established
in Wales. Membership would include the tripartite, alongside
representatives from provider organisations responsible for
vaccine deployment (including local government and/or The
Association of Directors of Public Health). External experts
would be invited on an ad-hoc basis. The objective would be
to create a platform for the Minister to scrutinise progress and
to hold programmes to account, not to duplicate the role and
function of the JCVI in giving independent advice nor existing
forums for dialogue with manufacturers. The Board would
meet (at least) once every six months.

b. UKHSA should hire a Commercial Director to support
ongoing work of the VTF and should focus future investment
to enhance surveillance capabilities.

c. Over time we would expect to see a consolidation of the role
of the NHS England Regions, a redeployment of resource to
ICSs and more shared policy work across NHS England and
DHSC. This should be gradual rather than immediate given the
importance of the catch-up programme and the detrimental
short-term impacts that a restructure may create.

d. DHSC should publish an overarching Vaccines Strategy.
This should be refreshed every five years henceforth, taking
a ‘life course’ approach, fulfilling a commitment set out in
the 2020 Prevention Green Paper.” The strategy should look

to ensure that the most recent NICE guideline on improving 7. ‘Closed consultation - Advancing our health:
prevention in the 2020s’, Gov.uk, 22 July
2019 [link]
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8. Vaccine uptake in the general population,
NICE guideline [NG218], 17 May 2022
llink]

9. ‘COVID-19 Vaccination Strategy for 2022
published’, Welsh Government, 24 February
2022 [link]

vaccine uptake is adopted, universally.® More broadly, our
view is that the strategy should assume that responsibility for
administration and deployment of most vaccines will remain
in primary care and be led by general practice. There are two
exceptions. A) The school-age immunisation schedule should
continue to be delivered by SAIS providers in schools. B) For
adult vaccinations we see an enhanced role for community
pharmacy and the greater use of a ‘surge’ workforce capacity,
with a formalised role for medical, nursing and pharmacy
students in seasonal rollouts.

Delivery Models

2. NHS England should establish a National Immunisation Service

(NIS). NHSE should clarify at the earliest opportunity that the
NIS would not represent a national delivery model for vaccines,
but would represent a set of supportive services for ICSs, primary
care providers and public health teams. All vaccinations across the
life course should be incorporated within the work of the NIS

(including COVID-19 and flu).” Moreover, it should proceed on

the basis of improved alignment between approaches taken across

the devolved nations — in the future model, service users should
be able to receive a first jab in England and a booster in Scotland,
minimising fragmentation in service provision. This should be
enabled despite devolved administrations developing their own
delivery models (such as the ‘hub model” being developed in

Scotland). We believe it should focus upon strengthening the

following elements at a national level:

a. R&D capabilities, including working with NIHR to enhance
patient registries and to support clinical research;

b. Ensuring a consistent national voice on misinformation (with
a dedicated communications cell working w/ DCMS and
DHSC;

c. Creating a more effective ‘pull system’ for providers and
strengthening role of NHS Shared Business Services to cope
with ‘surge’ demand and to support providers beyond
secondary care;

d. Simplifying mutual aid between providers.

We also believe the NIS can lock-in some of the positive

consumer-focused initiatives developed during the pandemic.

This should involve the creation of a national booking service

across vaccination programmes — with the option to book, change,

or cancel appointments at a range of settings (where applicable).

The booking service for COVID-19 vaccines sets the minimum

expectation.
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Policy Recommendations

As part of the creation of a NIS, NHS England should re-
examine how Section 7a responsibilities (commonly known
as public health commissioning) are planned. Immunisation
and screening programmes are currently combined under a
single team within NHS England with leadership from a National
Director. Our contention is that screening and immunisation are
distinct from each other, and it will increasingly be necessary for
them to be planned for separately, given both programmes grow
in number and complexity. In reviewing the operationalisation
of S7a, the Government and NHS England should review current
gaps in provision — or where vaccination is recommended butisn’t
covered by routine S7a programmes. An example would include
a patient who has had a bone marrow transplant and require a
full course of vaccinations. Community pharmacy should be
commissioned to deliver all adult vaccinations through National
Enhanced Services.

NHS England should announce a pilot for the development
of “Vaccination Collaboratives.” The 2021/22 GP contract saw
vaccination and immunisation become an essential service with
a standardised item of service (IoS) fee set at £10.06 for most
vaccines. A graded points system was introduced to incentivise
surgeries to reach 95% coverage. These were the most significant
reforms to immunisation payments in three decades, and need
time to bed-in nationally. However, the broader shift within
the system to new, non-activity payment methods should create
opportunities for a collaborative approach on vaccination too. In
the pilot area, the IoS payment would be replaced by a population-
based contract to a “Vaccination Collaborative’ —bringing together
community pharmacy, general practice, local government, the
VCSE sector and other providers to collectively meet the needs of
their citizens. We foresee a key role for local Directors of Public
Health and the involvement of local authority commissioned
health outreach and inclusion teams. This approach could take the
form of a pilot amongst three ICSs (each representing a rural, semi-
urban and urban demography). Amendments may be required to
the GMS Statement of Financial Entitlements, and the Community
Pharmacy Contractual Framework to allow for the novel payment
mechanism. The principal objective would be to pool resources
most efficiently, free up clinical time for other activity and improve
uptake amongst underserved populations.

DHSC and DLUHC should encourage Health Protection Boards
(chaired by the Director of Public Health) to undertake local
‘stocktakes’ of vaccination uptake, to profile disparities and to
analyse efforts required to better meet the needs of underserved
communities by Autumn 2023. NHS England and OHID should
collate and publish combined best practice guidance for vaccination
services. Whilst there is no shortage of best practice, this is not

policyexchange.org.uk

23



A Fresh Shot

currently compiled and published nationally. This exercise should

draw upon evidence from CQC, the most recent NICE guideline,

system level coverage reports as well as integrating the work of
the London School of Hygiene & Tropical Medicine’s Vaccine

Confidence Project. Most significantly it should highlight the

processes and steps taken to achieve the outcome, emphasising

repeatability.

The commissioning of immunisation should be delegated to

integrated care boards (ICBs) over time to strengthen whole-

system approaches to health protection. The new ICS structures
should play a role in enabling an ‘evergreen’ immunisation offer
at a local level, both commissioning and providing oversight to
traditional providers and Vaccine Collaboratives where they are
established. Expertise for vaccination currently sat within the NHS

England Regions is valuable and should be gradually redeployed

to ICSs as NHS England Regions take on a more strategic role.

Within this:

a. ICBs should commission ‘evergreen’ immunisation offers
to support those from traditional providers, including
mobile and pop-up vaccination units (such as vaccination
buses) to target outreach of underserved groups, such as the
homeless, in popular locations, such as supermarket car parks
and town centres.

b. Additional support should be provided to ensure improved
provision of ‘specialist’ vaccination clinics to improve
uptake amongst those with learning disabilities and autism.
There are roughly 30,000 people with learning disabilities
within each of the 42 ICS footprints. A specialist clinic would
typically involve relatively minor adaptations to an existing
site to make it a calmer environment, with longer, staggered
appointments and a higher proportion of staff with relevant
expertise, such as learning disability nurses.

c. Neighbourhood immunisation coordinators should be
created [see recommendation 11]

d. ICSsshould consider thepossiblebenefits ofnon-traditional
providers boosting their immunisation offers. Children’s
hospitals and units with emergency and tertiary paediatrics
have potential to deliver childhood immunisations, although
this must be carefully modelled to determine whether the
return is justified given the additional requirements, including
enabling data sharing from Child Health Information Services
(CHISs). Examples which could prove beneficial across the
adult programme would include specialist HIV clinics.
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Workforce

7. The immunisation workforce should be rethought as part of
the new fifteen-year workforce strategy being developed by
the Government. Most vaccines are delivered by practice nurses,
school nurses, immunisations nurses, community pharmacists
and GPs. This workforce — operating primarily across primary
and community care — should be strengthened and expanded,
recognising the benefits to having a workforce with specific
expertise in immunisation. In addition to the role played by
Health Education England, there will be a critical role for the
Local Government Association and The Association of Directors
of Public Health in informing strategic workforce planning for
health protection. We see significant opportunities for training
and workforce planning to be streamlined and strengthened as a
consequence of the merger of NHS England and Health Education
England.

a. Efforts to leverage the attractiveness of vaccination activity
should encourage the development of dedicated schemes at
system level, to enable recent retiree healthcare professionals,
including nurses, GPs and pharmacists to undertake vaccination
work as a specific, and protected activity.

b. All medical, nursing and pharmacy students should be able
to opt in and trained to deliver immunisations — except
where there is a strong clinical rationale for not doing so (or
adequate supervision cannot be assured). A new minimum
expectation will encourage students to support with vaccine
deployments for at least two days over the course of their
studies. This approach should be formalised, with contracting
and reimbursement for sessions delivered introduced.

c. Agreaterrolefor volunteers, enlisted to work within adedicated
local footprint—either as part of a Vaccine Collaborative or other
primary care provider during surge periods (particularly the
seasonal rollouts of influenza and COVID-19 vaccines). This
would seek to take advantage of the existing trained volunteer
workforce (St John Ambulance trained 26,500 volunteers
during the pandemic.) This approach should explicitly draw
on recently trained volunteers — some of whom developed the
capability to train members of the public to vaccinate.

d. The creation of new pathways for non-clinical staff and
volunteers to develop skills and experience — so that some
can become specialist immunisers with further training.
Encouraging uptake of Royal Society for Public Health
qualifications should be encouraged by systems, whilst NHS
England should clarify medical indemnity for the non-clinical
workforce.
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8.

Data

10.

Neighbourhood Immunisation Coordinators should be
established as part of the ‘Integrated Neighbourhood Teams’
proposed by the Fuller Review. These would be named
individuals who can respond to queries and provide a local focal
point. The role would typically be filled by a clinician or public
health expert although that is not a requirement. It would be the
equivalent of 0.25 whole time equivalent role, paid at AfC band
8a. Concurrent with most the recent NICE guideline, this could
overlap with the nominated person responsible for identifying
housebound immunisers.

Adapt the National Protocol and National Patient Group Direction

(PGD) mechanisms to maximise the vaccination workforce, where

it can be done so safely. This would include:

a. Adding Pharmacy Technicians to those able deliver vaccines
through a Patient Group Directive (PGD) with an amendment
to The Human Medicines Regulations 2012. It would be
important however to ensure thatany changes are accompanied
by strengthened quality assurance measures.

b. Proportionate amendments to the National Protocol, such
as adapting Regulation 2 of the NHS (Performers Lists)
Regulations 2013 (which removed the requirement for those
administering COVID vaccine to be registered on the medical
performers list) should be maintained where it is clinically
appropriate to do so.

DHSC and NHS England should create a comprehensive

immunisation information system (IIS) to modernise

immunisation data collection and analysis, drawing upon

international best practice, so that everyone works from a

‘single version of the truth.”. This should involve the following

changes:

a. Creationofasinglenationalplatform.Following the successes
of NHS Foundry as part of COVID-19 vaccine deployment,
the NHS is currently tendering for a Federated Data Platform
(FDP), in a multi-year deal worth up to £360m. Vaccination
and immunisation is included within five indicative use cases.
We believe that the FDP should — at a minimum — offer the
ability to integrate with existing GP patient records, to allow
for population cohorts and vaccine coverage reporting. Over
time this ‘single version of the truth’ should be used (with
varying levels of access) across the health and care system.
Coverage reports should be broken down by neighbourhood,
place, and system.

b. Within an ICS level, each system should appoint data
managers to oversee data quality within the FDP.
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c. Acentrally commissioned communication capability should
be introduced alongside this. Modelled upon the current
Covid-19 and Influenza National Booking System, the aim is
to enable providers (and eventually, ‘“Vaccine Collaboratives’)
to choose software from a nationally specified framework
which would cover invitation, booking and preparation
processes. The framework should specify that cover a variety
of channels, including NHS App, SMS, email and telephone.

d. NHS England should enable all patients and relevant
healthcare professionals’ access to their immunisation
records to enable ‘opportunistic vaccination’. We also
propose joint controllership over data between GP surgeries
(who currently act as controllers and processors of data)
and NHS England, to enable access for anonymised personal
information for clearly defined purposes. As a priority,
community pharmacy should be able to access patient
records in order to support ‘opportunistic vaccination’ in
the community. This move would also be a key component
of a wider shift to ‘patient managed’ records, a move
commensurate with commitments in the Government’s
recent Plan for Digital Health and Care and the Integration
White Paper, both of which call for the NHS App to offer a
personalised experience and to encourage them to engage in
tailored preventative activity (including immunisations and
vaccinations).'® The Vaccine Data Resolution Service (VDRS)
should become more accessible to users so they can help to
ensure records are up to date.

Engaging Citizens
11. Additional functionality should be added to the NHS App
— building on the commitment made by the previous Secretary
of State for Health and Social Care which called for all COVID
vaccinations to be bookable via the App by March 2023. The aim
should be to ensure that service users (or relevant nominated
persons) can access full ‘life course’ immunisation records, as
well as having the ability to book and manage immunisation
appointments.
a. These developments should incorporate the existing work
on developing a Digital ‘Red Book’ and embed the current
‘Birth to Five’ resource.'' As part of an extended digital offer,
e-Consent for childhood and school age immunisation should
be offered to patients and carers wherever possible (and
should accompany paper-based approaches in a longer-term
transition to a predominantly digital approach). To mitigate
digital exclusion, this information should be available via
multiple channels, with paper-based resources remaining in
place.

Policy Recommendations

10. Aplan for digital health and social care, De-
partment of Health and Social Care, 29 May
2022 [link]; Health and social care integra-
tion: joining up care for people, places and
populations, Department of Health and Social
Care, 9 February 2022 [link]

11. ‘Digital revolution to bust COVID backlogs
and deliver more tailored care for patients’,
Gov.uk, 29 June 2022 [link]
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12.

13.

14.

15.

Interest and user engagement in vaccines research should
be strengthened by NHS England and the NIHR through the
development of a comprehensive Vaccine Research Registry,
modelled on the COVID-19 Vaccine Registry. Such an approach
was genuinely world-leading during COVID-19 and ought to
be expanded to support NHS partnerships with the life sciences
sector.

A coalition of charity and voluntary sector organisations should
establish a Life Course Immunisation Advocacy group. This
new organisation would provide information, act as the public
champion and advocate for all immunisation programmes. This
could emerge as a federation of existing Voluntary, Community
and Social Enterprise (VCSE) organisations to ensure resources are
pooled most effectively.

Vaccine disinformation should be monitored and countered
with the development of a permanent communications cell in
the NIS, working closely with DHSC and feeding into the DCMS
Counter Disinformation Unit. This should be modelled on the
Rapid Response Unit introduced by the Cabinet Office during
COVID-19 and should provide monitoring and asset creation to
assist local providers tailor their own communication strategies
and to deploy their own disinformation measures.

Assessment and Regulation

Reforms should be introduced to modernise the approaches
and workings of the Joint Committee on Vaccination and
Immunisation (JCVI). These should be reflected in an updated
JCVI Code of Practice.
To support its world-leading work, the JCVI (and UKHSA)
requires additional support. A busy ‘late stage’ vaccines pipeline
means that demands placed upon it will be great in the coming
years. Evolutionary changes to its workings should look to
capture the positive learnings from the pandemic, by creating a
stronger predictive arm, a more transparent decision and process
architecture with the aim of enhancing dialogue with industry and
key stakeholders, including NHS England. Changes would include:
a. The establishment of a dedicated ‘Horizon Scanning Sub-
Committee’, with a remit to look up to 10 years ahead
(the current horizon scanning process looks at vaccines in
development over the next 3-5 years). The sub-committee
should be encouraged to ‘direct the horizon” with demand
signalling mechanisms which determine the nationally
significant vaccine-preventable diseases. Representation on the
sub-committee should include epidemiologists but may also
draw upon the input of representatives from the Accelerated
Access Collaborative, BEIS, DHSC and NHS England.
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An expansion of the opportunities for patient and public
involvement.

A refreshed approach to engagement with manufacturers,
with routes created to allow for informal two-way dialogue
to supplement company days.

A clear timeline for the assessment of new vaccine candidates
including a process chart which should be published on the
JCVI website.

Additional resource to ensure the JCVI can meet this expanded
remit. As set out in the terms of reference, this should enable
an expansion of the secretariat headcount, with emphasis
on expertise in communications, horizon scanning and
modelling.
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12.

13.

14.

15.

Sachiko Ozawa & Samantha Clark et al.,
‘Return on Investment from Childhood
Immunization In Low- And Middle-Income
Countries, 2011-20’, Health Affairs, Vol. 35,
No. 2 (February 2016) [link]

COVID-19 vaccine surveillance report pub-
lished, Gov.uk, 14 May 2021 [link]

Till Barnighausen & David E. Bloom et al.,
‘Valuing vaccination’, Proceedings of the Na-
tional Academy of Sciences, Vol. 111, No. 34
(2014), 12313-12319 [link]

Immunization Agenda 2030: A Global
Strategy to Leave No One Behind, World
Health Organization [link]; Lawrence D.
Frenkel, ‘The global burden of vaccine-pre-
ventable infectious diseases in children less
than 5 years of age: Implications for COV-
ID-19 vaccination. How can we do better?’,
Allergy and Asthma Proceedings, Vol. 42, No.
5(2021), 378-385 [link]

Introduction

Thisreport explores the future of vaccines policy in England. Ata time when
we are spending more on the NHS than ever before to meet increasing
demand and growing complexity, immunisation remains the vanguard
of preventative healthcare. Unlike other totemic public health issues such
as obesity or smoking, there is a consensus both within Government and
across mainstream political parties on the value of immunisation and the
need to improve performance.

It would be legitimate to argue that routine vaccination should be
afforded the same priority as waiting list backlogs, ambulance handovers,
or appointments in general practice. Public health is connected to all
these issues, and the value of vaccination for the NHS — and indeed the
broader economy — is difficult to overstate. Whilst representing a cost
to the taxpayer in the first instance, longer-term savings are derived
through significant reductions in health costs and through the avoidance
of productivity losses across the workforce.'* By Autumn last year, COVID
jabs had — by the Government’s estimation — prevented over 100,000
deaths and at least 230,000 hospitalisations."* That is before you consider
the value routine immunisation programmes in their totality: of HPV
vaccines in reducing incidences of cervical cancer; or Hepatitis B for
cancers of the liver.'* Success across the UK has ripple effects with effective
immunisation playing an important role in reducing the global burden of
disease.'®

‘Vaccination’ or ‘immunisation’?

‘Vaccination’ and ‘immunisation’ mean slightly different things, despite being
used interchangeably in this report.

e Vaccination refers to the act of getting a vaccine (receiving a jab or having
an oral vaccine).

e Immunisation refers to the act of getting a vaccine and developing
immunity as a result.
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Introduction

Declining performance

Graph 1. Childhood immunisation coverage, England, 2009/10-
2020/21
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However, many routine programmes have witnessed declining uptake in
recent years (see Graphl.). Within pre-school vaccinations, NHS England
has missed every DHSC performance standard for uptake since 2012/13.'¢
In several instances, the picture of decline has been exacerbated by the
pandemic.'” MMR vaccine uptake has fallen to its lowest level for a decade,
with coverage for the two doses in five-year-olds currently 85.5% (2020-
21), well below the 95% World Health Organisation target needed to
achieve and sustain measles elimination.'® As Professor Helen Bedford and
Helen Donovan have noted, this means that more than 1 in 10 children
under the age of five are not fully protected from measles and are at risk
of catching it."” This led to the launch of a national campaign to remedy
the situation in February 2022.?° Whilst there has been a shift in discourse
around immunisations to encompass a ‘whole-of-life’ or ‘life course’
approach, coverage for some adult risk groups remains sub-optimal.
The recent re-emergence of polio in sewage in East London (and the
recommencement of a booster programme) as well as the recent outbreak
of monkeypox reinforces the fragility of disease control and the need for
a renewed approach.?!

The general trend has been a decline in uptake across routine
programmes, but this picture is varied across the country.*> Whilst there
are long-standing challenges in London, despite early concerns, infant and
preschool immunisation uptake increased in Scotland over the lockdown
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22.
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National Audit Office, 25 October 2019, p. 7
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Anita Shet, Kelly Carr & M Carolina
Danovaro-Holliday, ‘Impact of the SARS-
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territories, The Lancet Global Health,
Vol. 10, No. 2 (2022), 1-9 [link] and Kaja
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COVID-19 pandemic’, The Lancet, Vol. 398,
No. 10299 (7 August 2021), 469-471 [link].
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Ali Assi & S. Michelle Driedger et al,
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pandemic’, Vaccine, Vol. 39, No. 39 (15
September 2021), 5532-5537 [link].
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See Kathy Falkenstein Hagander, Bernice
Aronsson & Madelene Danielsson et al.,
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2022 [link]
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period.*® The current data also suggests there are particularly low levels of
uptake amongst certain geographic, socioeconomic, ethnic and religious
groups across England; many of whose healthcare needs are underserved
more broadly.

Whilst an overall trend in declining uptake is clear to see, what is less
easily quantified are wider trends in vaccine confidence. Many healthcare
professionals report confidence issues affecting uptake across childhood
programmes, or ‘vaccine fatigue’ setting in. This necessitates a focus
on baking in best practice undertaken by local government, PCNs and
individual GP practices in reaching underserved communities and in
effectively tailoring campaigns to meet need.

A renewed focus

The experience of the pandemic has encouraged a fresh look at
immunisation services in the round. As England enters a new phase of
our response to the pandemic, it is expected that the deployment of the
COVID-19 vaccine will be folded into the current schedule.?* This presents
an opportunity to bring key learnings and to replicate them across the
routine programmes, where applicable.

The factors that enabled a successful immunisation campaign are
clear to see: focused and clear leadership; a sense of mission and speedy
decision-making; supply chain resilience; workforce preparedness;
localised strategies to target underserved communities.”> A spotlight was
also shone upon the world leading characteristics of the UK’s life sciences
and healthcare sector. The Vaccines Taskforce (VTF) acted ‘decisively and
cost-effectively’.”® The pandemic also encouraged innovation, much of
which would not have occurred at the equivalent pace in ‘peacetime.’
From novel approaches to enable easier, granular data sharing (Control
of Patient Information, or COPI), to arrangements to enable primary care
providers to delivery vaccines in novel settings, such as supermarket car
parks or large workplaces, the best of these initiatives should be replicated
— where suitable — across other programmes. But ‘initiative decay’ is a
real risk.”” Where engagement with underserved communities for instance
was short-term and limited to COVID-19 vaccine deployment, fatigue
and mistrust may arise in the future. The pandemic also represented a
paradox with some disciplines experiencing a high level of command and
control, whereas others were liberated from reporting requirements and
encouraged to innovate in ways to better suit their local circumstances. As
we learn to live with COVID-19, we need to find a new way of liberating
and empowering those on the front line. This must be done in a sustainable
way and should include strengthened national enablers in key areas such
as data, workforce planning and resourcing.

There has been a sense for a number of years that the architecture
of immunisation could be improved. Different Government departments
and arm’s length bodies are responsible for elements of procurement,
development and delivery (See Figure 1). Moreover, whilst ICSs have
now been placed upon a statutory footing, questions remain as to how
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Introduction

the work of Regional teams, primary care providers and local authorities
will link with that of ICSs; whilst the VTF was heralded as a major success
in tackling the pandemic, representing particularly strong performance
in the procurement of vaccines and in engagement with manufacturers,
there is a risk that folding the body into a joint UKHSA-OLS body may
reduce its and agility — two features which underpinned its early success.*
As its former head has recently stated, there is a risk that the organisation
takes its “foot off the gas” in finding innovative new ways to prevent the
spread of Covid-19.”

Figure 1 - Current governance architecture for vaccines and

immunisation in England
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In January 2022, the former Secretary of State for Health and Social Care
mooted the introduction of a ‘National Immunisation Service’. Work has
now begun within NHS England to develop an ‘integrated vaccination and
immunisation strategy’.’* The objectives are to reduce disparities in uptake
by making vaccination more convenient and accessible, and to reduce
the impact of vaccine deployments on ‘core’ GP services. There is a real
possibility of quite substantial changes to the way in which vaccines policy
is developed and how campaigns are organised as a result, depending
upon how this work proceeds.

In that context, this report considers the future of routine vaccines
delivered across the life course, assessing the impact of the slow catch-up
over the course of the COVID-19 pandemic upon routine programmes,
before setting out a series of proposals to improve coverage and to provide
an improved service for users.’!

The structure of the report is as follows:

[ |

Vaccines Taskforce (VTF)

Joint BEIS & OHSC unit established in 2020. Mergi
with UKHSA + OLS from October 2022
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improve UK’s pandemic preparedness, Gov.
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Jim Dunton, ‘Kate Bingham warns officials
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vice World, 31 August 2022 [link]

Letter from Steve Russell and Nikki Kanani
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gland, 22 June 2022 [link]

Tim Crocker-Buque & Sandra Mouni-
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A Fresh Shot

Chapter 1 — Explores the historical and current immunisation
policy context. It assesses the value of vaccination, through an
analysis of the impact of reductions to the uptake of MMR and
shingles vaccines during the early stages of the pandemic.
Chapter 2 — Provides our assessment of the impact of the
COVID-19 pandemic upon vaccines policy

Chapter 3 — Sets out our vision for the design of vaccination
and immunisation services in England, bringing together the
key insights and findings from our research. This covers off the
following core thematic elements of the programmes:

* Governance and Delivery Models

*  Workforce

* Data

* Engaging Citizens

¢ Assessment and Regulation

Conclusions
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We collected insights and tested our findings through semi-structured
interviews with over 40 immunisation experts, policymakers, industry
representatives, and international organisations between May and October
2022. These interviews included experts from Belgium, Portugal, and
Australia to learn from innovative approaches to increase immunisation
uptake internationally, as well as to learn from their experiences in horizon
scanning and the evaluation of novel vaccine technologies. We also carried
out two roundtables in May and June: one focused on the experiences
within England; the other on international best practice respectively. We
complemented these interviews and roundtables with a comprehensive
literature review.

As part of this work, we have also undertaken a quantitative analysis of
publicly available data to estimate the potential public health impact (in
terms of case reductions and mortality) of increased uptake of MMR and
shingles vaccines. These two programmes were chosen to represent impacts
across the life course, given they are targeted at different demographic
groups (childhood and adult).

In each section of this report, we also look at international immunisation
approaches taken in five different countries that have achieved high routine
childhood vaccination rates (See Graph 2.) These include Australia,
Israel, Portugal, Sweden, and Switzerland. We understand that each of
the selected health systems are highly diverse in their organisational
structures, operations, and political and economic characteristics. We do
not therefore attempt to compare nor benchmark the performance of
these countries but to draw upon insights from these high-performing
healthcare systems.
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Graph 2. Childhood immunisation uptake across five comparator
countries
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Chapter 1 - Policy Context

In this chapter, we consider the structure of immunisation programmes
in England and their development over time. We also explore the
extent to which COVID-19 exacerbated the decline in uptake across
routine programmes using Shingles and Measles coverage data as case
studies to evaluate the number of cases that can be prevented annually
if coverage were to achieve the WHO target of 95%.

England’s Immunisation Programme

Immunisation is widely considered as one of the greatest global health
achievements in history—the WHO estimates that vaccines save 4-5
million lives per year.’” Immunisation is not only an extremely effective
public health measure — with most vaccines producing immunity in over
90% of those vaccinated — but also cost-effective, benefitting not only
those with direct protection, but others in their families and communities.

Life-threatening diseases such as diphtheria, whooping cough and
polio used to be highly prevalent in children in the UK and are now
extremely rare. In 1942, there were 50,804 diphtheria cases in England
and Wales; now there is just one case a year on average (although its
recent discovery at Manston asylum centre in November 2022 is a current
cause of concern).*® There were 92,407 cases of whooping cough per year
in 1957; now the incidence per year is 3,506. A recent study published
in The Lancet has found that the HPV immunisation programme has almost
eliminated cervical cancer in women born since September 1995.** Figure
2 depicts the steady increase in vaccines which have been added to the
routine schedule over time.

These interventions are significant in supporting population health and
ensuring health systems are not placed under greater stress domestically,
but the benefits of vaccination stretch far beyond healthcare spending to
include wider economic, educational and health security benefits.’** One
study found that health protection interventions such as vaccines deliver a
£34 return for every £1 invested.*

Currently, sixteen vaccines and immunisations are offered on the NHS
across the ‘life course’ (see Table 1). These are all ‘preventative’ vaccines,
predominantly administered to healthy individuals. With Covid-19
vaccinations to be incorporated into routine immunisation programme in
Wales, it is likely that a similar approach will be adopted in England in due
course.”” New vaccines in the pipeline are assessed and advise upon their
use determined by the Joint Committee on Vaccination and Immunisation
(JCVI), an independent expert advisory committee. Its role is discussed in
further detail in Chapter 3.

32.

33.

34.

35.

36.

37.

Xiang Li, Christinah Mukandavire & Zulma
M Cucunuba et al., ‘Estimating the health
impact of vaccination against ten patho-
gens in 98 low-income and middle-income
countries from 2000 to 2030: a modelling
study’, The Lancet, Vol. 397, No. 10272
(2021), 398-408 [link]

‘Manston asylum centre death may have
been caused by diphtheria’, The Guardian,
26 November 2022 [link]

Milena Falcaro, Alejandra Castafion & Bu-
sani Ndlela et al., ‘The effects of the nation-
al HPV vaccination programme in England,
UK, on cervical cancer and grade 3 cervical
intraepithelial neoplasia incidence: a regis-
ter-based observational study’, The Lancet,
Vol. 398, No. 10316 (2021), 2084-2092
[link]

Peter Piot, Heidi J. Larson & Katherine L.
O'Brien et al., ‘Immunization: vital prog-
ress, unfinished agenda’, Nature, Vol. 575,
119-129 (2019) [link]

Rebecca Masters, Elspeth Anwar & Bren-
dan Collins et al., ‘Return on investment of
public health interventions: a systematic
review’, Journal of Epidemiology & Commu-
nity Health, Vol. 71, No. 8 (2017), 827-834
[link]

Emma Wilkinson, ‘Covid vaccinations to
be incorporated into routine immunisation
programme in Wales), Pulse, 24 February
2022 [link]

policyexchange.org.uk |

37


https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)32657-X/fulltext
https://www.theguardian.com/uk-news/2022/nov/26/manston-asylum-centre-death-may-have-been-caused-by-diphtheria
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(21)02178-4/fulltext
https://www.nature.com/articles/s41586-019-1656-7
https://jech.bmj.com/content/71/8/827
https://www.pulsetoday.co.uk/news/clinical-areas/respiratory/covid-vaccinations-to-be-incorporated-into-routine-immunisation-programme-in-wales/

A Fresh Shot

Figure 2. Vaccination Timeline from the 1700s to present day
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Table 1. Complete Routine Immunisation Schedule: Childhood,
Adolescent, and Adult Programmes Delivered by the NHS in

England

Vaccine

Babies under 1 year old

When is it offered?

Where is it offered?

MenB (2" dose)
Children and Adolescents 1 to 15
Hib/MenC (1% dose) being discontinued

MMR (1¢t dose)

PCV (2™ dose)

MenB (3 dose)

6-in-1 vaccine (DTaP/IPV/Hib) 8 weeks GP surgery; local child health
R . clinic

Rotavirus vaccine

MenB

6-1 vaccine (2" dose) 12 weeks GP surgery; local child health

Pneumococcal (PCV) vaccine clinic

Rotavirus vaccine (2" dose)

6-1 vaccine (3" dose) 16 weeks GP surgery; local child health

1 year

clinic

GP surgery; local child health
clinic

Seasonal flu vaccine (Influenza) (every
year)

Eligible age groups

GP surgery (6 months to
primary school), School
(primary school, year 7-11),
Community clinic (home-
schooled children)

MMR (2nd dose)

4-in-1 pre-school booster (DTaP/IPV)

3yearsand 4
months

GP surgery; local child health
clinic

COVID-19 vaccine (1%t and 2" dose)

5to 15 years

GP surgery, vaccination
centre, pharmacy, walk-in
vaccination sites (without
appointment), school

HPV

12 to 13 years

GP surgery, school

3-in-1 teenage booster (Td/IPV)

MenACWY

COVID-19 vaccine (1%, 2" and booster)

14 years

16 years and over

Secondary school

GP surgery, vaccination
centre, pharmacy, walk-in
vaccination centre

Pregnant Women

Flu vaccine

Flu vaccine 50 years (and every | GP surgery, pharmacy
year after)®®

Pneumococcal (PPV) vaccine 65 years GP surgery, pharmacy

Shingles vaccine 70 years GP surgery, pharmacy

During flu season

GP surgery, pharmacy

Whooping cough (pertussis) vaccine

From 16 weeks
pregnant

GP surgery, antenatal clinics

Source: The complete routine immunisation schedule from February 2022, NHS

England [link]

38. It remains undecided (at the time of writing)
whether the 65+ cohort will be lowered for
2022-23 to include 50-64 years (this may
need to be updated to 65 years and every
year after as a result).
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39.

Tracey Chantler, Saumu Lwembe & Vanes-
sa Saliba et al., “It's a complex mesh”- how
large-scale health system reorganisation
affected the delivery of the immunisation
programme in England: a qualitative study’,
BMC Health Services Research, Vol. 16, No.
489 (2016) [link]

In England, the coordination of immunisation programmes involves
a wide range of organisations, and consequently, as one recent study
describes it, the system is “a complex mesh”?’. The national strategy and
performance targets are set by DHSC with advice from the independent
JCVI and the Commission on Human Medicines (CHM); programmes
are commissioned by NHS England; procurement and surveillance
is undertaken by the UK Health Security Agency (UKHSA), forming a
tripartite organisational structure that relies on ’joint responsibility.” DHSC
does not itself deliver vaccination programmes. Under the NHS Public
Health Functions Agreement (Section 7A), DHSC delegates responsibility
for delivering national immunisation programmes to NHS England. The
latter then commissions vaccination services to GP surgeries, School Age
Immunisation Services (SAIS), or community pharmacy, depending
on the target population. Pre-school and adult vaccinations are usually
delivered by GPs surgeries, commissioned through the GP contract.
School-age services are commissioned by seven Regional NHS England
teams, delivered through SAIS. Coordinating a national immunisation
programme that serves a large and diverse population of 56 million is
not an easy task, and as our report will explain, England’s immunisation
programme suffers from fragmentation as a result.

Across the UK, immunisation programmes — as with the rest of health
services —are devolved. This report focuses upon England’s experience, but
Box 1 provides a summary of how programmes across the four devolved
nations have recently differed.
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Box 1. Immunisation Programmes Across the UK

How do immunisation programmes differ across the UK?

Priorto political devolutionin 1999, the administration of each health service in Scotland,
Wales and Northern Ireland was the responsibility of the respective Secretary of State.*°
However, the convention of collective responsibility of the Cabinet potentially limited
the Secretary of State for Scotland, Northern Ireland, and Wales to pursue policies that
diverged from those applying to England. Table 2 illustrates the different organisations
responsible for immunisation programmes across the UK.

Table 1. Overview of organisations involved in immunisation across nations

Task England Scotland Wales Northern Ireland
é%?/tg:nhmen " Department of
Policy development | DHSC Health Health and Social Department of Health
Di Services
irectorates
Public Health PHA and Health and
Commissioning NHS England 20 NHS Wales Social Care Board
Scotland "
(HSCB)
Surveillance; 4 Public Health Public Health .
Health protection UKHSA Scotland Wales Public Health Agency
SnPdS;ZﬁZ)C.hOOI GPs (until April GPs (pre-school GPs (pre-school
Delive School ( ril:nar 2022); *NHS and adults); School | and adults); School
ry P Y| Boards & HSCP (primary school (primary school and
school and .
(from April 2022) and adolescent) adolescent)
adolescent)

Scotland: The Vaccination Transformation Programme (VTP)

Whilst the majority of programmes were administered through general practice, in
2017, the Scottish Government and the Scottish General Practitioners Committee
(SGPC) agreed vaccinations would move away from GP-based delivery to one based
on NHS Board/Health and Social Care Partnership (HSCP) delivery through dedicated
teams (as part of an effort to reduce GP workload)*. The VTP began on 1 April 2018
and is expected that HSCPs and NHS Boards will have all the programmes transformed
by April 2022 in its three years roadmap (this has been delayed by COVID-19).

Wales

The Department of Health and Social Services in Wales sets expectations for NHS
Wales to deliver and commission routine immunisation programmes, provided as
nationally contracted services. The call/recall system is centralised, using a national
birth registration-based system that generates named postal invitations sent to home
addresses. “* In October 2022, a National Immunisation Framework for Wales was
published.*> It commits - for instance - to the creation of an NHS-led Vaccination
Delivery Board, which will report to a Vaccination Oversight Group, chaired by
Welsh Government and reporting both to Welsh Ministers and the NHS Leadership
Board. Moreover, the framework commits to improving data sets and digital records,
addressing inequity in uptake, providing earlier scenario guidance for service planning
and moving to a centrally procured flu vaccine.

Northern Ireland

Immunisation policy in Northern Ireland is planned by the Department of Health
(Northern Ireland), commissioned jointly by the Public Health Agency (PHA) and Health
and Social Care Board and predominantly delivered through GPs and schools. It has a
more centralised approach to the English system whereby the PHA is responsible for
both the commissioning and surveillance of national vaccine programmes.
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Vaccination Transformation Programme,
Public Health Scotland [link]

Richard J. Roberts, Anne McGowan, and
Simon Cottrell, ‘Measuring inequalities in
immunization in Wales and the impact of in-
terventions', Human Vaccines & Immunother-
apeutics,Vol. 12, No. 10 (2016), 2704-2706
[link]

National Immunisation Framework for
Wales, Welsh Government (October 2022)
[link]

About us, Public Health Scotland [link]

The organisation of the NHS in the UK:
comparing structures in the four countries
(May 2015), National Assembly for Wales
[link]

Note that JCVI has a statutory remit for the
entire United Kingdom
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47.

46.

For an independent assessment of these
reforms, see David Buck, The English local
government public health reforms: An inde-
pendent assessment, The King’s Fund (Janu-
ary 2020) [link]

‘Covid in Scotland: ‘I'm double-vaccinated
but can’t show the proof”, BBC News, 8 Sep-
tember 2021 [link]

Summary

England currently has the lowest childhood immunisation rates across the UK (See
Graph 3 below). In 2019/20, all nations apart from England reached the WHO target
of 95% in DtaP/IPV/Hib coverage. However, overall routine childhood immunisation
coverage has been in decline since 2013/14. For instance, immunisation for DTap/IPV/
Hib peaked at 98.2% and 98.6% in Scotland and Northern Ireland in 2013/14; both
have now dropped below 97%. The coverage of MMR first dose (by 5t birthday) peaked
at 95.3% in 2016 and has been declining since. Routine childhood programmes were
in decline across the UK before the COVID-19 pandemic, which further impacted on
immunisation uptake (Scotland has proven the exception).

Whilst each devolved administration has considered the development of a form of
national immunisation service, there has not been a uniformity of approach, with
Scotland proceeding with a ‘hub model’ that has not been replicated across the rest of
the UK. Whilst there are some advantages to devolved approaches to enable tailored
approaches, there remain instances where differentiated offers can pose challenges.
During COVID-19, some users who received a vaccine in two different devolved nation
were unable to receive an accurate vaccination certificate because of issues with data-
sharing across health services.*

Graph 3. Childhood Vaccine Uptake Across the UK, 2020/21
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Source: Childhood Vaccination Coverage Statistics, NHS Digital [link]

Recent Developments in Immunisation Governance

The health and care system in England experienced a large-scale
reorganisation in April 2013 following the implementation of 2012
Health and Social Care Act (HSCA).*” A national tripartite delivery
framework involving the Department of Health (DH), NHSE and Public
Health England (since split to form UKHSA and OHID) was agreed, and a
new local operational model was established.

The reorganisation, in particular the delegation of functions had an
impact on the distribution of responsibilities for immunisation. Under the
pre-reform structure, Primary Care Trusts (PCTs) were accountable to DH
and commissioned the majority of services for local geographical areas. This
traditional vertically orientated structure meant that a single organisation
was responsible for the commissioning, coordination, and evaluation of
immunisation. In 2013 PCTs were replaced with general practitioner-
led Clinical Commissioning Groups (CCGs). The responsibilities of
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former PCT functions, such as immunisation coordinators, immunisation
programme managers, who played a significant role in supporting and
performance managing the programme at the local level were in 2013
distributed among various agencies, often covering larger geographies.
Local authorities were also required to work with Primary Health England,
which was established in 2013 as a new executive agency of the DH, that
incorporated the core health protection functions of the former Health
Protection Agency, and local partners to ensure that threats to health,
including vaccine preventable strategies, are addressed and that right
preventative strategies are in place. This included providing ‘assurance’
for the immunisation programmes that were now commissioned by NHS
England.

The national delivery framework

The immunisation programme was then managed through a tripartite (DH,
NHSE, and PHE) national delivery framework and a local operating model.
The national framework assigned DH responsibility for providing national
strategic oversight, NHSE responsibility for commissioning services and
PHE responsibility for providing scientific support. Commissioning
intentions and budget requirements for the delivery of the immunisation
programme are decided annually by DH and NHSE and published in a
public health functions agreement referred to as Section 7a.*® This legal
agreement is approved by the NHSE Board and Secretary of State. PHE
supported DH and NHS England in system leadership and planning and
held specific responsibilities for the implementation of the immunisation
programme, the provision of service specifications for individual vaccine
programmes, the procurement of vaccines, and the provision of specialist
advice and information at national and local level.

The local operating model

At a local level, PHE employed screening and immunisation teams (SITs)
embedded within NHSE Local Teams covering different geographic areas.
SITs were accountable to both the PHE and NHSE. SITs were tasked with
providing local leadership, encouraging multi-agency working, ensuring
high quality delivery of programmes based on national specifications,
supporting commissioning, providing advice to the public and health
professionals, and monitoring the performance of community and primary
care providers. CCGs, on the other hand, were expected to support SITs
particularly with quality improvement in primary care.

Local government was responsible for offering independent scrutiny
of the local immunisation programme delivery, making sure that it is
responsive to local population needs, and commissioning community
health services, which can include immunisation activities. Specialist health
teams headed by a Director of Public Health were established within local
government offices, or local authorities (LAs) and positions are mainly
filled by previous PCT public health staff. . , .

48. NHS public health functions (section 7A)
agreement 2021 to 2022: letter from

DHSC to NHSE, Department of Health & So-
cial Care, 18 November 2021 [link]
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Table 3. Overview of recent restructuring of immunisation

programmes
Key system Pre-2012 HSCB  Post 2012 HSCB PHE reform -
component reforms reforms 2020/21
Policy Department of Department of Health | Department of Health
development, Health (national) | (national) and Social Care
advice to (national)
ministers
Vaccine Department of Public Health England | UKHSA (national)*’
Procurement Health (national) | (national)
Commissioning Primary Care NHS England NHS England

Trust (local) (national) (national)

e 16 national
programmes

e School based

Local authorities
(local) or NHS England
(national)

Local authorities
(local) or NHS England
(national)

programmes

Disease Health Protection | Public Health England | UKHSA (national)

surveillance/ Agency (national) | (national) and NHS

Outbreak England (national)

response

Advocacy, Primary Care Public Health England | UKHSA (national)

communication Trust (local) (national)

and health OHID (national)

promotion Local authorities Local authorities
(local) (local)

System Primary Care NHS England NHS England

coordination Trust (local) (national) (national)

Vaccine Delivery | General General Practitioners | General Practitioners
Practitioners (local), NHS (local), NHS
(local), NHS Community Trusts Community Trusts
Community (local), other providers | (local), School

Trusts (local),
other providers
(local or national)

(local or national)

Immunisation Team
(local), other providers
(local or national)

Child Health Primary Care Child Health Child Health
Information Trusts through Departments through | Departments through
System (CHIS) Child Health CHISs (local) CHISs (local)

and Data Information

management Systems (local)

Workforce Primary Care Health Education Health Education
training Trusts (local) England (national) England (national)
Others: Needs Primary Care Local Authorities Local Authorities
assessments, Trusts (local) (local) (local)

scrutiny, and

system assurance.

Others: Quality Primary Care Clinical Former Clinical
improvement Trusts (local) Commissioning Commissioning
(Duty of) Groups (CCGs) (local Groups (CCGs)

but give assurance to
NHS England)

Source: Tracey Chantler & Saumu Lwembe et al., “It's a complex mesh”™- how
large-scale health system reorganisation affected the delivery of the immunisation
programme in England: a qualitative study’, BMC Health Services Research (2016),

1-14 [link]

49. Elizabeth Rough, Research Briefing: UK
vaccination, House of Commons Library, 7
March 2022 [link]
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Prior to April 2013, the English immunisation programme was amongst
the highest performing in advanced economies, with 94.7% of infants
received first dose of DTap/IPV/Hib. As Policy Exchange has examined
previously, major reforms to a tripartite system architecture governing
immunisation have not produced improved outcomes.’”® The changes
occurred meanwhile in the context of significant programmatic changes
with the addition of rotavirus (2013) and shingles (2013) vaccines to the
routine schedule. Dispersed decision-making and uncertainties regarding
funding remain significant challenges.’' A report by the Royal Society for
Public Health recently concluded that the reforms were responsible for
lower rates of immunisation.** Other studies have supported this view.>* A
recent National Audit Office however claims that “many of these issues”
(resulting in declining performance) “have been known for several years
and cannot be reliably linked to the decline in uptake rates since 2012-
137, citing access to GPs and problems with the completeness of the
reported data.>*

Post 2013

In the Summer of 2018, the Minister for Public Health and Primary Care
requested a “fool proof™ plan from Public Health England and NHS England
to reverse the decline and to reduce regional variation. Various initiatives
have been trialled since then to improve uptake, such as changing how
NHS England commissions vaccination services from GPs and by providing
more regular updates to Ministers. In July 2019, in the Prevention green
paper, the Department announced that it would launch a new strategy on
vaccination by spring 2020 that included some of these actions.*’

50. Richard Sloggett, ‘Saving a lost decade:
How a new deal for public health can help
build a healthier nation) Policy Exchange
(November 2020) [link]

51. E.W. Gadsby & S. Peckham et al., ‘Commis-
sioning for health improvement following
the 2012 health and social care reforms in
England: what has changed?, BMC Public
Health, Vol 17, No. 211 (2017) [link]

52. ‘Legacy of 2012 Act to blame for low flu
vaccine rates in London’, Royal Society for
Public Health, 18 February 2021 [link]

53. Tracey Chantler & Saumu Lwembe et al.,
“It's a complex mesh” how large-scale
health system reorganisation affected the
delivery of the immunisation programme
in England: a qualitative study’, BMC Health
Services Research (2016), 1-14 [link]

54. Investigation into pre-school vaccinations,
National Audit Office, 25 October 2019
[link] (p. 9)

55. Ibid.
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56. Healthy Lives, Healthy People: Update and
way forward (July 2011) [link]

57. Richard Vize, ‘How the erosion of our public
health system hobbled England’s covid-19
response’, BMJ, 21 May 2020 [link]

Table 4. Changes to Public Health Commissioning, 2002-22

Primary Care Trusts (PCTs) assume responsibility for commissioning
public health

e Management of NHS community health services, such as
district nursing, health visiting and children’s services

The Health Protection Agency is established

e Taking over infectious diseases from health authorities

Healthy lives, Healthy People

e Command paper establishes principles for Health and Social
Care Act>®

The Health and Social Care Act

Introduces major changes to the commissioning and delivery of public
health:

e Public health in England moved back to local government;

e Directors of Public Health become commissioners for
services including sexual health, smoking cessation, drug and
alcohol services, and early years support for children

e Public Health England created to oversee emergency
preparedness, health protection and public health campaigns.
An executive agency of the Department of Health

e NHS England has responsibility for commissioning retains
vaccinations and immunisation.>”

Primary Care Trusts Abolished

e Replaced by Clinical Commissioning Groups (CCGs), and
nationally led by a new independent NHS Commissioning
Board (now called NHS England)

Dissolution of Public Health England

e Creation of two bodies its place: UKHSA and OHID

Health and Care Act

e Places integrated care systems on a statutory footing,
dissolving CCGs
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1.1 How are vaccines currently delivered in
England?

Routine immunisation programmes are primarily delivered through the
following providers: general practice (GPs), community pharmacy, and
School-Age Immunisation Services (SAIS). Local government (through the
Director of Public Health, local resilience forums and health protection
boards) play a key role in public health protection more widely.

General practice

The majority of vaccines are currently delivered by general practice — most
often by practice nurses.*® General practice is well-suited (and often well-
placed) to vaccinate effectively given their embeddedness in communities,
the fact GPs are trusted healthcare professionals who provide relationship-
based care; operate from regulated premises with cold storage systems
and resuscitation equipment; and hold patient records for which they are
responsible, meaning they are well placed to call and recall individuals for
vaccination.®

New delivery models during COVID-19 were developed based on
existing local knowledge, and networks fostered by general practice.®’
This is one of the principal reasons why COVID-19 jabs were delivered in
high numbers in general practice and represented better value for money
than other settings (such as mass immunisation centres).®'

Since 2019, almostall GP practices have worked as primary care networks
(PCNs) (of between 30,000 to 50,000 patients). These organisations
represent a beneficial scale for immunisation and there is a clear
opportunity to use PCN footprints to develop ‘Integrated Neighbourhood
Teams’ — one of the cornerstones of Dr Claire Fuller’s recent ‘stocktake’.®?
Some PCNs worked with neighbouring PCNs to use larger sites such
as sports centres and entertainment venues for vaccination and many
established “pop-up clinics” example in homeless shelters, community
centres, places of worship, and hostels—with great success.®> Moreover,
‘continuity of care’ provided by general practice is another factor which
can boost adherence, and can assist in vaccine uptake, improving trust
where hesitancy or uncertainty may be a factor. General practice teams
also lead on housebound immunisations.*’

In general practice, the following themes have been associated with
high influenza vaccination uptake (with applicability across the routine
schedule) includingleadership (anamedlead), ordering sufficient vaccines,
keeping up-to-date registers of patients at risk, starting programmes early,
enabling robust call and recall, offering appointments and opportunistic
vaccination, and working with community midwives for vaccination
during pregnancy. A study in BMJ Open stated that if widely implemented
across general practice, uptake rates would increase by 7-8%.%* Financial
targets also appear to incentivise practices to work harder to maximise
seasonal influenza vaccine .>

There is however a high level of variation in how GP practices in
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Anthony Harnden, ‘COVID-19 vaccination
programme: a central role for primary care’,
British Journal of General Practice, vol. 71,
No. 703 (2021), 52-53 [link]

Simon Hodes, Sian Stanley & Azeem Ma-
jeed, ‘A national vaccination service for the
NHS in England: a proposal to be consid-
ered with caution’, BMJ, 7 February 2022
[link]

Helen Skirrow, Charlotte Flynn & Abigail
Heller et al., Delivering routine immunisa-
tions in London during the COVID-19 pan-
demic: lessons for future vaccine delivery.
A mixed-methods study’, BJGP Open, Vol. 5,
No. 4 (2021) [link]

The rollout of the COVID-19 vaccination
programme in England, National Audit Of-
fice, 25 February 2022 [link]; Helen Salis-
bury, ‘Why we should keep jabs local’, BMJ
vol. 378, no. 1852 (2022) [link]

Next steps for integrating primary care:
Fuller stocktake report, NHS England (May
2022) [link]

Simon Hodes & Azeem Majeed, ‘Building
a sustainable infrastructure for covid-19
vaccinations long term’, BMJ, vol. 373, no.
1578 (2021) [link]

Laura J Dexter & M Dawn Teare, ‘Strategies
to increase influenza vaccination rates:
outcomes of a nationwide cross-sectional
survey of UK general practice’, BMJ Open,
Vol. 2, No. 3 (2012) [link]
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Tim Crocker-Buque, Michael Edelstein &
Sandra Mounier-Jack, ‘A process evaluation
of how the routine vaccination programme
is implemented at GP practices in England’,
Implementation Science, Vol. 13, No. 132
(2018) [link]

Improving Immunisation Uptake Team
Initiative, South, Central and West (SCW)
llink]

‘When do we admit defeat?’, Pulse, 4 July
2022 [link]

Nick Bostock, Last-minute expansion of
COVID-19 and flu jabs threatens ‘severe
problems’ for GPs’, GP Online [link]

Emma Bower, ‘BMA raises ‘serious con-
cerns’ about GP workload and funding for
autumn COVID boosters, GP Online [link]

See for instance, case study in Western
Isles indicating 6% increase in uptake:
Vaccination Transformation Programme in
Remote and Rural Western Isles’, Health Im-
provement Scotland [link]; On concerns, see
Henry Anderson, ‘GPs question transfer of
vaccinations to health boards’, Healthand-

care.scot, 1 November 2021 [link];

Esmé Pringle, ‘National vaccine system a
“challenge” for rural areas’, Healthandcare.
scot, 26 November 2021 [link]

England implement programmes.®® A July 2018 study undertaken by
South, Central and West (SCW)’s Improving Immunisation Uptake Team
Initiative explored variation in uptake across the Thames Valley Child
Health Information Services (CHIS). Their findings were as follows®®:

1. Many practices did not have a clinical/admin immunisations lead.
Even in practices where there was a named lead, their role and
responsibilities were not clearly defined;

2. Many Practice Nurses (and some Practice Managers) were unaware
of their immunisation uptake rates;

3. Vaccines being given too early was commonplace in some
practices;

4. Availability and flexibility of immunisation appointments was a
common challenge identified by both staff and parents;

5. Many practices did not fully understand the role of Child Health
Information Services and their processes/data requests;

6. There was a recognition that more effective programmes for GPs
to work with other providers, such as school nursing teams (and
wider educational leadership) were required

Increased demand for GP services has prompted a debate about whether
suspending “non-essential work” in general practice in order to undertake
vaccination campaigns is appropriate. In a recent editorial in Pulse,
“vaccinations” were cited as “one of the chunks of work” which GPs ought
to consider a “necessary sacrifice” to reduce unsustainable workloads.*’ In
some instances, swift changes to the national approach in recent years has
added pressure upon GP services to adapt delivery models and to conduct
call and recall at particularly short notice.®® Other factors that will influence
the ability to maximise the role of general practice include payment for
vaccination (practices will now receive a £10.06 item of service fee for
Covid-19 vaccinations, whereas in previous phases they received £12.58
per jab, whilst practices will also no longer receive additional payments
for care home vaccinations).®

In Scotland, an alternative ‘hub’ model approach was introduced
in 2018 with the explicit purpose of reducing GP workloads. Some
queried moving the programme across to health boards wholesale, and
development of the scheme has been partially delayed by the pandemic,
yet it has already demonstrated some success in boosting uptake, whilst
also revealing challenges in introducing a more centralised service.”” Argyll
& Bute HSCP for instance had to apologise for “a considerable number of
errors in communication of available clinics and appointment letters” that
led to public "uncertainty, anxiety and inconvenience” in October 2021.”!

Ultimately, a new balance between supporting the holistic care general
practice provides coupled with a greater proportion of transactional
vaccinations take place across some programmes may be required, but
we have concluded that it would be unwise to replicate the Scottish hub
model in England at the present time.
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Box 2. How is General Practice Reimbursed for Inmunisation

In 2004, the new General Medical Services (GMS) contract defined vaccination
and immunisation as ‘Additional Services’: one for childhood vaccinations; and
the other for adult vaccinations. All routine childhood immunisations, travel
vaccines, a small number of adult vaccines were included. Practices could
choose to opt out of the delivery of these services, but a reduction in the Global
Sum (of 1-3%) resulted. Additional Services supplemented by two Directed
Enhanced Services (DES): the Childhood Immunisation Scheme and Seasonal
Influenza vaccination more recently.

From April 2021 however, the 2021/22 GP contract saw vaccinations and
immunisations become an essential service with item of service fees set at
£10.06, and four new indicators covering vaccinations and immunisations
added to the Quality and Outcomes Framework (QOF), replacing the childhood
immunisation DES.”?

In sum:

1. A ‘global sum’ capitation payment that is not related to activity,
designed to fund ‘structural costs’ for all services provided by the
practice based on size.

2. An ‘item of service (l0S)’ payment of £10.06 for each vaccination or
immunisation given to a patient’s.

3. A set of three Quality and Outcomes Framework (QOF) indicators
which award payments based on thresholds. The effect of these
changes creates jumps in payment at 80%, and larger jumps at 90%
and 95% (the WHO target).

These stricter targets have seen some GP practices better renumerated for
their immunisation activity, but some practices also stand to lose in income
from child immunisations. It was recently reported that one practice is set to
lose £66,000 a year.”* Some GP practices have threatened to reduce or to
avoid delivering immunisations as a result.”®

Community pharmacy

Community pharmacy represents — as a recent analysis puts it — “a
strategically important setting with great potential to deliver services
aimed at promoting health, and preventing disease”.”® In many countries,
community pharmacy is the most accessible healthcare provider to the
general public: they are available without an appointment; are open
evenings and weekends; are located for the majority of the population
within a twenty-minute walk; and access is greater in areas of highest
deprivation, meaning there is ‘a positive pharmacy care law’.”” As both
retail outlets and care settings, with over 11,500 currently in England,
these settings located on high streets or in supermarkets or shopping
centres, provide accessible, essential services (such as medication
dispensing) and enhanced services (such as vaccination).”® In recent years
they have increasingly been commissioned to provide seasonal flu and
adult pneumococcal (PPV23) vaccines (and more recently, COVID-19
vaccination).”” Many pharmacies will also offer private vaccination
services, with a focus on travel vaccination.
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Policy makers have long seen the benefit of offering routine vaccinations
‘on the high street,” as an accompaniment to the work of general practice.®
In both the Republic of Ireland and Canada, community pharmacy has
become an integral part of campaigns with pharmacists participating in
“planning, pharmacy regulators provide clear guidance on vaccination
management and vaccinations are equitably refunded through public
health systems”.®' This is not yet commonplace internationally, however.
A 2016 study from the International Pharmaceutical Federation shows the
great international variability in the roles and responsibilities pharmacists
play.®?

Indeed, in England barriers to boosting the role of community pharmacy
remain. Pharmacists are not commissioned by NHS England deliver more
than a small number of vaccines.®’ Rather than seamless cooperation, there
are challenges with —as the Murray Review put it — “poorly developed local
relationships between professionals...[which] inhibit[s]...integration
and wider engagement.”® GPs have raised concerns about the potential
negative impacts on clinical management, data flows, funding for
practices and efficiency of service delivery due to ‘vaccine wastage’ when
immunisation occurs in community pharmacy.® But these challenges are
not exclusive to England. A recent study from Switzerland found a lack
of uniform regulation for vaccination in pharmacies posed challenges for
interprofessional cooperation.®®

A recent study in the Journal of Public Hedlth which identifies twenty-
eight evaluations of pharmacy immunisation programmes in the UK
finds “weak evidence of widening access to individuals who had not
previously been vaccinated”. Whilst the evidence found that pharmacies
were deemed acceptable and convenient venues for vaccination, their
cost-effectiveness was not assessed.®” Another study in the British Journal of
General Practice which examines the contribution of community pharmacy
toward influenza vaccination in Wales found that pharmacy reached
younger at-risk individuals, in whom vaccine uptake was lower in
greater proportion than influenza vaccination programmes as a whole.
Extended opening hours and urban locations were positively associated
with the number of vaccinations given, although pharmacists interviewed
reported that “workload, vaccine costs, unforeseen delays, lack of public
awareness, and GPs’ views of the service limited their contribution.”
Pharmacists, aware of the potential for conflict with GPs, moderated their
behaviour to mitigate such risk. Another study finds that pharmacy flu
vaccination services complement those provided by GPs to help improve
overall coverage and vaccination rates in at-risk groups, with services
highly accessed by consumers from all socio-demographic areas, and
particularly attractive to carers, frontline healthcare workers, and those
of working age.*® Another study found an increase in vaccine coverage
when pharmacists were involved in the immunisation process, regardless
of role (educator, facilitator, administrator) or vaccine administered
(e.g., influenza, pneumococcal), when compared to vaccine provision by
traditional providers without pharmacist involvement.®” Evidence suggests
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pharmacists can also play a key role as information counsellors, supporting
patients with vaccine hesitancy. *° A study of a London-based pilot found
that pharmacy-administered flu vaccine doses costed the NHS up to
£2.35 less than a dose administered at a GP, with potential for improving
convenience for vaccine recipients. However, that same study also found
“the use of two separate recording systems leads to time-consuming data
entry and missing vaccine record data.””' As the Murray Review found,
the “greater digital maturity and interconnectivity to allow pharmacy staff
to see, document and share clinical information about patient care with
the clinical records held by other healthcare professionals” is required.”*

School Age Immunisation Services (SAIS)

School Age Immunisation Services (SAIS) are commissioned by NHS
England Regional teams to deliver the school-age routine immunisation
schedule and also to visit schools during the Autumn Term to offer flu
vaccination.” Providers are contractually responsible for the following
programmes: Human Papilloma Virus (HPV), Diphtheria, Tetanus and
Polio (Td/IPV), Meningococcal ACWY (MenACWY), Measles, Mumps
and Rubella (MMR) and Flu Nasal Vaccinations.

Most effectively deployed, clinical work is supported by the delivery
of lessons to promote the importance of immunisation, with schools
nominating a staff member to act as a link person for the SAIS. It is not
clear how widespread this best practice currently is, however. Typically,
the nominated teacher will help coordinate preparatory lessons and the
planning and delivery of the services, including the consent process,
which typically requires verbal or written confirmation from a parent
or guardian for a child or adolescent aged under the age of 16. By law,
some young people can be mature enough to provide their own consent,
and therefore the Gillick competence can determine whether a child can
be considered competent enough to understand the benefits and risks of
vaccination.”

Evidence from a wide range of studies shows that school-based
vaccination is effective in achieving high uptake and completion rates
(and, when commissioned, can effectively support the delivery of catch-
up doses such as for MMR).”® Research also reveals that school-based
vaccination is successful in reducing the burden of disease in the wider
community.”®

Local Government

Local Government has — following the Health and Care Act 2012 — had an
expanded responsibility to lead on major health issues. Each unitary Local
Authority (LA) must employ a specialist Director of Public Health (DsPH).
These individuals are accountable for the delivery of their authority’s
public health duties, with a remit for health improvement and health
protection. As of September 2021, there were 135 DsPHs across 153 LAs
(in several instances, such as in Northamptonshire, two LAs have entered
into shared arrangements to optimise the public health offering).”” For
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screening and immunisation programmes, DsPHs are expected to provide
appropriate scrutiny and challenge to arrangements, alongside advocating
for interventions which reduce health inequalities.”®

On the one hand, DsPHs have a formal role in the local public health
system; they have helped guide and shape the response within regional
and local emergency structures and committees. On the other hand, they
engage a wide range of stakeholders, including across local communities,
facilitating vital social support.”” The recent pandemic demonstrated the
value of this convening power.'?

In his recent review of approaches taken to support the rollout of
COVID-19 vaccines, Nicholas Timmins says that “local authorities
did many things, from the seemingly small — for example, suspending
yellow lines and parking bays outside vaccination centres — to finding
vaccination sites, supporting mobile vans (see Box 8 of an example of
such working, predating the pandemic), and leading big drives to build
trust in the vaccine and spread the word.”'"" Positive engagement with
local government enabled the best use of local assets to boost uptake —
particularly the use of traditionally non-medical spaces, such as leisure
centres or faith centres. There is a risk however — both due to a declining
urgency post-pandemic, coupled with shortages in local public health
expertise which could undermine the positive steps taken during the
pandemic.

Box 3. A ‘Mobile Clinic’ - Slough Borough Council

e Slough Borough Council supported a local partnership, involving the
fire service and school aged immunisation team, to run pop-up, mobile
vaccination clinics across the borough.

e A first clinic was run from late 2018 from the Royal Berkshire Fire
and Rescue Service’s outreach van, visiting a leisure centre and
supermarket to encourage primary school children who had not yet
been vaccinated against flu to be immunised.

e The service was staffed by the school immunisation team, run by
Berkshire Healthcare NHS Foundation Trust (BHFT), along with fire
brigade officers and supported by the council’'s health public health
team.

e The clinics had a mixture of bookable appointments and walk-ins.1°?

e Around 100 children were vaccinated at two sites, as well as fire safety
and oral health messages

How and why it worked
e Effective and accurate data helped pinpoint locations with low uptake

e Qutreach groups addressed the concerns of local communities, where
vaccine confidence issues were more prevalent
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Box 4. International Best Practice: Delivery Models

Healthcare centres &
(€123

Mass vaccination
centres

Community Pharmacies

Drive-through, walk-in
delivery

Mobile services

Sweden administered vaccines in healthcare
centres as well as dedicated vaccination centres.

In Australia, COVID-19 vaccines administered
in vaccination clinics, GPs, and participating
pharmacies?é8.

All countries deliver their routine childhood
immunisation in family healthcare centres, GPs,
or ‘well-baby’ centres.

In Israel, all routine vaccines are given at “Tipat
Halav” family care centres (Tipat Halav is a centre
that provides health and medical services in
health promotion and prevention for pregnant
women, infants, and children from birth to 6
years) and at schools free of charge. 73

In Sweden, children are offered vaccinations
within the framework of the child health services
at ‘well-baby clinics’ (“Barnavardscentral”,

BVC), whereas vaccine during school-age are

the responsibility of the school health services
(“Elevhalsan”)174

Israel and Portugal used mass vaccination
centres. In Portugal, they made use of large
sports facilities to set up a “production line” of
vaccinators to speed-up vaccinations.%®

UK and Australia both authorised pharmacies to
deliver COVID-19 vaccines.

In Australia, Israel'”?, Portugal, and Switzerland'”?
it is possible to access vaccines through walk-in
vaccination sites without a need to book.

For instance, in Portugal, some cities set up
drive-through and walk-through delivery
models!¢’. The comfort and safety of the drive-
through system adds to the ease of access

to these facilities for many users, especially

for elderly people unable to walk to mass
vaccination sites. The Municipality of Porto

also passed a regulation to support taxi rides to
transport the elderly to and from vaccine centres
with 4 Euro round trips.%4

In Basel, Switzerland, the elderly in nursing
homes received vaccines through mobile teams
that visit all nursing homes on an ongoing basis*7°.

103.Michael Bruxo, ‘Faro opens new vaccina-
tion centre near sports pavilion’, Portugal
Resident, 7 February 2022 [link]

104.‘Taxi transportation to vaccination centres
will get second budget allocation of 120
thousand euros’, Porto.pt, 23 July 2021
llink]
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Chapter 2: How have
recent outbreaks impacted
immunisation policy?

2.1 The Impact of COVID-19

The pandemic has significantly impacted national routine immunisation
programmes. Globally, the WHO and UNICEF have recorded the largest
decline in childhood immunisation in 30 years. The percentage of
children receiving three doses of the diphtheria, tetanus and pertussis
(DTP3) fell 5% points between 2019 and 2021, equivalent to 23 million
children missing out'?. Early in the pandemic, advice from the JCVI stated
children should continue to receive vaccinations however, restrictions
placed on movement and non-essential travel did result in a decline in
uptake. School closures also forced the operational delivery of all school-
aged immunisation programmes to pause temporarily. For instance, the
adolescent Td/IPV vaccine coverage amongst the Year 9 cohort dropped
significantly to 57.6% in 2019/2020, from the pre-pandemic levels of
87.6% in 2018/2019.'%

Graph 4 shows the change in childhood immunisation coverage pre-
pandemic (Jan-Mar 2020) and during (Jan-Mar 2022) across the four
devolved nations. In general, Wales had the highest declines across the
five selected routine programmes. PCV booster coverage saw the sharpest
decline in all countries, with Wales and England witnessing a fall of 1.7%
and 1.6% respectively. Scotland however saw an increase in immunisation
coverage in all programmes apart from the PCV booster. A study in Scotland
also found similar trends—with differences ranging from 1.3% for first
dose 6-in-1 vaccine to 14.3% for second dose of MMR. * The study stated
that although it was not possible to identify the causes, flexible working
during lockdown may have made it easier for parents to attend vaccination
appointments. Other reasons could include easier access to vaccination
centres and mobile centres as well as direct communications with families
to remind their upcoming vaccinations schedules.
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Graph 4. Change in childhood immunisation coverage between
Jan-March 2020 to Jan-Mar 2022
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Source: Cover of vaccination evaluated rapidly (COVER) programme, quarterly data,
NHS Digital [link]

Coverage similarly dropped for adult immunisations, such as Shingles
(recommended for those aged between 70 and 79).'"

The public health impact of slow catch up on immunisation coverage
is substantial. To quantity this impact further, we undertook two case
studies to better understand and demonstrate the public health impact
to reduced uptake and delay in terms of incidences and mortalities. We
found that by increasing the coverage of two doses of MMR (measles)
from the current 87% to WHO’s target of 95%, an estimated 936 cases a
year could be prevented (See Box 4). We also estimate that an increase
from the current 65% to 85% uptake of shingles vaccine could prevent
4168 cases of shingles, 1370 cases of PHN, and 75 hospitalisations
annually (See Box 5).

Box 5 - Impact of a slow catch up: Measles

After several decades of rising coverage, the past decade has witnessed multi-year
reductions in core childhood vaccines such as measles, mumps, and rubella (MMR)
and diphtheria, tetanus, pertussis and polio (DTaP/IPV) vaccines. These reductions in
coverage are of particular concern because of the considerable rise in measles affecting
other European countries.'?® Between 2016 and 2018, an average of 72 measles cases
in the UK are imported, mostly from Europe, and initiated outbreaks of different
scales'®”.

To estimate measles incidence, we used a linear regression model to predict measles
cases based on the region’s MMR coverage rate using data from 2013 to 2019. The
regression analysis estimates that if measles coverage remains at a current level (as of
date 30 Sep 2021) of 87%, the estimated incidence of measles would be 1,026 (+ 2.98)
per year, whereas the figure reduces to 90 (+ 2.98) when the coverage rate is set to 95%.
That is, by increasing MMR second dose uptake to 95%, there is a potential to prevent
936 measles cases per year.

Table 5. Summary of estimated outcome

87% coverage 95% coverage Difference
Number of cases 1026 90 936

0.4%

B |
MenB booster

-0.6%
-0.8%0.8%

-0.7%
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Box 6 - Impact of a slow catch up: Shingles

Live attenuated herpes zoster (HZ) vaccination was first used on 1 September 2013,
in 70-79-year-olds. The average vaccination rate for shingles in 2020/2021 was 65%.
Furthermore, Shingles coverage rates were 40.6% as of March 2022. The pandemic
has further exacerbated the low uptake of shingles vaccine. While shingles is rarely
life-threatening, resulting pain can be constant and severe, drastically decreasing the
quality of life and sometimes, resulting in hospitalisation.

This exercise estimates the difference in annual cases of HZ between a coverage rate of
65% (current average as of 23 March 2022) and 85% in England in year 2020/21 (latest
statistics). The population included in the study is that aged between 70 and 79 years
old, as the vaccine is currently only administered to those in this age group. We also
estimate the annual cases of hospitalisation, deaths, and Quality-Adjusted Life-Years
Loss due to HZ and Post Herpetic Neuralgia (PHN).

Results

Table 6. 3 Estimated public health outcomes with 65%, 75%, and 85% shingles vaccine
coverage (population aged 70-79)

Coverage f;:;ﬂ V4 Est. total PHN Est. total Est. mean days Est.

Rate Incidence incidence Hospitalisation  in hospital mortality
65% 41931 5823 751 9417 5.00
75% 39847 5138 714 8949 4.00
85% 37763 4453 677 8481 4.00

Table 7. Summary of Estimated Outcomes (population aged 70-79)

Comparison between 65% and 75% coverage

Comparison between 65% and 85% coverage

HZ cases PHN cases Hospitalisation Hospitalisation
averted averted cases averted days averted Deaths averted
2084 685 37 468 1.00

HZ cases PHN cases Hospitalisation Hospitalisation
averted averted cases averted days averted Deaths averted
4168 1370 75 936 1.00

e The results show that increased coverage of the shingles vaccine in the
population aged 70-79 from the current 65% to 75% would decrease total HZ
cases by 2,084 per year.

e The difference is doubled if we increase the coverage rate to 85%. At this
higher coverage rate an estimated total of 4,168 HZ cases would be averted
per year.

e Interms of PHN, increasing coverage by 10% would result in 37 less cases of
PHN and 75 cases if uptake is increased to 85%.

¢ Interms of hospitalisation, shingles coverage of 75% would prevent 468 cases
of hospitalisation caused by HZ and avert on average one death per year (from
an estimated average of 5 deaths per year). If we increase the coverage to
85%, the figures are estimated to be 936 days of hospitalisation and one death
averted.
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2.2 A Cost Analysis of Vaccine Delivery Across
Different Sites During COVID-19

The choice of vaccination sites has implications for accessibility, trust,
safety and equity. Pop-up services may be highly effective in increasing
accessibility and convenience (whilst removing the need to book), but
creates a system that is more transactional, whilst there are additional
complexities to administering vaccines beyond traditional clinical settings.

In Graph 5, the National Audit Office’s recent report on the economic
evaluation of COVID-19 rollout broke down the demographic composition
of those vaccinated across three different channels: hospitals — despite
bearing the highest vaccination costs per dose delivered''® — played an
important role for the population over 80 years old and frontline workers;
local vaccination services on the other hand were the most popular and
cost-effective vaccination sites across all age groups—between 60% and
97% of population received their vaccine through either general practice,
community pharmacy, or other mobile options. Mass vaccination centres
were anticipated to be the main hub for COVID-vaccination, delivering
between 1% to 37% of doses across all groups and being the most widely
used route for those aged 65 years and below.

NHS England initially planned on the basis that 41% of vaccinations
would be delivered at vaccination centres; 56% by GPs and community
pharmacies and 3% in hospitals. By the end of October, only 21% of first
and second doses had been delivered at vaccination centres and 71% by
GPs and pharmacies (mostly in general practice, where 56% of doses were
administered).

Graph 5. Percentage of vaccine doses delivered for each priority
group by delivering model in England, December 2020 to October
2021

Local vaccination services delivered the majerity of COVID-19 vaccines for all priority groups

Dosages delivered (%)
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Table 8 Illustrates these cost differentials. Vaccination centres have a higher
unit cost, given it is necessary to establish new clinical facilities, such as
short-term leases of venues where NHS-owned venues are not available.
Recruitment and training of temporary extra workforce to support the
administration of vaccines also increased variable costs. Some programme
costs cannot be easily quantified as some aspects of the programmes relied
on goodwill and support from a variety of individuals and organisations
that served as volunteers, or provided venues for free or at reduced
rates, meaning some costs would likely be higher were the vaccination
programme to continue as part of the routine programme.''' Pop-up
services are also more costly, as there is a need to establish new clinical
facilities, such as renting buses or pop-up venues. The recruitment and
training of temporary extra workforce also added extra costs, although
during COVID-19 much of the work was carried out with the support of
voluntary sectors, such as by St John Ambulance.

Table 8. A Comparison of Different COVID-19 Vaccination Sites

111.The rollout of the COVID-19 vaccination
programme in England, National Audit Of-
fice, 25 February 2022 [link]

112.The rollout of the COVID-19 vaccination
programme in England, National Audit Of-
fice, 25 February 2022 [link]

113.Ibid.
114.1bid.
115.1bid.
116.1bid.
117. Ibid.
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2021) pproac vaccines
Vaccination Mobile 21% GPs, practice Weak £34 (NAO,
Centre population (18- nurses, 2022, 50)
64)112 pharmacists,
Volunteers
Hospital Hubs | Frontline 8% Physicians, Medium
workers, practice nurses
population £18 114
needing
secondary,
tertiary scare,
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80 113
Local See below 71% (GPs GPs, practice See below | £24 115
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centres (incl. for 56%) pharmacists,
GP surgeries)
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General Infants and 56% (44.5 GPs, practice Strong £24116
Practice children; million) nurses
general
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Community General 15% Pharmacists Medium £24117
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immobile nurses, £5.29 per
Mobile population pharmacists, vaccine
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Durham)
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A cost and outcomes comparison shows that each of the delivery sites are
best placed to deliver different vaccination for different population groups.
GPs are the most suitable setting for delivering pre-school immunisations
with their ability to provide comprehensive, holistic care. Areas with
historically underserved populations may find value in mobilising pop-up
services to achieve greater coverage.

Immunisation policies need to allow for the differentiation of
services based on local characteristics and needs and greater flexibility in
immunisation sites options in order to achieve improved outcomes (high
coverage and equity) with the lowest costs.

Pop-up or mobile vaccination sites

Typically, mobile, temporary (or ‘pop-up’) vaccination clinics aim to
improve access and maximise vaccine uptake in communities with low
coverage rates (or those where low coverage is anticipated). A case study
from Durham County Council (p. 84) revealed that the cost of delivering
the COVID-19 vaccine is estimated to be £5 more than those delivered
in general practice. In general, NHSE will provide funding to support
reasonable additional costs incurred if contractors organise vaccination
sessions off the pharmacy premises, given that there is no other venue that
has already been paid for either near or at the same place or other NHS
vacant space.''® Although the average cost of pop-up and mobile services
are higher, additional cost is justified by vaccinating those that are not
otherwise able to access vaccination, who tend to be the most vulnerable,
immobile, or have frequent contact with the healthcare system.

Careful consideration will therefore be required if such an approach
is adopted more widely to ensure cost effectiveness. A four-day festival
organised in 2021 to encourage young people in Fast London to get
vaccinated against Covid saw just 435 people jabbed. The event in
Langdon Park cost Tower Hamlets Council £237,000 to put on, meaning
each vaccine delivered cost £535 — evidently a poor return.'"”

2.3 Monkeypox
The recent outbreak of monkeypox (where 98% of the cases are amongst
gay, bisexual and queer men) has provided a different health protection
challenge compared to the mass population model required for COVID-19.

UKHSA has prioritised ‘men who have sex with men’ for vaccination
— at greatest risk are those with multiple sexual partners, group sex
participants or attendees at venues such as saunas.'”® Cases have been
highest in London, and therefore, sexual health clinics have been deemed
the lead organisations for vaccination delivery. Pilots were also introduced

118.Flu vaccination - Funding and claiming pay-

during July and August 2022 at sexual health clinics in trusts, including ment, Pharmaceutical Services Negotiating

Chelsea and Westminster and Central and North West London to maximise Committee [link]
119.‘Covid vaccine festival cost £535 per per-

reach. These sites are optimal — given the wider set of supportive services son jabbed, BBC News, 6 April 2022 [link]

they can also provide — but have also meant there has been difficulty in 120.Smrithi. Rallapalli, Mohammad S Razai,
. . . . . . Azeem Majeed & Simon B Drysdale), ‘Di-

signposting users to right information (and services) as a result. Some have agnosis and management of monkeypox in

primary care’, Journal of the Royal Society of
Medicine, 7 November 2022 [link]
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121.Angela Eagle, ‘We must treat monkeypox
as a public health emergency to avoid it
becoming endemic in the UK', The House, 8
August 2022 [link]

122.Megan Ford, ‘Smaller doses of monkeypox
vaccine to be piloted amid limited supply’,
Nursing Times, 22 August 2022 [link]

queried the light touch approach from national authorities, with “each
sexual health clinic organising and prioritising patients their own way”,
with disparities in access as a result”. One Member of Parliament called for
the introduction of a ‘monkeypox tsar’ to coordinate efforts.'*' Supply has
also proven a challenge. As a result, the JCVI has recently recommended
‘fractional dosing’ to enable more people to receive some protection.'**
Cases have declined in recent weeks, but the experience overall shows the
challenge of coordinating vaccination campaigns across Government at a
time where ministers have competing demands.
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Chapter 3: A reformed approach
to vaccination and immunisation
programmes

This chapter looks at all functions of a successful immunisation
programme and proposes a series of suggestions which should be taken
forward. Some proposals will be easier to implement (and indeed, there
are many examples; others require more fundamental structural change
and resource. We will delve into six key elements of immunisation policy,
which constitute the following five sub-sections of this chapter:

1. Governance and Delivery Models: We explore the potential to
establish a National Immunisation Service (NIS) with a centralised
booking offer for citizens, whilst considering the benefits associated
with separating the policy and operational planning of screening
and immunisation services within NHS England. We clarify the
differing needs of vaccine programmes: with a need to ensure
that childhood vaccinations continue to be delivered — largely
— in general practice through the expert supervision of nurses.
For adult vaccination, we propose piloting a new delivery model
to allow local areas to co-create an optimal model to maximise
equity, accessibility, and efficiency. We propose piloting three
place-based ‘Vaccination Collaboratives’, which would bring
together relevant immunisation providers to collectively deliver
immunisation programmes.

2. Data: We explore the role for an immunisation information
system which supports all immunisation providers, and to enable
a ‘single version of the truth’ for the healthcare workforce to
monitor progress and mobilise targeted interventions in a timely
and accurate manner.

3. Workforce: Experience and capacity in the healthcare workforce
is a rate-limiting factor in the success of immunisation campaigns
and continues to be one of the greatest limiting factors facing the
NHS in the short and medium term.

4. Engaging Citizens: Users of the immunisation services should be
placed at the centre of programme design and delivery to maximise
accessibility of services and information, which in turn contribute
to increase vaccine uptake. We advocate improved access to health
and immunisation records through NHS App to empower users to
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become active participants in their own health.

5. Assessment and Regulations: Several recommendations are
made to strengthen the workings of JCVI. These include a greater
horizon scanning function and more active public and business
involvements that could improve the transparency and processes
of the widely-respected JCVI.

3.1. Governance and Delivery Models

“Immunisation struggles from fragmentation...and a significant disconnect
between the centre and actual local delivery”

Semi-structured Interview participant 2022

Clarification of leadership and responsibilities across vaccines
policy

Recommendation. The Government should set out plans to clarify
the national governance and leadership structures for immunisation
policy.

The objective is to recognise the complexity of health protection
functions, but to clarify responsibilities and to refresh lines of accountability
for the delivery with the vaccines minister accountable for overall
performance. The existing tripartite arrangements with UKHSA would
remain, with the future strategy and approach to industry partnerships
aligned to both the Life Sciences Vision and UKHSA'’s Scientific Strategy.
We also recommend the creation of a National Immunisation Board,
chaired by the Vaccines Minister, which would meet (at least) once every
six months to scrutinise performance against the WHO target of 95%
coverage. Over time we would expect to see consolidation of the role of
the NHS England Regions, a redeployment of resource to ICSs and more
shared policy work across NHS England and DHSC. This should be gradual
rather than immediate given the importance of the catch-up programme
and the detrimental short-term impacts that a restructure may create. The
Government should also commit to publishing a National Vaccination
Strategy in 2023 and every five years henceforth, taking a ‘life course’
approach. It should seek to ensure the recommendations of the latest
NICE guideline on improving vaccine uptake are delivered, universally.

Who is ultimately responsible for the successes and failures of
immunisation programmes? The current fragmented structure of
immunisation programmes does not allow a simple answer to this
question. However, this failure to identify a single responsible body for
immunisation programme poses a real challenge, as no single authority
can ultimately be held accountable for overall performance.

It has been acknowledged for some time that the governance landscape
for vaccinations is complex. The reforms following 2012 has created an
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interplay of organisations. Subsequent reforms, including the creation of
new bodies, have added to this process. Some of the key actors responsible
for national immunisation programmes (See Figure 2 below) include:

* Department of Health and Social Care (DHSC) — National
strategic oversight of vaccination policy in England.

* The Joint Committee on Vaccination and Immunisation (JCVI)
— An independent expert advisory committee which advises DHSC
(and whose advice the Secretary of State must adopt).

* UK Health Security Agency (UKHSA) — Provides public health
oversight of the vaccine programmes and surveillance of vaccine
preventable diseases. Other responsibilities include collecting
and publishing data on the number of vaccines undertaken,
providing clinical advice on delivery, and running procurement
and distribution for national programmes.

* NHS England — Has responsibility for delivering the national
immunisation programmes under the NHS Public Health
Functions Agreement (also known as Section 7A). Commissions
services through the GP and pharmacy contracts.

°* NHS England Regional Teams — Are responsible for
commissioning Providers of School Age Immunisation Services
(SAIS) to administer the programme in schools.

* Local Government — Councils are not directly responsible for
commissioning or delivering vaccine programmes. Through the
local Directors of Public Health they have a role in providing
scrutiny and assistance with developing local engagement plans.

* The Office for Health Improvement and Disparities (OHID) is a
government unit housed within DHSC, jointly accountable to the
Secretary of State for Health and Social Care and the Chief Medical
Officer (CMO) for England. OHID was created in October 2021
and leads on public information campaigns on vaccines.

* The Vaccines Taskforce (VTF) was created in May 2020 to meet
the desired objective of securing and then distributing a COVID-19
in the shortest possible timeframe. From October 2022, it will
become a jointly sponsored unit between the OLS and UKHSA.

policyexchange.org.uk | 63



A Fresh Shot

Figure 1 (repeated). The Current Governance Architecture of
Immunisation in England
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Interviews with mnational level decision-makers and local
implementers of immunisation programmes revealed that the
tripartite organisational reform where accountabilities are shared
between three distinct organisations ‘fragmented the delivery of the
immunisation programme’. '*’ For example, the reform delegated the
management of public health programmes to local government, and
embedded PHE-led screening and immunisation teams within local
NHS England commissioning bodies. These teams in turn had to create
effective working relationships with partners in LA Public Health Teams,
CCGs, and PHE Health Protection Teams. One interviewee from LA Public
Health Team raised the question, “who’s got that overarching leadership
and accountability?” to which he has no answer. This complexity of
organisational structures results in stakeholders having to put extra time
and effort in coordinating the delivery of immunisation programmes.

Despite the emphasis of joint responsibility, issues emerged about
how tomanage mutual accountabilities. Our interviewsrevealed different
perspectives about which organisations wielded greatest influence, with
some attributing greater command to DHSC, as the delegating authority,
and others to NHS England, for its budget assigning responsibility. There
is also a confusion about the new role of ICSs, the role of the director of
public health in coordinating local responses. In August 2020, the then
Secretary of State for Health and Social Care announced that PHE would
be abolished and that its public health functions would be transferred to
the UK Health Security Agency (UKHSA), whilst its health improvement
functions were transferred to the Office for Health Improvement and
Disparities (OHID), NHS England, and NHS Digital. Whilst there has
been logic and value in creating an explicit singular organisational focus
on health protection, this has also had the unintended consequence of
muddying the waters on which of OHID and UKSHA is responsible for
tackling health inequity.
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During interviews we challenged participants to set out suggestions
for an alternative structure. Some proposed a return to a typical vertical
hierarchy. But many were reticent to recommend wholesale structural
changes, recognising that choosing to disband, merge, or create new
organisations carries a significant bureaucratic burden and creates
uncertainty for the employed workforce.

Our view is therefore to focus upon the following areas:

¢ Clarifying Remits: During the course of its existence, Public
Health England was able to bring together expertise as an
executive agency.'”® The creation of UKHSA and OHID separates
communicable diseases from non-communicable diseases in
policy and planning. This has been described in one review as
“a serious error because, as the COVID-19 pandemic has shown
in stark terms, close links exist between them with regard to the
groups and communities who had the highest rates of illness and
death during the pandemic”, necessitating close cooperation.'**
The relationship of UKHSA with the devolved nations, each of
which has its own public health agency, must also be clarified.'*’
UKHSA already possesses a number of world-leading capabilities
— such as in genomic sequencing, but is under-powered in its
commercial expertise, necessary to enable it to make the most of
its remit. Given UKHSA manages several key national assets for the
life sciences sector, such as the recently opened Robinson Building
at Porton Down, it is vital these functions are developed.'*® There
is also a need to improve surveillance capabilities. As one of our
interviewees put it to us, the surveillance capabilities of UKHSA
should be improved so it can “go beyond reactive snapshots...to
provide a big-picture predictive view through a health protection
lens.”

¢ Strengthening Lines of Communication: Health protection
requires strong partnership working within England with regional
public health teams, ICSs, and local government. The processes of
UKHSA should reflect these partnerships, and should ensure the
integration of Local Government expertise within its functions.
There is a need to improve the current interface with local teams.
The creation of a Memorandum of Understanding and Framework
Agreement, as the Local Government Association has recently
advocated is one pragmatic mechanism that may foster closer
cooperation.'”’

Recommendation. Establish a National Immunisation Service (NIS) to
modernise vaccination services and to provide wrap-around support
to providers.

123.David Buck, ‘Public health reform: a
whole-government priority?, The King’s
Fund, 1 April 2021 [link]

124.David J Hunter, Peter Littlejohns & Albert
Weale, ‘Reforming the public health system
in England’, The Lancet Public Health, Vol. 7,
No 9 (September 2022), €797-e800 [link]

125.Ibid.

126.'New UKHSA laboratory will ‘define fu-
ture pandemic response’ with pioneering
COVID-19 vaccines and variants research’,
gov.uk, 21 February 2022 [link]

127.°A 'local first’ public health system’, Local
Government Association, 24 February 2021
[link]
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A National Immunisation Service
When the former Secretary of State for Health and Social Care, the Rt Hon
Sajid Javid MP suggested the development of a ‘National Immunisation
Service,” he kickstarted an important debate about the opportunities to
capture the learnings from Covid-19 in future vaccination deployments.'**
NHS England has since stated that “opportunities for alignment and co-
administration including catch up across all our vaccination programmes
continues” and the “development of a long-term NHS vaccination service
has commenced.” Some features have already been developed in recent
years, such as the National Immunisation Management Service (NIMS)
(profiled in later in this paper), but further plans for a future operating
model are forthcoming. '*’

An assessment of some of the trade-offs of such an approach are as
follows:

Table 9: The possible advantages and drawbacks associated with a
National Immunisation Service

Advantages Drawbacks

Access - Could enable effective scaling of
‘national booking’ across all suitable programmes.
Possibility to integrate this function with the NHS
App to create option to book, change, or cancel
vaccination appointments at a variety of settings.
Additionally commissioned services offer the
possibility of providing wrap-around services to
support existing work of primary care

Premises - Additional cost and regulatory
hurdles to clear if new or additional sites
commissioned.

Surveillance - England-wide data and coverage
information, with a single database automatically
triggering paper, text or email invitations and
reminder notifications linked to an individual's NHS
number. Much work required however to ensure
the accuracy of this information.

Workforce - A newly established national
vaccine service may recruit staff from primary
care teams, both clinical and non-clinical,
thereby further stretching staff in primary care
to manage and deliver the programme.

Information - Consolidated and consistent
information and guides on vaccination safety
and efficacy, available in different languages
and formats - including BSL, Easy Read, and
translations in foreign languages.

Possibilities to improve national communications
function to tackle vaccine disinformation and to
provide informational support and assets to local
teams

Cost - A piece recently penned in the BMJ
challenges “the government to show how this
investment in a new service would compare
in terms of cost effectiveness with a similar
investment in primary care teams.”%°

Procurement - Ability to improve the distribution
network and to create a ‘pull system’ for vaccine
supply. Ability to simplify mutual aid and to support
access to excess NHS stock (incl. support for late
changes to specifications.

Data - Significant fragmentation at present,
whilst many centrally held lists contain
inaccuracies. Centrally generated COVID
shielding lists created additional work for
GPs and their teams as they had to clean for
accuracy.

A national service would also likely require full
access to patients’ electronic medical records
which may be challenging given the current
controllership rules.'s!

R&D - Building on the work of NIMS and the
COVID-19 Registry to support partnerships
between life sciences sector and NHS, whilst
engaging service users to clinical research.
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Having assessed the advantages and drawbacks we have concluded that
bringing all vaccination delivery under a single national system of
control would be unwise. The aim of a National Immunisation Service
(NIS) should therefore be clarified at the earliest opportunity to reassure
providers that it would not represent a ‘total’ delivery model, but instead a
‘wrap-around’ service to complement work being led ‘on the ground’ by
general practice (through PCNs), community pharmacy, local government
and ICSs in developing ‘evergreen’ immunisation offers.

Its focus — we believe — should be on developing assets and capabilities
to support NHS partnerships with the life sciences sector; creating a “pull
system’ for vaccines by strengthening the role of NHS Shared Business
Services (NHS SBS) in working with providers beyond the secondary care
sector; clarifying Section 7A arrangements and those vaccines which fall
outside it; improving mutual aid between providers and boosting the
accessibility of the vaccines programme to users through a diversification
of delivery models (led by local teams); and an improved digital offer
for booking and accessing information and records. Where the evidence
suggests that national delivery models will deliver greater return on
investment and improves uptake overall, the NIS should engage in
“supplementary immunisation activities” to enable ICS to deliver upon
‘evergreen’ immunisation offers.'*?

Separating Immunisation from Screening

Recommendation. Separate the commissioning responsibilities of
screening and immunisation programmes within Section 7A to allow
each programmes to be self-managed.

“It was mad that they were put together. Screening is a diagnostic component
of a clinical pathway. Immunisation is about health protection”

Semi-structured Interview participant 2022.

How do screening and immunisation services currently interact?
Screening was combined with immunisation under a new single system
leadership in 2013. Through the arrangements delegated to NHS England
under Section 7a of the HSCA 2012, the NHS England Regions were
responsible for commissioning both sets of services on behalf of the
Secretary of State. Staff from Public Health England with specialism in
either screening or immunisation were then embedded in NHS England
Regional teams and nationally to provide accountability and leadership.'*

Within different regions, Screening and Immunisations Teams (SIT)
were established. Often employed by PHE and housed within the Health
Protection Directorate but embedded in NHS England, they support the
commissioning of all S7a responsibilities. An example of a typical structure
is shown in Fig 3.

132.C. Edson Utazi, Julia Thorley & Victor A.
Alegana et al., ‘Mapping vaccination cover-
age to explore the effects of delivery mech-
anisms and inform vaccination strategies’,
Nature Communications, Vol. 10, No. 1633
(2019) [link]

133.Immunisation & Screening National Deliv-
ery Framework & Local Operating Model,
NHS England, 24 February 2013 [link]
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Figure 3. Example structure for a regional public health team
(adapted from NHS Midlands)

Regional Lead for Screening and
Immunisation and Head of Public Health
Commissioning (UKHSA/NHS England)

Screening and Immunisation - L . L
Manager (UKHSA) - Ante- Public Health Commissioning Screening and Immunisation

Manager - Cervical and Manager - Adult and Cancer

natal and Newbord Screening ANNB (NHSE) Screening (UKHSA)

& Immunisation

Public Health Contracts

Managers + Business Support
x2

Screening and Imms Co-
ordinators x 3

Screening coordinators and
assistant coordinators x 3

Oversight of S7a is provided through a Public Health Oversight Group, led
by NHSE which provides an assessment of the commission and delivery
across screening and immunisation programmes. This is supplemented by a
S7a Assurance Meeting, which brings together senior officials from DHSC,
UKHSA and NHSE. This is the formal accountability meeting for NHSE in
its delivery of its statutory public health commissioning responsibilities.

The volumes of activity delivered through this programme are
significant. Each year around 20 million children, adolescents and adults
will be offered at least one routine immunisation. This is on top of existing
COVID-19 vaccine volumes. Meanwhile approximately 11 million new-
borns and adults are invited to participate in a screening programme.

Whilst there are similarities which underpin programme delivery,
screening and immunisation are distinct clinical disciplines. Screening is a
process of identitying apparently healthy people who may be at increased
risk of a disease. By contrast, immunisation is process by which a healthy
person becomes protected against a disease, often through vaccination.
Whilst the former is a designated element of a diagnostic pathway, the
latter is about health protection in its widest sense.

Despite their clinical differences, it is possible to see that several of
the problems facing immunisation, outlined earlier in this paper, are
mimicked in screening. The independent review of screening in England
led by Professor Sir Mike Richards concluded that the implementation of
S7a had “blurred the lines of ownership and accountability™."** Professor
Richards recommended that the delivery of screening programmes in
England should fall solely under NHS England, having observed that
the previous model of shared oversight between NHS England and the
then Public Health England made data exchange difficult and prone to
error. Patient groups with an interest in screening share similar views. In
their Computer Says No report, Jo’s Cervical Cancer Trust identified issues
with IT systems, alongside fragmented commissioning structures as
key explanations why one in four women do not attend cervical cancer
screening appointments.'*®
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The case for separation

We have heard from several interviewees that having a combined structure
for both screening and immunisations was justifiable in the 2010s but
may be deemed inappropriate as we look to the future. Others have been
more strident and suggested that they were always poor bedfellows.

The case for change is as much about future proofing as to address
current problems. We know that screening is set to change in many ways
over the coming decade. The advent of more precise technologies will
mean that those at higher risk of a condition can be targeted. Thanks to the
genomic revolution, polygenic risk scores will become more accurate and
could help inform clinical intervention. We may also see mass population
screening programmes, from whole genome sequencing at birth to the
ongoing GAIL pilot is exploring the potential to use routine blood testing
to detect early cancer in people without any symptoms.'*¢

Urgent changes will be required to the screening programme. This will
need investment, at least up front, and consume significant portions of the
scarce change management capacity across the NHS. As we will explore
later in this chapter, vaccines are also evolving with a suite of exciting
new candidates. Taken together this would represent an optimal moment
to separate the two in policy planning, each with their own dedicated
leadership structure. We believe it is a separation that would carry mutual
benefits for both parties, and signal that both are too important to be
competing against each other.

Delivering this change will require close dialogue between NHS
England, DHSC and UKHSA, to ensure that the necessary capacity has been
identified. Policymakers must also be live to unintended consequences
— for example ensuring a strong interface is maintained between HPV
vaccination data and cervical cancer screening, given the interrelationship
between these two programmes.

In reviewing S7a, the Government and NHS England should review
gaps in provision. At the moment there are several vaccines which are
either indicated according to the Green Book or within clinical guidance
which do not fall under S7a programme delivery. According to a paper by
Junghans et al. (2018), these are found in broadly four areas:"*’

1. Incomplete vaccination schedules requiring completion, for
example MMR in a teenager;

2. Vaccination of particular at-risk groups as recommended by the
Green Book, for example pneumococcal vaccination for HIV
patients, hepatitis B vaccine for a partner of a person infected with
hepatitis B or patients with certain long-term conditions;

3. Outbreaks of vaccine-preventable diseases where UKHSA
recommends mass vaccination as a response, for example MMR
within prison;

4. As part of individual treatment, for example tetanus vaccine in
someone with incomplete immunity following a road traffic
accident.

136.'NHS to pilot potentially revolutionary
blood test that detects more than 50 can-
cers’, NHS England, 27 November 2020 [link]

137.Cornelia Junghans, Kerry Lonergan, Cath-
erine Heffernan & Kenny Gibson, ‘Vacci-
nations not covered under Section 7a: who
pays?’, British Journal of General Practice, Vol.
68, No. 667 (2018), 92-93 [link]
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There are a range of further examples too, including patients who have
had bone marrow transplants and require a full course of new vaccinations.
Ultimately, these current gaps in provision come down to ‘who pays for
what’. The costs for these vaccines cannot be claimed under S7a, and
therefore former CCGs tended to absorb the costs, patients incurred costs,
or the choice was made for the vaccine not to be administered at all. The
consequence is that some patients across England with health needs are not
being adequately vaccinated due to confusing funding arrangements, nor
is uptake effectively measured. A recent roundtable with immunisation
experts identified the need for clearer guidance on the arrangements for
dealing with disease outbreaks."** A recent, relevant example is the increase
in cases of diphtheria amongst asylum seekers and refugees. UKHSA has
issued guidance recommending healthcare staft involved with supporting
new arrivals complete immunisations as per the UK schedule.'’

Policy Exchange propose that new guidance is issued by NHS England,
coupled with a backstop mechanism to address immunisations expected
to be provided within clinical care but which do not currently fall under
S7a programme delivery.’ Necessary uplifts would be made to the annual
vaccines budget to enable providers to be reimbursed. This should be
accompanied with greater transparency over the budget for immunisation.
Currently, the total Section 7a budget is revealed, but this is often topped-
up by NHS England, meaning discrepancies year-on-year in reporting.
This will be of increasing importance as the complexity of screening and
immunisation programmes increases over time.

Vaccination Collaboratives

Recommendation. NHS England should announce a pilot scheme
(in three places) for assessing a singular block contract payment
model for vaccination by allowing the development of ‘Vaccination
Collaboratives.’

“In any field, improving performance and accountability depends on having a
shared goal that unites the interests and activities of all stakeholders. In health
care, value is defined as the patient health outcomes achieved per dollar spent.
Value should be the preeminent goal in the health care system because it is what
ultimately matters

Michael Porter, Harvard Business School

A central idea in this report is to create a new organisational form to
deliver vaccines: the Vaccine Collaborative. We have heard throughout
our research that local healthcare organisations want to have greater
power and agency to protect their populations in the way that best suits
them. The social geography of place is fundamentally important, and
service delivery footprints need to match those which make sense to local
populations. We have also heard complaints about the current payment
system. Central Government suggests that it is distorted towards certain
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providers, whereas some providers feel the latest set of payment reforms
and creation of immunisation as an essential service, are inflexible to
geographical and demographic differences between areas.'*’

Evidence also suggests that major reforms from the centre — even when
grounded in good evidence and well intentioned — can often lead to
unintended consequences. As we described earlier, citizens are sensitive to
changes in how they access public services. Moving vaccination delivery
from one site to another could be based on convincing pilots or case studies
from outside of England — but attempting to roll out a single solution
across a population of 60 million people will not work.

Our proposal intends to respond directly to that perspective. We know
that the Provider Collaborative model is growing in importance across
secondary care (see Box 6), and alongside this we are seeing a movement
towards new forms of blended payment. These combine a block element
with a gain and risk share element to reflect progress towards objectives.
Uncoupling the payment system from raw activity delivered (asis currently
done through item of service payments) does carry risks. As we have set
out in earlier research, in areas such as elective care there is likely to still
be a strong role for payment by results (PbR)."*!

Box 7. What are Provider Collaboratives?

NHS England define provider collaboratives as two or more NHS trusts/
foundation trusts working at an appropriate scale across places to join up
services.

How we got here: The mental health Vanguard programme in the mid-2010s
highlighted the benefits of different providers locally working together to solve
problems.'*? This led to the emergence of NHS-led provider collaboratives in
2020 - groups of providers in specialised mental health, learning disability and
autism services. Some benefits have already been felt. In one example - the
Eating Disorder Collaborative in the West Midlands - commitments to share
residential capacity meant a dramatic reduction in out-of-area placements,
with 34 patients moved back within the footprint in 2021 alone. The money
saved has been re-invested in community services.'*?

Looking forward: As of July 2022, most NHS trusts are required to be part of
a provider collaborative. Broadly these changes sit outside of the legislative
proposals in the Health and Care Bill and have therefore attracted little
scrutiny. Some researchers have identified possible tension between the
role and function of provider collaboratives and the integrated care system
architecture. Careful attention will need to be paid to governance, geographical
footprints, and culture to ensure that the model is successful.'4*

The principles for establishing a Vaccine Collaborative would be as follows:

* A group of providers (at least two or more organisations) would
come together working at scale across a defined place (circa
250,000 population) with a shared purpose to achieve high
vaccine coverage rate and make most efficient use of workforce,
and data.
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* The Vaccine Collaborative would assume responsibility for
delivering all immunisations for the eligible population within
that area.

* There would be no restriction on the representation of different
partners in the system. We would for example envisage a
greater role for local authorities to be involved in the delivery
of immunisation alongside the current assurance role. Voluntary
sector organisations (e.g., St John Ambulance) could be a local
delivery partner.

* The lead provider would need to be a primary care organisation.
This would typically comprise a larger GP practice, Federation
or Primary Care Network. Further organisations would be sub-
contracted. The lead provider would have ultimate responsibility
for ensuring sufficient performance indicators are met on coverage
and affordability.

* In return, payment for vaccinations and immunisations would be
delivered under a new system using capitation, comprising two
elements: the first would be a block with two-thirds of the total
immunisation budget for that population. Up to one third would
be performance related

*  Specific targets would be negotiated between NHS England and
the Vaccine Collaborative to reflect historic coverage in their patch.
Over time, agreed coverage targets would be replaced, assessing
health protection performance against a wider set out outcomes.

* A form of automated repayment would be set out in the
commissioning intention and contracts, to be used if coverage
fell below an agreed level. Including this mechanism rather than
relying on clawback would achieve transparency and ensure best
value for taxpayer money.

* Providers would be given the autonomy to develop a strategy to
meet these targets, with a light touch oversight regime from the
centre.

* Leadership of the collaborative would be in the form of a
Nominated Immunisation Lead, either an experienced nurse or
GP, but could also be the relevant Director of Public Health.

We are confident that this approach would create bold new possibilities
for public health. A proposed outline of the Vaccine Collaboratives is
shown below, alongside some practical details on how the incentive and
organisational form would be designed.
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Figure 4 - Vaccine Collaboratives and future of vaccination settings
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Commissioning for outcomes: the collaboration model

The separation of commissioning and provision has brought several
advantages to the NHS. However, the focus on understanding the value
and function of activity, linked to reimbursement, has limitations in health
protection programmes such as immunisation.

A focus on activity and output-based metrics has been further reinforced
by short term planning and contracting cycles. Contracts with GPs and
pharmacists are renegotiated on an annual basis, and by linking income
to volume of activity through enhanced services, providers often last the
security to make the necessary transformational investments in clinical
services.'** This includes new models of immunisation delivery.

Evidence also suggests that providers are incentivised to deliver better
outcomes and achieve greater efficiency when they receive a multi-year
contract. Under our proposal, Vaccine Collaboratives would be allocated
a multi-year contract (3-5 years) and bring together general practice
(working as PCNs), community pharmacy, and other providers, such as
SAIS and sexual health clinics (where appropriate), as well as other non-
healthcare organisations to use their local assets to collectively meet the
immunisation needs of their citizens.

Financial Incentives

A potential challenge over the effectiveness of vaccine collaboratives lies
in its incentive structure— will shifting the incentives away from volumes
of jabs administered and towards wider public health outcomes lead to
an increase or reduction in coverage? The current vaccine contracting
approach (see Box 5 for how GPs are currently reimbursed) is based

145.Tim Ballard, Nicholas Hicks and David
Paynton, ‘Outcome-based commissioning:
has its time come?’, British Journal of General
Practice,Vol. 66, No. 644 (2016),e219-e221
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upon payment per jab administered. Evidence of the effectiveness of
financial incentives is mixed. It can drive action in some areas of QOF, but
this is not guaranteed.'*

The use of competition-related mechanisms within immunisation has
achieved middling returns; areas which have historically struggled with
coverage such as London have continued to show limited progress, with
‘vaccine apathy’ a particular challenge in addressing disparities between
boroughs.'*” The current threshold of 80% does not incentivise the services
to reach out to underserved population, as it is usually the remaining
10-20% of the population that are traditionally underserved, such as
the travelling community, migrant workers, the homeless, or those not
registered with a GP'**. Reaching these populations will require additional
resource (as well as services).

The 2021/22 GP contract saw vaccination and immunisation become an
essential service with a standardised item of service (IoS) fee set at £10.06
for most vaccines. A graded points system was introduced to incentivise
surgeries to reach 95% coverage. These were the most significant reforms
to immunisation payments in three decades. They need time to bed-in
nationally. However, the broader shift within the system to new, non-
activity payment methods should create opportunities for a collaborative
approach on vaccination, too. We believe NHS England should announce
a pilot for assessing a singular block contract for vaccination. A block
contract is a payment framework in which there a fixed budget to a
provider to deliver a specific service or intervention.'*’

Box 8 - Protecting the Exchequer Interest Through Clawback

We recommend that Vaccines Collaboratives would be paid through the
new Aligned Payment and Incentive rules (which feature a fixed element of
payment; a variable element (relating to the volume of immunisation activity);
and a quality-related element, comprising payment in relation to Best Practice
Tariffs and the Commissioning for Quality and Innovation (CQUIN) framework).
A significant feature of the contract would be its automatic financial return
provisions to ensure value for taxpayer money. Recent studies have indicated
that clawback mechanisms can “lead to better earnings quality (reduced
re-/misstatements), better pay-for-performance sensitivity, increased firm
performance, greater value relevance, and lower overinvestment”.>°

The aim is to enable recipients to develop and provide services over the longer
term while securing value for public funds. Such contractual features are not
new to the NHS, given it already includes clawback mechanisms in respect of
the dental contract, relating to Units of Dental Activity (or UDAs)*>!

Making it happen

Vaccine Collaboratives are a new concept. It would be unwise to adopt
this idea wholesale and to roll it out nationally, immediately. We
recommend that instead a period of field testing takes place in the form
of a pilot amongst a three ICSs with diverse economic and demographic
characteristics—which may consist of:
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* 1ICSin alarge city
e 1 rural/coastal ICS
* 1 Town

Getting the first collaboratives structure up and running would take a
minimum of twelve months, meaning that the earliest launch date would
likely be mid-2024. Amendments may be required to the GMS Statement
of Financial Entitlements, and the Community Pharmacy Contractual
Framework to allow for the novel payment mechanism.

As outlined in the principles above, in most instances a significant
proportion of immunisations in vaccine collaboratives should continue to
be led by general practice. We may however see flu and COVID vaccines
to be delivered either by a more diverse vaccinator workforce, or for
greater volumes to be shifted to alternate provider settings. There may —
for instance — be a role for pharmacy to deliver a greater proportion of
‘out of hours’ or weekend immunisations, where GP practices are unable
to do so."* This is a key starting point for our recommendations.

Spreading Best Practice

Recommendation. DHSC and DLUHC should encourage Health
Protection Boards to undertake local stocktakes of their vaccination
strategy and performance (in the context of wider health protection
provision), to profile disparities and to consider efforts required better
meet the needs of underserved communities by Autumn 2023.

As a health system, it is important to document lessons learnt from
different approaches to avoid committing the same mistakes. These include
systemically overlooking the needs of underserved populations, the failure
to address vaccine concerns of certain groups, or poor data infrastructure
that prevents effective immunisation surveillance. The sharing of best
practice is an effective way of enabling teams to learn and to exchange
insights on approaches to vaccination rollouts. The COVID-19 pandemic
sped up learning processes with different communities responding in
diverse and innovative, ways, these valuable lessons should be heeded
and not forgotten. With local government playing a prominent role and
DsPHs often playing a convening role between stakeholders to coordinate
rollouts, there is particular value in assessing their findings. Some
systems have already undertaken such a stocktake. Greater Manchester
is one example, resulting in the publication of a recent report from the
Independent Inequalities Commission which considers factors affecting
the social determinants of health in the round."*’

Whilst there is no shortage of best practice, this is not currently
compiled and published routinely at a national level. We propose that a
dedicated page should be created (which could be hosted and coordinated
by the NIS) by NHS England which brings together existing best practice
case studies for immunisation whilst also creating new ones as appropriate
drawing upon evidence from CQC, NICE and based upon system level
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coverage reports. The Playbooks approach from NHSX taken to highlight
innovation in elective care may be a useful model to replicate. Most
significantly these profiles should highlight processes and steps taken to
achieve the outcome — to create a positive learning culture between places
and systems. UKHSA’s Vaccine Update is another source of information
for end users (e.g., updates to Green Book) which provides another
location for providers to review and ensure they are consulting the latest
guidance."*

The role of Integrated Care Systems

Recommendation. The commissioning of immunisation should be
delegated to integrated care boards (ICBs) over time. Within this:

* Aligned to the greater role that ICSs will play in enabling
the development of ‘Vaccine Collaboratives’, they should be
increasingly responsible for the commissioning of ‘evergreen’
immunisation offers, working with local government to develop
roving or mobile units, directed toward areas and communities of
under-provision or lower uptake.

*  Greater support should be earmarked for ‘specialist’ vaccination
clinics to improve uptake amongst those with learning disabilities
and autism.

ICBs

The new ICS structures should play an enabling role for immunisation,
both commissioning and providing oversight to traditional providers
and Vaccine Collaboratives where they are established. Expertise for
vaccination currently sat within the NHS England Regions is valuable and
we would envisage it is gradually redeployed to ICSs as NHS England
Regions take on a more strategic role. This must be carefully reviewed
however, as precedence has shown that regional commissioning support
units (operating on behalf of several CCGs) were able to deliver savings
through unifying approaches at this greater, sub-national scale.

Non-traditional providers

Vaccine equity should remain a key priority of the agenda. A notable
feature of the COVID-19 vaccination campaign was the greater use of
novel settings for vaccination. This brought with it a range of advantages
(such as expanding the accessibility of sites, improved community
engagement) as well as disadvantages (struggle to ensure good ventilation
or the maintenance of cold chain or waste management). Buildings with
larger capacities, such as leisure centres enabled higher throughput; the
use of religious venues boosted the accessibility of vaccines for some
communities. Roving and mobile operating models were also developed
to become far more commonplace."”® A comparison of delivery site costs
is included in Chapter 2.
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ICSs should play a central role in expanding ‘evergreen’ immunisation
offers for users, utilising non-traditional providers and working with local
government, and their public health teams to improve the accessibility and
equity of vaccine uptake, especially to those that are systemically excluded
from routine immunisation delivery, such as among homelessness people,
traveller communities who do not frequently interact with health systems
or home-school students who may be left out from primary school-led
teenage immunisation programmes. These non-traditional providers could
also include greater use of secondary settings, such as children’s hospitals
and units with tertiary paediatrics for delivering of (opportunistic) child
immunisations, or outreach programmes through mobile clinic (see Box
8) or drive-through clinic (See Box 9).

To achieve this, data quality and sharing must improve to enable
this (see Chapter 2.3 on Data), including adaptations to Child Health
Information Services (CHIS) so that it can be used in a greater array of
settings. Examples in the adult programme would include specialist HIV
clinics.

Box 9. Pop-Up Clinics: Durham County Council

Durham County Council delivered mobile pop-up clinics using MELISSA Training provided by
Health Education England, collaborating with a range of stakeholders including healthcare
providers, local authorities, and the voluntary sector. Twenty-three mobile pop-up services in all
were delivered between May and November 2021.

Why Was it Successful?
Targeting Underserved Populations

The Public Health Intelligence Team mapped Lower Super Output Areas (LSOAs), where vaccination
uptake was smaller than 50% to identify areas most in need to support a targeted approach. Certain
groups were identified, and the location mapped were designed to accommodate their needs.
For instance, they offered mobile pop-up vaccination clinics at Gypsy Roma Traveller temporary
stop over sites as well as workplace settings such as Amazon (Bowburn) and the Newton Aycliffe
Industrial Estate.

Communication and Outreach

To engage communities, a social media campaign was undertaken locally, promotional vaccine
event leaflets distributed to houses in streets/shop windows identified as low-uptake areas and
through communities/businesses via Area Action Partnerships, Welllbeing4Life services, Business
Durham and other local stakeholder networks.

Outcomes

The total number of COVID-19 vaccinations delivered across twenty-three mobile pop-up clinics
was 7,988. The majority of those vaccinated were between 18-29, with a higher proportion
receiving their first dose, as opposed to 50+ age groups who accessed booster shots via this route
(see chart below). Pop-up services significantly increased the rate of vaccination. For instance,
Ferryhill's uptake increased 929% from a 7-day average of 31 doses delivered to 344 doses given
in a single day.

Cost

They calculated the additional cost of the mobile pop-up vaccination clinic to be £5.29 per vaccine.
This figure was calculated by dividing total labour costs (excluding staff within the local vaccination
services) divided by the number of vaccines given. This is above the cost per dose paid to the
provider and the cost of communication resources.

Learnings:

e Adapting the outreach model can positively increase vaccination uptake, despite higher
additional cost per dose.

° Service users commended more mobile vaccination services, particularly those offered
on weekends, for ease of access, flexibility (especially those on zero-contracts and could
not book appointments in advance)

° Local knowledge, and grassroots community engagement in advance of mobile pop-up
clinic launches are essential

policyexchange.org.uk

77



A Fresh Shot

156.Derbyshire school nurses keep their HPV
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Box 10. A Drive-Through Clinic - Derbyshire Community Health Services NHS Trust

e  Derbyshire Community Health Services NHS Trust ran a series of ‘drive through’ clinics over
the Summer of 2020 to ensure that thousands of teenagers didn’t miss HPV vaccination due
to school closures during the COVID-19 pandemic.

° Drive-through clinics were held in a range of car parks across Derbyshire, supported by an
online booking system, including at leisure centres, transport hubs and schools.

° By the end of the Summer, 67 clinics had been completed across 17 different sites, with over
9,700 children vaccinated.*>¢

Specialist vaccination clinics

Additional resource should also be targeted by ICBs to ensure improved
provision of ‘specialist’ vaccination clinics to improve uptake amongst
those with learning disabilities and autism. There are roughly 30,000
people with learning disabilities within each of the 42 footprints.
Evidence suggests that this cohort are more likely to be fearful of medical
procedures — although this trend was less prominent during COVID-19
vaccination. Whilst many will have needs appropriately met in general
practice, there are still too many instances of users excluded because of
the lack of a tailored approach. Specialist clinics would typically involve
minor adaptations to an existing site (which includes GP surgeries) to
make it a calmer environment, with longer, staggered appointments and
a higher proportion of staff with particular expertise, such as learning
disability nurses. Although there are a few successful examples such as
the one introduced at James Paget University Hospitals (see Box 10), far
too often these services are unavailable. There is a role here for ICSs to
identify sites to accommodate the need of a historically underserved and
vulnerable population.
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Box 11. An Accessible Vaccination Clinic - James Paget University Hospitals NHS

Foundation Trust

People with learning disabilities and autism (LDA) are underserved in routine
programmes and have been disproportionately affected by the Covid-19 pandemic.
In 2017-2018, only 44.9% of people with a learning disability received a seasonal flu
vaccination.'”

e In December 2020, the specialist LDA nurse at James Paget University Hospitals
NHS Foundation Trust identified a series of factors including lighting, noise, sight
of needles or injection equipment could all contribute to a negative experience for
people with LDA.

e An accessible clinic was set up on the main hospital site, but featuring its own
entry/exit, dimmer switches, temperature control and with direct access to a
garden. Depending upon need, some appointments were purposefully shortened,
or lengthened.

e Stakeholder engagement and LDA expertise were essential to identify the
reasonable adjustments needed to establish a successful accessible clinic.
Integrating the clinic into the vaccination centre shows the value the trust places
on serving all patient groups.

e A similar initiative undertaken by the Central Liverpool GP Network instead
allocated 45 minutes per Learning Disability patient.*>®

How and why it worked

e There are specialist LDA nurses who are also trained as immunisers who
understand the challenges that LDA people experience to provide the tailored
care that they need to receive vaccines. There is a need to empower LSD nurses by
providing them upskilling training opportunities to become immunisers.

e Accessible clinics can provide them with right medical yet non-therapeutic
environment that many of those with LDA who are afraid of needles, uniforms,
hospital screens to feel safe enough to get immunised.

Making Better Use of Secondary Care Settings for ‘Opportunistic’
Vaccination

The opportunity to conduct immunisation opportunistically in secondary
care settings has long been discussed.'*” Many hospitals deliver the neonatal
immunisation schedule due at 8, 12, and 16 weeks for at-risk infants, but
secondary care settings are not routinely utilised for immunisation. There
are good reasons for this. Vaccination may take away valuable time from
a workforce focused upon specialised care; the ‘opportunistic’ nature of
immunisation may not allow for ‘economies of scale’ incurring higher
costs (procurement, cold chain facilities etc.) where a dedicated clinic
(and often, a dedicated nursing workforce) needs to be established. There
is also the ‘cognitive load” of patients and their families to bear in mind —
would immunisation just become another thing to consider when users
are in hospital to address more acute health issues? As such, we are of the

view that the use of secondary settings should only be supplementary to
159.S P Conway, Opportunistic immunisation

the use of primary care settings for vaccination. in hospital, Archives of Disease in Childhood,
Whilst it is neither feasible, nor desirable for immunisation to Vol. 81, No. 5 [link]
. . . 157.Creating a Covid-19 vaccination clinic for
be introduced across all care settings, there are however particular people with learning disabilities, Nursing
. . o Times, 21 June 2021 [link
opportunities which ought to be explored further. Our view is that the fmes, 21 June 2021 [ink]

. . . 158.Helen Pidd & Maya Wolfe-Robinson, ‘Less
Government should undertake a comprehensive review exploring the buzz, a gentler pace: the vaccine clinic for
learning disabled people’, The Guardian, 23
March 2021 [link]
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Cashman, ‘Opportunistic childhood vacci-
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Vol. 15, No. 1 (2012) [link]
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‘Providing opportunistic immunisations for
at-risk inpatients in a tertiary paediatric
hospital’, Journal for Specialists in Paediatric
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child health information services a viable
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clinicians working in paediatric emergency
departments in England?, BMJ Health and
Care Informatics, Vol. 28, No. 1 (2021) [link]

possibilities for vaccination outside of primary care settings, assessing its
effectiveness in driving uptake and in delivering value for taxpayer money.

There is a body of evidence which demonstrates the benefit of enabling
‘opportunistic’ vaccination in secondary care settings, with studies finding
acceptability amongst users and clinicians.'® A recent study from the
United States showed that even modest increases in the screening rate
for influenza vaccine status amongst hospitalised patients with asthma
resulted in clinically significant increases in those fully immunised.'®' Both
emergency and tertiary paediatric units can play a useful role in identifying
under-immunised children and facilitate catch-up immunisations, where
effective information systems are in place.'®> Some hospitals — such as
Chelsea and Westminster — can check immunisation status during
A&E triage enabling this already, but this is not commonplace. One of
Manchester’s largest trusts is currently piloting a scheme whereby a
dedicated immunisation team works alongside midwives to support
vaccination. The findings of the pilot will be revealed in Summer 2023
and could be instructive for approaches taken elsewhere.

There is also evidence to suggest that parents who decline immunisation
for their children in the community may agree to vaccination in hospital.'*®
Through effective collaboration with inpatient clinical teams, opportunistic
immunisation can be achieved.'** For individuals with chronic diseases
more susceptible to vaccine-preventable diseases and have an increased
risk of associated disease severity and complications, there may also be
opportunities to boost the opportunistic vaccination offer in a targeted
manner.

However, to realise benefits here, investment in staff training, education
and support will be required. It will be crucial to evaluate whether this offer
would be optimal and cost-effective. Moreover, information systems and
data sharing require significant improvement. A 2021 study conducted in
Greater Manchester showed that once vaccination data left primary care,
it passed through 1 of 10 local child health information services (CHISs),
using an assortment of different information technology systems, after
which it shed individual identifiers and was aggregated within national
systems. None of the existing CHISs in Greater Manchester were accessible
to those working in the paediatric emergency department.'® These
findings align with those we set out in Chapter 3, section entitled 'Data’.

3.2. Workforce

“The aim must surely be to create the conditions where healthcare professionals
are doing the tasks that ‘only they can do” or that they are best-placed to carry
them out”

Semi-structured interview, 2022.
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Recommendation. The upcoming 15-year workforce strategy being
developed by Health Education England should make a series of
recommendations on the optimal workforce for vaccination. This
will require joint working including with local government, the VCSE
sector and the Royal Colleges, but is likely to involve the introduction
of more diverse workforce for the administration of vaccines, with
GPs and nurses (the latter of whom currently deliver the bulk of
vaccinations) increasingly adopting a supervisory roles. Developments
could include enabling all nursing, medical and pharmacy students
to opt-in to deliver seasonal vaccinations, where adequate clinical
supervision can be assured, with NHS England introducing contractual
arrangements and indemnity to enable it.’

Recommendation. ‘Neighbourhood Immunisation Coordinators’
should be established as part of Integrated Neighbourhood Teams as
proposed by the Fuller Review.

Recommendation. Adaptions to the National Protocol and National
Patient Group Direction (PGD) mechanisms to maximise the
vaccination workforce, where it can be done so safely should be
introduced. This would include:

* The use of national protocols, such as Regulation 2 of the
NHS Regulations 2013 removing the requirement for those
administrating COVID vaccines to be registered on the medical
performers list where it is clinically appropriate to do so.

*  Pharmacy Technicians should be added to the list of those able
deliver vaccines through a Patient Group Directive (PGD) with an
amendment to The Human Medicines Regulations 2012.

It is widely known that the UK faces pressing workforce shortages in health
and care, with 39,000 unfilled nursing posts — for instance — equating
to a vacancy rate of 10% (as of March 2022).'°® The rate-limiting factor
in expanding the provision of services — across primary and community
care in particular — will be predicated on approaches which can boost
the workforce overall. This necessitates an approach which strengthens
the role of the primary care and public health workforce, with a need to
focus upon growing the number of GPs, nurses and pharmacists who
deliver the bulk of vaccinations. In the short to medium term however,
a team-based approach to maximise skill mix in immunisation should be
adopted as a pragmatic approach to maximise existing talents and to create
opportunities to boost the overall workforce.

We therefore identify three approaches to create more capacity for
vaccination:

166.Denis Campbell, ‘Staffing crisis deepens in
NHS England with 110,000 posts unfilled’,

The Guardian, 3 March 2022 [link]
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1. By focusing upon increasing the overall number of qualified
healthcare professionals;

2. Distribution of tasks more efficiently within the existing and
emerging workforce to free-up time through delegation (team-
based skill mix). Medical and nursing students, retired health
workers and care home staff are all professionals who should be
considered in future immunisation workforce plans developed at
both local, ICS and national levels.

3. Train a non-clinical ‘surge’ workforce that can be deployed when
there is a need to vaccinate in large numbers on a seasonal or
temporary basis (resilience).

However, there will be limits to this expansion. Those who advise on
and/or administer vaccines need to be knowledgeable and skilled. They
need to be able to answer patients’ and parents’ questions confidently and
accurately, and to explain why vaccines are needed, while dispelling any
myths or concerns that may arise.'®” Considering the unique characteristics
and needs of each programme in turn, it is clear that elements of the
routine schedule, such as childhood immunisation in particular, require
the expert, wrap-around care that is provided in general practice, most
often by practice nurses.

Table 10. International Best Practice: Who administers vaccines?

e  Portugal, Israel, Sweden and Australia all use doctors and
nurses to administer vaccines both during ‘peace-time’ and
surge periods. In Sweden, the members of the workforce
prior to the pandemic deemed suitable to administer vaccines
included physicians and nurses only.

GPs and Nurses

e In Australia, Portugal, Switzerland, Israel, and the UK,
pharmacists administered vaccines in addition to physicians
and nurses.

Pharmacists

Paramedics,
medical
students

Volunteers

Without
PSD/medical
practitioner’s
prescription

Non-clinical

In Israel, while most immunisers are nurses, the government
quickly changed its regulations to allow practice medics and
paramedics to administer vaccines!¢®,

Legislation was amended to allow a wider group of healthcare
professionals to administer vaccines (such as physiotherapists)
across England. 26,500 clinical volunteers were recruited and

trained by St John Ambulance.*¢®

In Australia, nurses, pharmacists and midwives can administer
routine immunisation without a medical practitioner’s
prescription in certain cases: nurses can administer standard
immunisation schedule; pharmacists can administer Influenza,
MMR, dTp, and Meningococcal ACWY vaccines; Midwives can
administer Pertussis and Influenza vaccines®.

Israel also authorised nurses during the pandemic to
independently assess which individuals meet the clinical
criteria for vaccination without requiring consultation with a
physician.

In Israel, supplementary non-clinical staff were recruited from
the Home Front Command of the Israel Defence Forces (IDF).

167.Helen Donovan & Laura Craig, ‘Why immu-
nisation training matters’, Primary Health
Care, 17 July 2018 [link]

168.Annual report 2021, St John Ambulance
llink]

e  The UK recruited non-clinical volunteers through the national
NHS Volunteer Responders programme
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Developing Specialists and Supervisors

Nursing is under-resourced across primary and community settings at
present, with knock-on effects for the development of an experienced
workforce to support immunisation at neighbourhood level.'* The
concept — first discussed in the Briggs Review of 1972 — that we must make
“best use of available manpower”, still stands and should guide the future
approach.'® We believe that GPs and experienced nursing professionals
should increasingly undertake clinical supervision and leadership roles
(including as immunisation leads in vaccine collaboratives). We know
that working toward specialist or advanced skills can positively motivate
the workforce and can help with retention. This applies to the entire
workforce. For those training as Advanced Nurse Practitioners (ANPs)
for instance, where it can be common for individuals to move, once
qualified, unless new responsibilities are encouraged, expanding their role
in vaccination is one route that ought to be considered.'”!

Given the decline in recent years in the number of health visitors,
opportunities to develop the crucial role these professionals play in
developing vaccine confidence amongst new parents, should also be
leveraged.'’

Box 12. Case study: Scotland’s Vaccination Transformation Programme

Since 2018 in Scotland, GP practices no longer provide vaccinations under their core
contract as enhanced services. Instead, NHS boards have set up and staffed community
vaccination centres—many operating from NHS board-owned health centres!7s.

Upon implementation, the biggest challenge faced was to deliver the annual adult flu
vaccination programme requiring over 70% of doses to be delivered in a two-month
period. The NHS Boards explored the use of Health Care Support Workers (HCSWs),
as part of their local teams to ease the pressure on the existing workforce during the
winter surge months'’4, HCSWs were already being used to support the delivery of
Flu and COVID-19 vaccines during the pandemic. Changes to the Human Medicines
Regulations brought a new regulation (247A) permitting the supply or administration
of a medicinal product used for vaccination or immunisation against coronavirus
or influenza by a specified class of people, which need not be limited to registered
healthcare professionals, including HCSWSs.'”> Those that are permitted to vaccinate
under the National Protocols for Flu and COVID-19 and considered as Health Care
Support Workers includes:

e pharmacy technician, provisionally registered pharmacists, pre-registration
pharmacists;

e retired clinical practitioners such as doctors, dentists, pharmacists, nurses,
optometrists, chiropodists/podiatrists, dieticians, occupational therapists,
paramedics, physiotherapists, radiographers, speech and language therapists,
dental hygienists and dental therapists not currently registered,

e students of professions

e healthcare scientists;

e dental nurses;

e  Physician’s assistants,

e non-registered armed forces staff: combat medical technician --Class 1, 2, &3
(CMT), Royal Navy Medical Assistant (RN MA), Royal Air Forces Medic, Defence
Medic, Healthcare Assistant (HCA), Military General Duties Vaccinators.

Consistent with our own proposals, the measures do not support HCSWs administering
vaccines to pre-school age children, to administer other live attenuated vaccines as
part of a re-immunisation or booster programmes following disease or treatment or to

administer Travel Vaccinations.
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176.Vaccine uptake in the general population,
National Institute for Health and Care Excel-
lence, Guideline NG218, 17 May 2022 [link]

177.Rethinking the Public Health Workforce,
Royal Society for Public Health [link]

178.Matthew Thornton, Linda Jones, Rhiannon
Jones, Gail Lusardi, ‘If the public can vac-
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dent nurse placement in a mass vaccination
centre’, British Journal of Nursing, Vol. 31, No.
7 (2022) [link]

179.COVID-19 vaccination programme: extra
workforce, BMA, 14 February 2022 [link]

‘Neighbourhood Immunisation Coordinators’ should be established
and linked to ‘Integrated Neighbourhood Teams’, proposed by the
Fuller Review. These would be named individuals who can respond to
queries and provide a local focal point. The role would typically be filled
by a clinician or public health expert, although that is not a requirement.
It would be the equivalent of 0.25 whole time equivalent role, paid at AfC
band 8a. Concurrent with most recent NICE guidelines, this could overlap
with the nominated person responsible for identifying housebound

immunisers.'”®

Expanding the public health (and wider health protection)
workforce

There is a need — as it was put to us — to “democratise health protection
skills”. This is a view which accords with the findings of the RSPHs recent
‘Rethinking the Public Health Workforce’ report, which sets out the need
to raise the profile and expand opportunities to play a role in public health
protection.'’” Greater uptake therefore of RSPH qualifications should be
encouraged, whilst NHS England should work to clarify medical indemnity
for the non-clinical workforce to support vaccination.

Student Nurses & Medical Students

There is also an opportunity to boost the vaccination workforce by
offering greater opportunities to medical and nursing and pharmacy
students. During the pandemic, the national protocol provided a vehicle
for supervised student nurse placements within mass vaccination centres.
A study of one such placement in South Wales for undergraduate pre-
registration student nurses concluded that a placement within a mass
vaccination centre offered “a rich educational experience for student
nurses, which as yet appears to be underutilised across the UK.’

Policy Exchange believe students should be offered the possibility to
opt-in to deliver high-volume, or seasonal jabs, such as influenza and
COVID-19 under the professional direction of registered health care
professionals. Students should not take on any vaccine-related role if
already on placements and contracts should be arranged to ensure roles
are formalised so they can operate as employees and can be indemnified
under the Clinical Negligence Scheme for General Practice (CNSGP),
as the British Medical Association have advocated.'”” A new minimum
expectation would be to encourage students to support with vaccine
deployments for at least two days over the course of their studies— except
where there is a strong clinical rationale for not doing so (or adequate
supervision cannot be assured).

Vaccination as a route into (and back into) the NHS

Efforts to leverage the attractiveness of vaccination activity should
encourage the development of dedicated schemes developed by ICSs to
enable nurses and GPs — either those who have recently retired or who
may have taken a career break — to undertake vaccination as a specific,
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protected activity. The many thousands of nurses who have lapsed nursing
registrations might be attracted back to the workforce by completing a
nationally funded Return to Nursing course and could be encouraged to
undertake roles delivering vaccine clinics specifically — this is an approach
that Policy Exchange proposed in a recent report.'*’

Concurrent with our view of the need to broaden the health protection
workforce overall, there also needs to be a greater focus on creating
pathways for the current non-clinical and volunteers to further enhance
their skills and experience — with the creation of dedicated routes to
becoming specialist immunisers with further training.

The Value of Volunteers

A clear positive of the pandemic was the growth of a volunteer workforce
across the NHS. It has led Wes Streeting MP, Shadow Secretary of State
for Health and Social Care to express an interest in the development of
a “standing jabs army” to support future vaccination efforts.’®' NHS
Professionals recruited and trained thousands of volunteers to administer
Covid-19 vaccines'® 26,500 clinical volunteers were recruited by St John
Ambulance in 14 weeks working as patient advocates, care volunteers
and vaccinators; 92,000 non-clinical volunteers were recruited through
the national NHS Volunteer Responders programme.'®’ Indeed, 11,483
volunteer vaccinators, introduced during the pandemic have since decided
to start a new career in the NHS, with some studying for clinical roles
or others taking up jobs supporting medical teams. There is therefore a
longer-term benefit with the possibility to create permanent employment
pathways for volunteers.'** Itisimportant thata distinction ismade however
between a workforce flexed for ‘surge’ periods and that operating ‘in
peacetime’. Whilst it is crucial to maintain a reservist volunteer workforce
that can be rapidly scaled up in situations of a pandemic or during seasonal
flu campaigns, it is important to have long-term workforce dedicate to
delivering immunisation programmes in normal time. Training is often
a significant burden on existing, qualified staff, particularly for those
operating in sites with high proportions of temporary and bank staff.'*®

Regulatory Reform & National Protocols

A shift enabling an expansion of those able to vaccinate has been supported
by pragmatic changes to national protocols, to enable —where appropriate —
non-clinicians to administer vaccines. Regulation 2 of the NHS (Performers
Lists) Regulations 2013 removed the requirement for those administering
COVID vaccines to be registered on the medical performers list —a move
which should be maintained where it is clinically appropriate to do so.
Volunteers meeting the criteria in protocols for ‘required characteristics
of persons’ administering the COVID-19 vaccine meanwhile were eligible
for indemnity under the CNSGP. Exceptions included volunteers who are
deployed through the arrangements established centrally by NHS England
with St John Ambulance and those in non-clinical roles. We are of the
view that nationally procured volunteer contracts should remain in place
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minister? Health and social care, Policy Ex-
change (August 2022) [link]

181.Quoted during ‘In conversation with Wes
Streeting MP, Shadow Secretary of State
for Health and Social Care’, Institute for Gov-
ernment, 7 June 2022 [link]; reiterated since
in Lizzie Roberts, ‘Bring in the Jabs Army’
to fix NHS blood service staffing crisis, says
Wes Streeting’, Daily Telegraph, 16 October
2022 [link]

182.NHS Professionals [link]

183.The rollout of the COVID-19 vaccination
programme in England, National Audit Of-
fice, 25 February 2022 [link]

184.Nicola Davis, ‘More than 11,000 decide to
join NHS after being Covid jab volunteers’,
The Guardian, 18 April 2022 [link].

185.Arecent analysis of six seasons of the child-
hood influenza national vaccination pro-
gramme is instructive: George Kassianos,
Pauline MacDonald, Ivan Aloysius, Arlene
Reynolds, ‘Implementation of the United
Kingdom’s childhood influenza national
vaccination programme: A review of clinical
impact and lessons learned over six influen-
za seasons’, Vaccine, Vol. 38, No. 36 (2020),
5747-5758 [link]

policyexchange.orguk | 85


https://policyexchange.org.uk/publication/health-and-social-care-what-do-we-want-from-the-next-prime-minister/
file:////Users/seanjphillips/Downloads/%5d%20https:/www.youtube.com/watch%3fv=1Qw1AfSA2HE
https://www.telegraph.co.uk/politics/2022/10/16/bring-jabs-army-fix-nhs-blood-service-staffing-crisis-says-wes/
https://www.nhsprofessionals.nhs.uk/campaigns/vaccine-boost
https://www.nao.org.uk/wp-content/uploads/2022/02/The-rollout-of-the-COVID-19-vaccination-programme-in-England-Summary.pdf
https://www.theguardian.com/society/2022/apr/18/more-than-11000-decide-to-join-nhs-after-being-covid-jab-volunteers

A Fresh Shot

186.Emily Stearn, ‘Government urged to let
pharmacy technicians give COVID jabs un-
der PGD’, Chemist & Druggist, 14 Dec 2021

llink]

187.Jennifer Beam Dowd, ‘The UK’s covid-19
data collection has been “world beating”—
let’s not throw it away’, BMJ, 25 February

2022 [link]

188.Robert Ede & Sean Phillips, ‘Closing the
Covid-19 data gap: Assessing the initial
phase of the vaccine rollout’, Policy Ex-
change, 26 January 2021 [link]

and should be ‘maximised,” with ‘reservists’ used across for seasonal
programmes such as influenza and COVID-19, enabled by the extension
of national protocols.

It remains moreover that in most instances, a Patient Speciﬁc Direction
(PSD), or a written instruction signed by a prescriber for medicines to
be administered to a named patient is required to vaccinate. Whilst there
will be a limit to those we ought to include on the list, proportionate
reform could bring substantial benefit. Many (although not all) pharmacy
technicians are registered healthcare professionals with NVQ level 3
training (those who have trained since the formation of the mandatory
register in 2011 certainly will) and have already played an important
role in establishing pharmacy-based vaccination centres across England.
Current legislation limits their potential in supporting the national drive
to vaccinate the population and ought to be reviewed.'®

3.3. Data

“The current system is ‘19™ century’—from both the user and public health
worker perspective. .. it is difficult to extract useful data to aid decision-
making. . . often reporting is delayed and systems fragmented”.

Semi-structured interview, 2022.

‘A Single Version of the Truth’

Recommendation. DHSC and NHS England should create a
comprehensive immunisation information system (IIS) to modernise
immunisation data collection and analysis, drawing upon international
best practice, so that everyone works from a ‘single version of the
truth.” This should integrate UKHSA surveillance systems as well as
databases held by the MHRA and NIHR.

The experience of COVID-19 shows how data could save lives,
and it underpinned the success of a ‘world beating’ rollout in its early
stages.'”” It informed decisions, such as (counterintuitively) halving
the supply of vaccines for the Northeast and Yorkshire region to enable
poorer performing parts of the country to catch up.'® In March 2020
meanwhile, the Secretary of State issued NHS Digital with a Control of
Patient Information (or COPI) notice, enabling the sharing of confidential
patient information. After two years (and three extensions), the COPI
notice expired on 30 June 2022. Whilst controversial, COPI enabled the
capture of data at a more granular level, including by ethnicity which
enabled a greater awareness of disparities and targeted interventions to be
developed.

Whilst strides have been made in the past two years revealing the
importance of high-quality real-time data for campaigns, and raising the bar
as a result, the overall data architecture to support routine immunisations
requires significant reform if it is to support a National Immunisation
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Service, or ‘vaccine collaboratives’ where data sharing between providers
would be a significant factor in determining success. There is — as one
interviewee put it to us — an enormous technical debt” to sort. Many
issues with immunisation data are long-standing. Building upon proposals
in the recent Goldacre Review, investment in embedding data analytical
capabilities throughout the system — and particularly at ICS level will be
required. A tender for a Federated Data Platform was recently launched,
with immunisation included as one of five main functionalities.'® Such
a platform, if effectively introduced, could potentially integrate existing
GP patient records, to allow for population cohorts and vaccine coverage
reporting.

By creating an overarching, effective data model, the experience of
vaccination for the workforce and users alike can be improved. Indeed,
making progress on this agenda will be the high-impact enabler of an
improved service overall. But defining the model will be key, such as being
deliberate about the choice of indicators; being clear on their definitions,
limitations, and methods of measurement; and describing how those
indicators work together to give a more comprehensive and practical
understanding of immunisation data quality, usability, and use, should yield
more informed, and therefore better, programmatic decision-making.”'*°

The Key Functions of an Immunisation Information System (IIS)'*':

* Helps guide decision-making: Evidence-based monitoring of
vaccine coverage facilitates decision-making at a population
level, such as identifying risk of infectious diseases to plan
targeted interventions. Allows evaluation of performance and cost
effectiveness.

* Monitors vaccine efficacy: Monitoring of epidemiological impacts
corresponding with other data sets held, including secondary-use
cases for research.

* Helpsreveal healthinequity: When an IIS is linked with geographic
and socioeconomic characteristics, underserved populations can be
identified.

* Empowers users: Enable users to make informed decisions; support
the workforce to make clinical decisions on vaccine indications and
contraindications.

* Consolidates fragmented records: IIS enables
immunisation records of people immunised across multiple
healthcare providers across the life course. This enables healthcare
providers to offer a tailored service, such as providing missed
vaccinations, and can assist in avoiding errors such as double
administration

* Enhances Call/Recall: An effective IIS should enable timely and
accurate call/recall notifications.'*?

* Assists in vaccine supply and stock management: can support
provider inventories and vaccines reimbursement management

fragmented

189.1t is worth noting the tender has been re-
cently been delayed: Nick Carding, ‘New
covid-inspired data system delayed by NHS
England’, Health Service Journal, 12 August
2022 [link]

190.Peter Bloland & Adam MacNeil, ‘Defining
& assessing the quality, usability, and uti-
lization of immunization data’, BMC Public
Health, Vol. 19, No. 380 (2019) [link]

191.Designing and implementing an immunisa-
tion information system: A handbook for
those involved in the design, implementa-
tion or management of immunisation in-
formation systems, ECDC, November 2018
[link]

192.Peter G. Szilagi, Christina S.Albertin & Ali-
son W.Saville, ‘Effect of State Immunization
Information System Based Reminder/Re-
call for Influenza Vaccinations: A Random-
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Messages’, The Journal of Pediatrics, Vol. 221
(June 2020), 123-131 [link]

policyexchange.orguk | 87


https://www.hsj.co.uk/technology-and-innovation/new-covid-inspired-data-system-delayed-by-nhs-england/7032978.article
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-019-6709-1
https://www.ecdc.europa.eu/sites/default/files/documents/designing-implementing-immunisation-information-system_0.pdf
https://www.sciencedirect.com/science/article/abs/pii/S0022347620301761

A Fresh Shot
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NHS Digital [link]
194.National Vaccination Programmes, NHS En-
gland [link]

195.G Amirthalingam, J White & M Ramsay,
‘Measuring childhood vaccine coverage in
England: the role of Child Health Informa-
tion Systems’, Eurosurveillance, Vol. 17, No.
16 (2012) [link]

196.Rachel Isba, Nigel Davies & Jo Knight, ‘Are
child health information services a viable
source of accurate vaccination data for
clinicians working in paediatric emergency
departments in England?, BMJ Health and
Care Informatics, Vol. 28, No. 1 (2021) [link]

Immunisation Data Systems Used in England Today

The current immunisation information system used across England for
immunisations, whilst comprehensive, suffers from fragmentation and
inefficiency. Fig. 5 depicts the current system.

The full list of systems currently includes:

*  GP registers — GP IT suppliers

* Child Health Information Systems (CHISs) — an NHS-
commissioned service responsible for health data for children
aged 0-19 in a specified area, into a single child health record.
CHIS works with maternity units, general practice, health visitors,
school nurses and local authorities

* NHS Digital’s Childhood Vaccination Statistics — by local
authority, region and devolved nation'”’;

* The National Immunisation Management System (NIMS) — for
Covid-19 and flu vaccination data'”*

* ImmForm —an UKSHA website used to both collect data on vaccine
uptake for the national immunisation programme, and provide
ordering facilities for vaccines used in the national immunisation
programme

The UK has the longest running population-based child health registers
in Europe. Data is currently recorded on two systems: GP registers and
population-based child health information systems (CHISs). CHISs are
used to estimate vaccine coverage for the routine childhood immunisation
programme, which supplies the statistics used in the ‘cover of vaccination
evaluated rapidly,” or COVER programme. GP registers are used to evaluate
vaccination programmes for adults (e.g., influenza or pneumococcal).'”®
COVER can be useful during an outbreak of a disease for which some
children may not be immunised and provide a population-perspective for
all public health programmes.

CHIS, managed by the Child Health Departments in local areas and
commissioned by NHSE as part of the Section 7A, hold data of all children
living within a local authority. There are many providers, and indeed, the
issue of interoperability between local CHISs has long been an issue.'”*

When a child is born, midwives register new-borns on the Central
Issuing Services (CIS), which provides information to maternity clinics
and local CHISs. CHIS and GPs exchange consent, clinical lists, attendance
and notifications. It supports call and recall to parents to remind them of
due vaccination.

GPs have their own registers that are operated by commissioned IT
providers, where GPs manually input immunisation record unto the
system, and then these immunisation data are uploaded automatically to
CHIS, for pre-school children, or ImmForm, for those of school-age and
adults, depending on the immunisation programmes.

SAIS and health visitors, commissioned by NHSE on the other hand, do
not have their own registry, but require the vaccinators to manually input
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immunisation record directly into the ImmForm system, a secured, Excel
database managed by UKHSA. Similarly, hospitals (and pharmacies to a
lesser extent, who are commissioned to provide immunisations also input
immunisation record manually to the ImmForm system. This process
can take up to 18 months causing significant delay for immunisation
surveillance. Childhood immunisation data sources from various providers
and IT system are then submitted their data to UKHSA for quarterly or
annual collection within the agreed deadlines to compile the quarterly
COVER or annual reports, after being validated by Strategic Data Collection
Services (SDCS).

Table 11. Evaluation of England’s Immunisation Information System
Functions

Performance

Guide decision Data reporting is not frequent enough | COVER
making (uptake to enable local decision-makers to
statistics) prepare timely interventions, with

some childhood immunisation having

as much as 18 months lag in reporting.
Evaluate vaccine Often focus on activity-based data NHS Data
effectiveness; safety | (output) and less on outcomes or analytics

impact.
Detect health GP has data of their own practice CHIS
inequity areas, but not shared across settings.

LAs and Director of Public Health do

not have direct access to CHIS, which

is hard to target under-vaccinated

areas.
Consolidate records | Immunisation systems highly GPIT
across health fragmented across settings, in part Providers,
providers due to a devolved approach to health | CHIS,

services ImmForm
Consumer’s Currently only Covid-19 vaccination Not available
digital access to is accessible online through the NHS | in the UK,
immunisation record | App and NHS Portal except for

COVID-19
vaccine

Call/Recall Inconsistent reporting through CHIS CHIS

due to incomplete and delay reporting

of immunisation activities'®”

Data sharing and inter-operability

The greatest impediment to cooperative working across primary care
providers at present is an inability to seamlessly share data across settings.
As part of our research, this has been a consistent and near-universal
complaint from those on the front line. We have heard of instances of
pharmacies lacking access to school cohort lists required for childhood
influenza vaccination; GP practices meanwhile —who have the responsibility

197.Kerry Lonergan, Ali Latif & Thomas Beaney
et al,, ‘Implementing the evidence: Are call/
recall systems for immunisations feasible in
general practice?’, Vaccines and Immunology,
Vol. 1, No. 1 (2018), 1-15 [link]
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199.The rollout of the COVID-19 vaccination
programme in England, National Audit Of-
fice, 25 February 2022 [link]

198.Flu Vaccination - consent, record keeping
and data requirements, Pharmaceutical Ser-
vices Negotiating Committee [link]

for holding a full record of immunisation for those on their patient lists —
can be left with incomplete or inaccurate information transfer from other
settings, which creates its own ‘failure demand,” with users incorrectly
called (or recalled) for vaccination or teams having to conduct additional
work to retrospectively amend information they have received.

Table 12 - Overview of immunisation data collection and systems
in England

Provider Population Data system(s)

GP practices Pre-school, adolescent, GP level data uploaded via GP IT
and adult immunisation suppliers and data linkage systems,
programmes, such as QMS and Health Intelligence

commissioned by NHSE, to either
CHIS (0-19 years) or ImmForm.

Schools School-aged immunisation | School-level data inputted to CHIS
Pharmacies Adult immunisation, COVID | Contractors use a paper-based
and flu vaccines National Flu Vaccination Record
Form when IT support is not
available®®,
Hospitals Pre-school, adolescent, CHIS (0-19 years), ImmForm

and adult immunisation
programmes for certain
population**

As Table 11 and Fig. 5 suggest, the current data collection system for
immunisation data is complex and fragmented. The Covid-19 pandemic,
however, has demonstrated the possibility and importance of having an
effective, nation-wide data platform: recorded real time, incorporating
the whole population, and identitying geographical and demographic
characteristics to allow for targeted interventions, through the National
Immunisation Management System (NIMS). A recent NAO report found
that NHS England and Digital had “created new digital tools to support the

vaccine deployment, making effective use of imperfect existing data”.'”®

Fig. 5 - Data Architecture for Routine Immunisation Programmes
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Fig. 6 - Data Architecture Introduced to Manage COVID-19
Vaccination
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Box 13. Israel: A National Immunisation Registry

In 2008, the Ministry of Health launched a national immunisation registry based on
immunisation reporting from well-baby clinics and school health services. The registry
includes all routine childhood vaccinations, incorporating data on vaccine doses and
dates, characteristics of children and socioeconomic information. The system is based
on registering each child individually during an initial clinic visit, using entries extracted
from the national population demographic database to ensure unique automatic
identification of the child to prevent database entry errors.

Impact

The registry was used to identify measles outbreaks in 2018 and 2019 - in which 2200
cases occurred among ultraorthodox communities in Jerusalem. An outbreak control
programme detected unvaccinated children. The campaign led to increased MMR1
coverage rates from 80% to 95% within 3 months.?®

NIMS served as the main system of record for all flu and Covid vaccination
programmes across England and holds a near real-time record for all
vaccinations given at the individual patient level and scheduled the calling
of patients by priority groups via letters, emails, or SMS messages, which
is matched to the availability of vaccines. It incorporated a data capture
service, collecting information at the point of vaccination including
citizens” demographics, clinical records and vaccination status to integrate
with a myriad of other NHS point of care, booking and analytical systems
to send and receive data for cohort selection, planning and prioritisation.
NIMS provides data to UKHSA and NHSE for analysis and statistics as well
as receiving information about vaccinations from GP Practices, pharrnacies
and other vaccination centres, which allows for information to flow
between different settings. A recent review found that NIMS “reduced the
risk of inaccurate immunisation records for the entire population” with
its point of care apps providing “a more consistent template of entering
data”.”' It also helped embed a positive feedback loop for vaccine
manufacturers and the life sciences sector, with Public Health England
linking testing data to NIMS.*"?
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sation Register—A model for universal im-
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Direct care

Anovel approach is required to ensure that all relevant providers can view,
amend and update their patient’s immunisation status.’”” For instance,
health visitors should be able to access to the medical records of the babies
and children they are supporting, so they can easily check vaccination
status and encourage uptake if appointments have been missed. Pharmacists
too — who we envisage are commissioned to deliver a wider range of
vaccinations in the future — should be able to view the immunisation
record of users to enable ‘opportunistic’ vaccination. Ensuring this
information is up to date is key. After all, the Covid-19 vaccination rollout
highlighted the importance of accurate medical records for producing
reliable lists of people who are clinically extremely vulnerable (CEV), or
immunocompromised.***

At the other end of the telescope, there is substantial scope to improve
immunisation surveillance. This points to the benefits associated from
having a National ‘Life Course’ Registry — a confidential, population-
based database that records all immunisation doses administered by
relevant providers.’”® Evidence shows they enable a more robust and
systematic approach to immunisation.?® Some countries with successful
programmes — such as Israel, Australia and Sweden— have only introduced
these registers in the past five years (see Box 10 & 11).2%

Secondary uses

The Covid-19 RECOVERY trial was largely dependent on cross-
organisational data sharing which gave researchers improved access
to primary care data that “would have been difficult to obtain without
the COPI notices”.*”® Current legislation provides for sharing only for
the purpose of direct care. The Government has acknowledged the need
to address these challenges. The Data Saves Lives strategy was published
in June 2022, arriving hot on the heels of the Goldacre Review.*”
Immunisation will be one of five focus areas for an ‘NHS Federated Data
Platform’, meanwhile.?'° These initiatives could transform the secondary use
of data for planning and research to improve services.

There is an important consumer dimension to these developments.
Immunisation data — at a national as well as at a local level — should
be transparent, publicly accessible, and updated at appropriate, regular
intervals (and in near real-time if appropriate). UKHSA’s COVID-19
dashboard website is an example of how this should be done across
programmes, through which the public can easily access data on infection,
hospitalisation, and vaccination uptake rates

Introduce a Centrally Commissioned Communication Capability

In addition to the data layer, an effective (and improved) communications
layer is required to transform our supportive architecture for vaccination.
A centrally commissioned communication capability should therefore be
introduced, which could be modelled upon the current Covid-19 and
Influenza National Booking System. The aim is to enable providers — and
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eventually, “Vaccine Collaboratives’, as advocated in this report — to choose
software from a provider listed on a nationally specified framework. The
minimum expectation for this capability is to enable invitation scheduling,
appointment booking and preparation processes. The framework should
specify that all channels, including NHS App, SMS, email and phone outreach
should utilised.

Patient-and Provider-Accessible Health Records

Recommendation. Enable all providers commissioned to deliver
vaccinations access to the relevant sections of a patient’s health
records. Enable users to view their immunisation records. Enable joint
controllership of data so that systems can provide support to GPs in the
management of patient data to unlock possibilities for a greater range of
providers to access to anonymised information for clearly defined use
cases.

Throughout our research, many front-line staff have reflected on the
missed opportunities which occur where they cannot swiftly check a patients
immunisation status, inhibiting ‘opportunistic’ vaccination. Community
pharmacy represents the provider which is likely to prove most beneficial
in enabling access to patient records, currently managed in general practice.
We have also previously discussed the benefits which may derive if those in
secondary care — particularly in emergency departments are able to swiftly
access a patient’s immunisation record.

A range of studies have found that patient access to electronic health
records can bring clinical benefits too.*'! As our recent report on the future
for general practice, At Your Service, suggests, the aim should be to shift to
a system that offers continuity of information (and thereby supporting
continuity of care) across settings.”'* That report also recommends shifting
to a new data model, whereby liability, and management of patient records
is shared between GP practices (who currently act as the sole controller) and
either ICSs or NHS England. Joint-controllership —as we advocate has already
been introduced in Scotland. There will also be lessons to be learned from
models where patient-accessible records have already been enabled, such as
Australia and Sweden (see Box 11).

Changes are afoot in England through the Citizens’ Access Programme.
Some patients are already able to access their records, such as those
requesting permission through accuRx’s ‘Record View platform, provided
that a healthcare professional approves it, with patients receiving a 6-digit
code via SMS.”"* After a series of delays, it had been envisaged that from 1
November 2022, all patients over sixteen across England are scheduled to
be able to view their patient records via the NHS App, with historic records
added over the course of 2023.>'*

There are important caveats to bear in mind for the rollout of this scheme.
Firstly, care is required to ensure the offer doesn’t unnecessarily widen
inequalities or reduce access for those that do not have the capacity to engage
with health services in this way.*"* This will necessitate conversations around
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the format and settings that best meet the needs of particular user groups.
Moreover, whilst we believe that most issues can be effectively mitigated,
it will take time for best-practice to emerge in what is effectively a shift to
the joint-administration of records. GPs for instance must be able to hide
elements of the patient record (or to be specific about which individuals
they feel certain information is appropriately shared) — this is vital given
third-party information may be contained. It has been reported that many
current IT systems are unable to enable this, thereby compromising this
fundamental principle of privacy that GP surgeries are legally required
to uphold (under the Data Protection Act, GPs are responsible for this
information as data controllers).?'® Many practices are refusing consent as
a result. Both the BMA and RCGP have called for the scheme to be stalled,
and for patient safety and implementation issues to be addressed before
turther progress is made.?!’

Progress here will ultimately be contingent upon ensuring arrangements
have been optimised at a national level: that IT systems are in place and
commissioned to enable GPs to redact relevant sections of records; that
change management support is in place to assist practices to make the
transition and to ensure best-practice is widespread; and in some instances,
automatic redactions are created. As it stands, many GP practices have had
to work through many of the implementation challenges without sufficient
guidance and support at a national level.*'® Some key enablers that would
make a difference would include extending The Clinical Negligence
Scheme for General Practice (CNSGP) to cover data breaches, thereby
providing greater assurance. Above all, the implementation of such a
scheme is evidence that an expansion in analytical capabilities at national,
system and local levels — as the recent Goldacre Review recommended — is
needed to be able to implement such a scheme, without impacting the
delivery of routine care.*"”

We believe that the principle of patient access to records is important
and we would wish to see a move whereby users can input and amend
their vaccination records (subject to approval by an appropriate healthcare
professional), including their travel vaccinations (which are not delivered
on the NHS). The Vaccine Data Resolution Service (VDRS) should be made
more accessible to users to fulfil this purpose. Such an approach will be
commensurate with commitments in the Government’s recent Plan for
Digital Health and Care and the Integration White Paper, both of which
call for the NHS App to offer a personalised experience and to encourage
them to engage in tailored preventative activity (including immunisations
and vaccinations). For instance, the NHS App should provide access to
immunisation records beyond the COVID-19 vaccine certificate in due
course.
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Box 14. Australia and Sweden: Patient Managed Electronic Health Records (EHRs)

Australia: My Health Records

Australia provides EHRs, called My Health Records (launched in 2012), to everyone
that has either a Medicare card or individual healthcare identifier, enabling users and
providers access to records. Consumers have the option to restrict access to some or all
of the documents in their record. This has allowed healthcare providers across different
settings and geographical areas to gather relevant information instantly, especially in
the event of medical emergency. This does not replace clinical information systems
at GPs or other healthcare providers at the local level. Providers can upload clinical
documents, which include medicines, diagnostic summaries, e-Referrals, pathology
reports, prescription, and immunisation?%,

Sweden: Journalen

Sweden also launched its national patient accessible EHRs in 2012. Journalen gives
users a single record with information from any health care provider they have visited??*.
However, the functionality of Journalen varies across the 21 regions and can include
diagnostic test results, referral notes, and immunisation status amongst a variety of
features.

3.4. Engaging Citizens

“Currently immunisation programmes are too often designed for the convenience
of service providers, not patients”

Research Participant, 2022

Recommendation. Disinformation should be tackled with the
development of a permanent communications cell in the NIS, working
with DHSC and DCMS. It should be modelled on the Rapid Response
Unit introduced by the Cabinet Office during the COVID-19 pandemic

Recommendation. The charity and voluntary sector should work
together to establish an umbrella Life Course Immunisation advocacy
group.

Challenges with vaccine confidence have existed since the first vaccines
were developed, but the proliferation of anti-vaccination misinformation
through social media in particular has given it renewed significance.”*?
Part of the challenge lays in the quantification of the challenge: as Professor
Helen Bedford has recently claimed, “we have the uptake figures, but we
don’t have the attitudinal insights”.?** The reasons for ‘hesitancy’ are often
complex and context-specific — something that both Policy Exchange and a
wide variety of organisations found when assessing the initial stages of the
COVID-19 vaccination rollout.?** One recent study queries the usefulness
of the term ‘vaccine hesitancy’ for its varied and confusing use.”” We
know however that building trust and ‘confidence’ is key to tackling doubt.
Professor Heidi J. Larson, founder of the Vaccine Confidence Project,
writes that “vaccine acceptance is about a relationship, about putting trust
in scientists who design and develop vaccines, industries that produce
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them, health professionals who deliver them, and the institutions that
govern them. That trust chain is a far more important level of acceptance
that any piece of information. Without these layers of confidence, even
the more scientifically proven and well-communicated information may
not be trusted”.?*¢

Figure 5. ‘Vaccine Acceptance Spectrum’
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The latest guidance from the National Institute for Health and Care Excellence
(NICE) provides a useful summary of further reasons that uptake may be
limited*”. These include:

. Inflexible and inconvenient clinic times and locations

. Perceived lack of balanced information

. Language and literacy problems

. Insufficient time to discuss concerns

. Lack of staff training in how to discuss vaccination

. Uncertainty about vaccine safety and effectiveness

. Uncertainty about whether vaccinations are needed (incl. disease

N O b W =

severity)
Previous negative experiences of vaccination
Lack of trust in Government, drug companies and healthcare

8.

9.
system

10. Religious or cultural views

11. Individual barriers, such as needle phobia or sensory impairment

These can be grouped into several themes including accessibility,
approachability and awareness.**®
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Accessibility — According to a recent report from the Royal Society for
Public Health, the timing, availability and location of appointments were
identified as barriers to vaccination across the life course by the public
and by healthcare professionals — although the vast majority of people
who chose not to vaccinate do not cite inconvenience as a key factor.””” In
fact, only for influenza vaccination did any significant number of parents
(according to their findings) indicate that inconvenience of accessing the
vaccine was a factor contributing to their decision not to vaccinate their
child, with 24 of 496 parents (5%) agreeing this was the case.””* Older
adults believed key barriers to be the availability of appointments (34%
agreed) and the location of appointments (27%).?*' Research published
by Public Health Scotland and the University of Edinburgh revealed
that uptake of the MMR and 6-in-1 vaccine among Scottish pre-school
children paradoxically increased during the first Covid-19 lockdown in
spring 2020 for a range of factors which included direct communication
with families to remind them of upcoming appointments and easier access
to vaccination centres.”** Leveraging the Citizens’ Panel in Integrated Care
Systems (ICS) alongside other patient and public involvement platforms
will be of use to gauge where services ought to be delivered.

Box 15. International Best Practice: How to increase flexibility and
ease of vaccination?

Appointment Making

Websites In Sweden and Switzerland, the public can make an appointment
online or through the phone. Although in Switzerland, this is
dependent on the canton/sub-regions. There were wide disparities in
the approach to COVID-19 vaccine rollout.

Apps In Israel and Portugal, users can book vaccine appointments through

an app. Portugal has a well-established app--SNS 24--that contains
information on a patient’s health and provides clinical and nonclinical
services. It also offers services for citizens to solve health-related
issues without having to access primary care or the hospital.

Approachability — Attempts to address service provision gaps in ways that
involve trusted community organisations, and which ‘localise’ responses,
including tailoring communication or implementation strategies are
particularly effective.”*® Some scholars have described this as a “precision
public health” approach, which takes into account local variation, and the
specific needs and circumstances of vulnerable populations.”** After all,
Covid-19 vaccination rates varied greatly across England, with deprivation
a factor in lower uptake.””* There are clear disparities in uptake between
groups also. The “White British’ population was vaccinated — for instance
—at significantly higher rates on average than the ‘Black Caribbean’
population.?*® Disparities in uptake have also been observed in Israel and
Australia (two countries we have investigated closely in this report), with
Ultra-orthodox Jewish and Arab populations having lower vaccination
rates than the wider population in Israel; the Indigenous population
persistently achieving lower coverage than other Australians across all
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states (see Graph 6 below).

Finding ways to target what are themselves heterogenous communities
is a challenge. A recent Healthwatch England report shows attitudes toward
NHS initiatives to achieve greater uptake amongst target groups from
‘African, Bangladeshi, Caribbean and Pakistani’ backgrounds. It reveals that
approaches could be ineffective and even patronising if not approached
sensitively and transparently.”*” A recent study which considers measures
to improve vaccination uptake amongst traveller, Gypsy and Roma
communities (whose uptake rates are well below the national average),
finds building trusted relationships; facilitating attendance at appointments;
and improved record keeping and monitoring to be effective strategies for
driving uptake.**® Tailored approaches have been understood as necessary
to boost uptake of HPV vaccine coverage in Muslim, Jewish schools and to
reach pupils in smaller specialist schools.**”

The “most potent intervention” for increasing vaccine uptake is the
trusted recommendation from healthcare providers, but it is unclear
whether such recommendations are effective because they increase
confidence, set social norms, or reflect a direct behaviour change. It is
plausible to suggest it achieves all three.”*” A pilot scheme undertaken in
Liverpool in which GPs phoned patients who had declined or ignored
Covid jab invitations led to more than half agreeing to be vaccinated as a
result.”*! Out of 200 vaccine-hesitant patients called by one practice, 125
decided to go ahead with the jab after discussing their concerns with a
doctor. The importance and influence of social networks is also clear, with
60% of people surveyed agreeing the opinions of friends and family were
trusted and valued. When it comes to vaccination, the messenger matters,
meaning that giving users the choice over who contacts them is of real
importance. In most cases, GP practices will remain best placed to act as
the key point of contact and should play a coordinating role in scheduling
call and recall notifications.

Awareness —is about the system getting on the front-foot, ensuring that
information presented to the public is accurate; that surveillance data is
accessible and up to date, both of which improve confidence amongst users
through improved ‘operational transparency’.”** Improving surveillance
data is a key plank of this strategy, building confidence amongst users of
the intelligence of the system.**’

Bringing these features together, the results from a February 2019
study from NHS Scotland, entitled ‘Exploring public views of vaccination
service delivery’ are instructive. This examined the features that those
interviewed associated with creating a more approachable, and effective
vaccination service.*** These features were as follows:

1. Patients would be informed initially from a mix of sources that
would all then feed into a central invite system: from GPs, practice
nurses, hospital staff, pharmacists.

2. The invitation system would be a new central system with one
database held that triggered initial invitations sent on paper or
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email and with information included as per the invite format. All
communications would be as per patient preference.

The decision would be based on the patient having the information
that makes the vaccination relevant and important to them,
including why the individual should have the vaccination, the
consequences if they do not, what the vaccine is, what is in it,
what it does, what side effects it could have, and so on.

Running alongside all of this would be ongoing communications
promoting the vaccinations service and stating why it is relevant
and needed, busting myths and promoting correct information
and also giving information on how the programme is doing over
time.

The appointment must be easy to make and systems need to be
created that can be accessed out of office hours, with self-booking
systems and the assurance that appointments will be available with
a call back or notification push if someone does need to wait for
an appointment slot.

On the day, the process would be simple for the vaccine itself, but
the future would see a system thatisin a ‘local to me’ location, with
NHS staff that are trained well, quick and efficient, at a convenient
time for the patient, by appointment or block time or drop in
(only if efficient), ID verified, linked into medical records, with an
information card to read at the start and sufficiently engaging that
the patient feels able to ask questions if they want to.

For aftercare there is a need to develop an aftercare information
card, giving details of potential side effects, what to do and who
to report them to.
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Graph 6. Variation in COVID-19 vaccination uptake between
societal groups, UK and Australia
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Improving ‘Vaccine Confidence’ Through Pro-Immunisation
Advocacy

Recommendation. Organisations across the charity and voluntary
(VCSE) sector should collaborate to establish an umbrella Life Course
Immunisation advocacy group.

In conducting this research, it has been striking — particularly in comparison
to major disease areas such as cancer or dementia for instance — how
disparate advocates for immunisation are across the VCSE sector. Whilst
many charities will lead specific campaigns for age-related vaccines, and the
British Society for Immunology have created a wealth of useful resources,
there is no clear, unified and eminent pro-immunisation advocacy voice
in the public debate at present.*** This is concerning because of the
pervasiveness of those advocating against immunisation.

A recent study in Nature shows anti-vaccination commentary (and
associated websites/ social media) tends to have fewer followers but is
more numerous than ‘pro-vaccination’ sources and more often linked to
discussions amongst those whose stance on vaccination is undecided.**
In contrast, sources which explain the benefits of and scientific case for
vaccination are “largely disconnected from this ‘main battlefield’ for
public sentiment”."® A unified immunisation advocacy group could play
a useful coordinating role, but efforts to create such an organisation
have not borne fruit. A recent study from the International Federation
on Ageing revealed factors limiting progress including capacity issues for
VCSE organisations juggling competing priorities, and the challenge of
tailoring messages accurately and appropriately across populations with
a wide variety of needs and conditions."” This health literacy factor is
important and innovative solutions will be required to address current
challenges. A UK Government commissioned survey of 2,000 parents
suggests many are not aware of the risk measles (for instance) poses. Only
38% were aware measles could be fatal; 56% did not know that two doses
were required to complete the full course. A ‘life-course’ approach will be
required to counter findings from a recent study that many older people
tend to associate “vaccination” with the jabs that children and babies
receive, such as MMR and polio**’.

It is our view that a federation of existing Voluntary, Community and

Social Enterprise (VCSE) organisations could help to ensure resources are 245.A guide to childhood vaccinations, British
pooled most effectively, whilst acting as a public champion and advocate Society of Immunology [link]

. . . 246.Misinformation also travels at greater
for all immunisation programmes. speed, Soroush Vosoughi, Deb Roy & Sinan

Aral, ‘The spread of true and false news
online’, Science, Vol 359, No. 6380 (2018),
1146-1151 [link]; Seth C Kalichman, Lisa A
Eaton, Valerie A Earnshaw, Natalie Brous-
seau, ‘Faster than warp speed: early atten-
tion to COVD-19 by anti-vaccine groups on
Facebook’, Journal of Public Health, Vol. 44,
No. 1 (March 2022), e96-e105 [link]

247.Liam Hanson, Ready to roll out: Improv-
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post-pandemic, International Longevity Cen-
tre (August 2021) [link], p. 9
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No. 16 (2019), 2216-2223 [link]

249.'Anti-vax groups use carrot emojis to hide
Facebook posts’, BBC News, 16 September
2022 [link]

250.Seth C Kalichman, Lisa A Eaton, Valerie A
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warp speed: early attention to COVD-19 by
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251.Beth L. Hoffman, Elizabeth M. Felter &
Kar-Hai Chu, ‘It’s not all about autism: The
emerging landscape of anti-vaccination
sentiment on Facebook’, Vaccine, Vol. 37,
No. 16 (2019), 2216-2223 [link]

252.Nicky C Cardenas, ‘Europe and United
States vaccine hesitancy’: leveraging stra-
tegic policy for ‘Infodemic’ on COVID-19
vaccines ', Journal of Public Health, Vol. 44,
No. 2 (June 2022), e315-e316 [link]

253.Stephen R. Neely, Christina Eldredge, Robin
Ersing & Christa Remington, ‘Vaccine Hes-
itancy and Exposure to Misinformation: A
Survey Analysis', Journal of General Internal
Medicine, Vol. 37 (2022), 179-187 [link]

254.Government cracks down on spread of false
coronavirus information online, gov.uk, 30
March 2020 [link]

Tackling Vaccine Disinformation

Recommendation. Disinformation should be tackled with the
development of a permanent communications cell in the NIS, working
with DHSC and DCMS. It should be modelled on the Rapid Response
Unit introduced by the Cabinet Office during the COVID-19 pandemic.

A main source of vaccine misinformation and conspiracy theories
are groups that explicitly oppose vaccinations. A majority of those
engaging with these groups express caution against trusting vaccines,
doubts regarding vaccine safety and a need for ‘matural alternatives’ to
vaccination and conspiracy theories implicating the government, public
health advocates and pharmaceutical companies in unethical practices.**®
Groups are becoming increasingly adept at manipulating platforms to
proliferate bogus content. A recent study, reported by the BBC, showed
that anti-vaxxers used carrot emojis in place of the word “vaccine” in
order to circumvent Facebook algorithmic content searches, which target
words, rather than images.”*” Some of this activity is coordinated and
international. Major anti-vaccine groups were operating weeks before
the US government launched its own vaccine development program
‘Operation Warp Speed.” In short, anti-vaccine misinformation campaigns
often outpace public health messaging and have been a causal factor in
hampering the rollout of vaccines.””” These communities are complex
however and require tailored interventions.**!

This ‘infodemic’ — as one paper describes it — requires sustained effort
in Government so it can be effectively tackled.?*” One recent web-based
study of 600 adults in Florida found high levels of vaccine misinformation
among participants, with 73% reporting some exposure to misinformation
about COVID-19 vaccines in the past six months. This exposure was directly
correlated with vaccine hesitancy. Among those who did not report any
exposure to misinformation, 73.8% were vaccinated. That number fell to
62.9% with exposure to just one misinformation theme and 52.2% for six
or more.>*?

This issue therefore requires strategic and targeted messaging on the
part of health and care professionals. During the COVID-19 pandemic,
a Rapid Response Unit, operating from within the Cabinet Office
and Nol0, tackled a range of harmful narratives during COVID- from
purported ‘experts’ issuing dangerous misinformation and coordinated
with departments across Whitehall to deploy appropriate responses.”***

This included direct rebuttal on social media, working with platforms
to remove harmful content and ensuring public health campaigns are
promoted through reliable sources. The unit fed into the wider Counter
Disinformation Cell led by the Department for Digital, Culture, Media and
Sport, made up of experts from across government and in the tech sector.

We foresee a permanent comms cell being developed by the NIS which
could feed into DCMSs Counter Disinformation Cell moving forward. It
would engage closely with the life course advocacy organisation, detailed
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above, in the creation of assets and information to counter false and
misleading narratives.

Developing a Vaccine Registry

Recommendation. The Government should further support NHS
England and the NIHR to drive interest and user engagement (as
well as NHS partnerships with the life sciences sector) by creating a
comprehensive Vaccine Research Registry, modelled on the COVID 19
Vaccine Registry

The COVID-19 NHS Registry attracted 550,000 people to sign-up since
it launched in the Summer of 2020, with about 50,000 engaged in 18
different vaccine trials for seven different companies. Over a third of the
registry members were are over 60, groups at particular risk from COVID
infection.” Recent reporting had suggested the Registry’s future was
under threat, but, the Rt Hon Robert Jenrick MP, the former Minister
of State for Health used external legal advice to convince civil servants
it would not breach data protection laws if volunteers who had signed
up to the original COVID Registry were asked to take part in other
medical studies.””® The NHS and the NIHR have an opportunity to boost
partnerships with the life sciences sector further, by ensuring the Registry
encompass research into vaccines across the life course (as well as a host

of other disease areas), and continuing to deliver upon the promise of

increased user engagement alongside the benefits to UK Plc, that the
Covid-19 Registry demonstrated.

Further Leveraging the NHS App

Recommendation. Additional functionality should be added to the
NHS App, ensuring the availability of high-quality information, and
options to book immunisations. For parents, consent and broader
child health information (a digital or e-red book) should also become
more readily accessible.

Commitments in the Government’s recent integration white paper calls
for the NHS App to offer a personalised experience and to encourage users
to engage in tailored preventative activity (including immunisations and
vaccinations) **7. It also builds on the commitment made by the former
Secretary of State for all COVID vaccinations to be bookable via the App by
March 2023 — so that service users (or relevant nominated persons) can
access their full ‘life course’ immunisation record, as well as to book and
manage immunisation appointments.

255.Roger Highfield, Coronavirus: How the UK
Backed Vaccine Winners, Science Museum,
22 February 2021 [link]

256.Kate Bingham, Tweet dated 23 August
2022 11:55 AM [link]; Chris Smyth, ‘Covid

database revived to fight other diseases’,
The Times, 26 October 2022 [link]

257.Health and social care integration: joining
up care for people, places and populations,
gov.uk, 9 February 2022 [link]
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258.Delivering a school-based immunisation
programme and maintaining uptake in the
context of the COVID-19 pandemic, British
Journal of Child Health, Vol. 1, No., 5 (2020)
llink]

259.The best start for life: a vision for the 1,001
critical days, gov.uk, 25 March 2021 [link]

260.eRedbook, North East London NHS Foun-
dation Trust [link]

261.Digital revolution to bust COVID backlogs
and deliver more tailored care for patients,
Gov.uk, 29 June 2022 [link]

E-Consent

E-consent for childhood and school age immunisation should be offered
to parents and carers where appropriate. Sharon White of the School
and Public Health Nurses Association (SAPHNA) has stated that “many
areas still have archaic systems, including paper-based, which bring huge
issues and barriers. E-consent (electronic) systems are necessary to ensure
maximum efficiencies, safety, and uptake.”**®

E-Redbook

The development of a digital, or an electronic ‘red book’, inspired by the
paper-based version — first introduced in the 1960s for parents to log child
health information from infancy to four years of age — has long been an
aspiration. The aim of this digital version is to enable the creation of a
‘one stop shop’ for parents, with reminders issued at key milestones and
for accurate and NHS-approved information to be available at a parent’s
fingertips. An Early Year’s review from the Government, entitled, The
best start for life: A vision for the 1,001 critical days listed Digital Personal Child
Health Record within its vision.”® A commitment was also contained in
the 2019 Long Term Plan: that by “2019/20, 100,000 women will be
able to access their maternity record digitally with coverage extended to
the whole country by 2023/24.” So far, the initiative, developed as part
of the Digital Child Health Transformation Programme with NHS England
and the Royal College of Paediatrics and Child Health has enabled the
development of version which has been rolled out across London and
Essex.”* It has yet to scale however to other regions, however with uptake
variable and often defined by professional buy-in.

Aspartof'thisresearch, ithasbecome clear thatanumber of developments
are required to expand this offer. Firstly, a national commissioning model
is required so that developers have a clear sense of technical and content
requirements as well as clear partners to deliver the service. This should
be coupled with a new approach to content management for materials
relevant to children’s health at large. Key stakeholders from NHS England
(including representation from S7a team), OHID and Royal Colleges
should be brought together to determine what should feature in this
single portal — it may be appropriate for a steering group to be established
for this purpose. The current ‘Birth to Five' resource for instance — we
believe —should be embedded.*' The aim however, is to create a single,
effective portal for parents or carers.
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3.5. Assessment and Regulation

“People are always saying that the JCVI should be more like NICE. But these
comparisons feel hackneyed. The JCVI role is more complex. The Committee
is making population-wide recommendations, often having to absorb and
synthesise enormous uncertainty. And their work is supported by a threadbare
secretariat of a few people”

Semi-structured interview, 2022.

“All the members are unpaid and originally sign up to three meetings a year.
But since December 2020 the Committee has met more than 100 times”

Semi-structured interview, 2022.

The Joint Committee on Vaccination and Immunisation (JCVI) and
capacity to assess new vaccine technologies

Recommendation. Several reforms should be taken forward to
modernise the approaches and workings of the Joint Committee on
Vaccination and Immunisation (JCVI) which should be reflected in
Code of Practice.

These reforms would attempt to mimic elements of NICE, which has a
strong predictive arm, an underlying commitment to transparency, and a
mature relationship with industry dialogue, whilst recognising the unique
strengths of the JCVL.

The recent Life Science Vision considers how the UK can strengthen its
position as a world leader in the development, testing, access, and uptake
of new and innovative treatments and technologies. In particular, to sustain
its position in vaccine discovery, development and manufacturing.’®* Yet
industry partners have expressed concerns about the speed of National
Immunisation Technical Advisory Group (NITAG. In the UK, JCVI)
decision-making, procurement and rollout of proven products. A study
revealed that about half of the fifteen European countries studied reported
the process from NITAG recommendation and programme roll-out takes
more than six years.”®® The UK falls within this category; the other half
have an average duration of less than six years.

The JCVI is the independent committee that assesses new vaccines
and advises Ministers of Health on preventative vaccine policy. Initially
established as an advisory board for polio immunisation in 1963, it became
a statutory organisation as the Standing Advisory Committee on vaccination
and immunisation in 1981 and was reconstituted as a departmental expert
committee in 2012.*%* Its members, which currently numbers sixteen
including paediatricians, respiratory physicians, virologists and general
practitioners routinely meet and report as a committee three times a
year, the contents of which are released in the form of minutes which
summarises key decisions and recommendations on its website, and its

262.Life Sciences Vision, gov.uk, 6 July 2021
[link]

263.Valérie Laigle, Maarten J Postma & Mira
Pavlovic, ‘Vaccine market access path-
ways in the EU27 and the United King-
dom - analysis and recommendations for
improvements’, Vaccine, Vol. 39, No. 39 (15
September 2021), 5706-5718 [link]

264.For a useful short history of the JCVI, see
Andrew J. Hall, ‘The United Kingdom Joint
Committee on Vaccination and Immunisa-
tion’, Vaccine, 28S (2010) A54-A57 [link]
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recommendations published in “immunisation against infectious diseases”
guidance to clinicians.”*® Membership is voluntary and unpaid. The JCVI's
role is crucial as it assesses evidence on the safety, cost, and quality of
new vaccines before they are introduced to the national immunisation
programme that would affect a large proportion of healthy population.
Unlike most expert committees, the advice of the JCVI is requested by
Ministers and they are legally obliged to implement its formal advice. If
the JCVI reviews evidence and recommends a particular course of action
which differs from what the regulator (Medicines and Healthcare products
Regulatory Agency, or MHRA) has approved for the product licence
(such as recommending a change to the number or timing of doses), its
recommendations can ‘outrank’ the licence (or, as with the COVID-19
vaccines, their Emergency Use Authorisation).*

Transparency in decision-making

The robust nature of the expert-led, committee decision making process
was held up by several of our interviewees as a distinguishing factor
of the JCVI. These fundamentals are strong, ‘world-leading’ even. Any
reforms must safeguard what is working well, and this report makes
no recommendations that would lead to a major deviation in the core
structure of the JCVI.

However, some interviewees did suggest that whilst not doubting the
independence of the decision-making process, the decision architecture
coulditself be more transparent and standardised. Compared to the National
Institute for Health and Care Excellence (NICE) which provides technology
appraisals on medicines, the JCVI does not typically explain its process or
provide a timeline of its decision-making. As well as providing assurance
to manufacturers, being able to communicate its process is crucial to
gaining and maintaining public confidence. NICE publishes full appraisal
reports including associating documentation to justify Health Technology
Assessment decisions. Whilst models often are published by the JCVI, these
do not necessarily neatly align with the timing of the decision (sometimes
with a substantial lag). This can mean that manufacturers have a limited
understand behind the decision-making progress and it can remove the
possibility for informed external scrutiny. The JCVI also does not publish
its cost-effectiveness model. In some instances, this has been seen as a
limitation to its approach given that tenders for vaccine procurement are
based on the result of these studies. Tender criteria and technical reports are
not routinely published, which means that manufacturers can — in some
instances — be left with a limited understanding behind decision-making.
As an expert committee, the JCVI does not have a citizen council to review
elements of the institute’s methods, procedures and decision-making,
which provides a platform for public scrutiny and opinion. Currently one

265.1t should be noted that recent commit- layperson sits on the Committee, with a recruitment process underway to
ments have far exceeded this, with the total .
number of meetings over the past eighteen fill a second vacant position.
months well over 100. Direct comparisons between the resource and capabilities of the JCVI
266.Peter M.B. English, The UK approach to .
COVID-19 vaccination: why was it so dif- and NICE can often feel misplaced. NICE has an FTE headcount of 807;

ferent?, Drugs in Context, Vol. 10 (2021)
llink]
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the JCVI secretariat only has five. If the JCVI is to be expected to develop
the horizon scanning capabilities recommended in this report, more
investment is needed to support evolutionary change. The objective of
this exercise should be to boost organisational resilience, to ensure that
the secretariat function can fully support the experts on the respective
committees, and to develop the JCVI's methods and processes to maximise
the positive learnings from the pandemic. This is necessary to enable the
JCVIs capabilities to flex sustainably as and when required in the case of
clustering of new programmes or where future outbreaks, epidemics, and
pandemics occur.

When looking at international best practices, the NITAGs of Australia
and Israel provide digital access to committee minutes, with Israel including
the names of speakers. NITAGs in Portugal, Sweden and Switzerland do not
share their meeting notes (see Box 13). A technical report conducted by
the European Centre for Disease Prevention and Control (ECDC) surveyed
26 countries, finding only six out of 26 countries published minutes
online, including the Czech Republic, Denmark, Germany, Latvia, and the
UK.**” Of the 26 countries, only two—TLatvia and Slovenia—involve the
public in meetings. This suggests that the JCVI is comparatively transparent
in its decision-making, and the limited role of public’s involvement in
immunisation assessment is commonplace.

Communication

The JCVI was instrumental throughout the pandemic in making a series
of bold decisions including recommending variation from manufacturer
recommendations in extending the ‘prime-boost’ interval between the first
and second doses of the AstraZeneca and Pfizer-BioNTech vaccines. These
decisions were “controversial at the time but have contributed enormously
to the effectiveness of the vaccination programme”.*®® The JCVI was
praised for its effective communications in explaining its decision-making
during the pandemic, which included frequent statements to update its
decisions, and holding news briefing on media and press.

There are however, elements of the way in which it communicates
its decisions which could be strengthened. One example is the way in
which it communicates anticipated transitions from “older” to “newer”
vaccine technologies. Were the JCVI to implement a more formal set of
“horizon scanning” activities (as this report encourages), ensuring there
is clarity on how JCVI the anticipates use by providers of multiple vaccine
platforms will be beneficial. Clearer guidance could enable more accurate
production expectations from industry.

Horizon-scanning and engagement with stakeholders

In terms of horizon scanning and stakeholder engagement, the JCVI
could benefit from adopting some learnings from NICE’s approach
where manufacturers are involved at the preliminary stages of product
licensing in a formalised and standardised process. Early advice from
the relevant body is crucial for acceleration of the access pathway. In the

267.Current practices in immunisation poli-
cymaking in European countries, ECDC
(March 2015) [link]

268.Peter M.B. English, The UK approach to
COVID-19 vaccination: why was it so dif-
ferent?, Drugs in Context, Vol. 10 (2021)
[link]
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UK, horizon scanning is routinely conducted once per year, with the
JCVI often providing informal early advice. A few European countries
including Denmark, France, the Netherlands, Poland and Portugal, have
formalised this process, which involves either their expert committee
or licensing body assessing whether a vaccine is eligible for the process,
documentation, timeliness and in some cases charging a fee.”®’

In response to these challenges, a dedicated ‘Horizon Scanning Sub-
Committee’ could be established, with a remit to look up to ten years ahead
(the current horizon scanning process looks at vaccines in development
over the next three-five years). The sub-committee should also be
encouraged to ‘direct the horizon” with demand signalling mechanisms
which determine the nationally significant vaccine-preventable diseases.
Representation on the sub-committee should include epidemiologists but
may also draw upon the input of representatives from the Accelerated
Access Collaborative, BEIS, DHSC and NHS England.

The value of horizon scanning will assist the JCVI in planning its
workload, as well as informing modelling requirements. But enhancements
would support the wider ecosystem too, enabling NHSE to anticipate
tuture roll outs (and plan for any relevant contractual changes). From
the perspective of DHSC, improved horizon scanning could also enable
improved budget forecasting with a longer-term view of when and how
much it will seek from Treasury.

This could be accompanied to refreshed methods of engagement
with manufacturers, with routes created to allow for informal two-way
dialogue, supplementing the existing company days. Dialogue with the
industry would support our proposed vision for JCVI to actively ‘direct’,
instead of passively ‘scan,” the horizon and achieve the UK Life Science
Vision to shift towards a ‘mission-led,” approach to the biggest healthcare
problems.

To achieve this objective, additional resource will be necessary.
Currently, the JCVI has no set budget.”’”° Members are unremunerated,
and only able to claim reasonable expenses. The secretariat function is
effectively loaned by UKHSA. Policy Exchange believe there are some
advantages to setting an annual budget for the JCVI. This would allow
an expansion of the secretariat headcount, with new hires to strengthen
expertise in communications, horizon scanning, stakeholder engagement,
and modelling. Within this new annual budget, the JCVI should also be
allowed to commission research. This should however be caveated, given
there are discrepancies year-by-year in the demands the JCVI manages.
Measures to enable this budget to flex, were another pandemic or outbreak
to occur would have to be factored into any decision.

A clear timeline for the assessment of new vaccine candidates including a
process chart which should be formalised and published on the JCVIwebsite

269.Current practices in immunisation poli- (see Case Study in Australia, Box 17), as currently JCVI does not operate
cymaking in European countries, ECDC . . . .
(March 2015) [link] around a standardised timeline for vaccine assessment and stakeholder
270.Joint Committee on Vaccination and Im- engagement. We expect that this transformation would minimise the
munisation: Finance - Question for De- . . . . . .
partment of Health and Social Care, UIN pI’OCGSS tume and 1mprove the efﬁc1ency Of vaccine assessment, Wthh 1S

HL14789, tabled on 12 April 2021, Hansard
llink]
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crucial for the UK to maintain its world-leading status in vaccine research.
The aim of these reforms overall, is to create an approach which enable
the wider system to adapt service pathways appropriately as new vaccines
enter the market, so that patients can receive rapid access once a timely
JCVI decision has been made.
Bringing these recommendations together, the JCVI's Code of Practice
should be updated to reflect the evolutionary nature of these reforms.

Box 16. Case Study: Australian Technical Advisory Group on Immunisation (ATAGI) -

Horizon-Scanning and Industry Engagement

ATAGI has a standardised horizon scanning schedule (three cycles per calendar year).
Sponsors must request a pre-submission advice from ATAGI before a vaccine submission
to the Pharmaceutical Benefits Advisory Committee. ATAGI charges for services, with
fees ranging from AUD $103,500 for simple cases to $181,500 for complex ones. The
calendar details steps and key dates are published online?’?, with information such as
detailed guidelines and procedures on submission available on the website; dates at
which draft of meeting outcomes and final endorsed advice can be expected; templates
for the pre- and final submission. Sponsors can also meet with ATAGI to seek feedback
on submission plans prior to making a request for ATAGI advice.

ATAGI has several horizon-scanning methods. These include presentations by vaccine
manufacturers at an annual ATAGI Industry Day, reviews of literature and decisions
by regulatory authorities in other countries, and Therapeutic Goods Administration
(TAG) (Equivalent of MHRA in the UK) advice to ATAGI regarding new applications for
registration.

Calendar of ATAGI Pre-Submission Advice

Calendar

As of 1 July 2020, there are three cycles per calendar year for sponsors to request pre-submission
advice from ATAGI, for a vaccine submission to the PBAC. Lodge your notification of intent and
request dossier according to the timeframes below.

Step December April 2022 August 2022 | December
2021 Meeting Cycle | Meeting 2022 Meeting
Meeting Cycle Cycle
Cycle

Sponsor notifies Department | 8 July 2021 28 October 17 March 7 July 2022

of intention to submit 2021 2022

request for ATAGI advice

Sponsor Request for ATAGI | 22 July 2021 | 11 November | 31 March 21 July 2022
Advice submitted to 2021 2022

Department (ATAGI

Secretariat)

Sponsor and discussants 28 October 24 February 7 July 2022 27 October
receive draft (6 weeks before | 2021 2022 2022
ATAGI meeting)

Sponsor comments back to 11 November | 10 March 2022 | 21 July 2022 | 10 November

Department (4 weeks) 2021 2022
ATAGI Meeting 10 December | 7-8 April 2022 | 18-19 August | **8-9

2021 2022 December 2022
Sponsor receives final 24 December | 21 April 2022 | 1 September 22 December
endorsed advice (2 weeks 2021 2022 2022
after ATAGI meeting)
Deadline for major 9 March 2022 | 6 July 2022 **early ** early March
submissions to PBAC November 2023

2022

Source: ATAGI, ‘ATAGI request for pre-submission advice - information for sponsors,
2021 [link]

271.ATAGI, ‘ATAGI request for pre-submission
advice - information for sponsors, 2021
[link]

policyexchange.org.uk | 109


https://www.health.gov.au/sites/default/files/documents/2021/11/atagi-pre-submission-advice-for-industry-sponsors-wishing-to-make-a-pbac-submission-information-for-sponsors.pdf
https://www.health.gov.au/sites/default/files/documents/2021/11/atagi-pre-submission-advice-for-industry-sponsors-wishing-to-make-a-pbac-submission-information-for-sponsors.pdf

A Fresh Shot

Box 17. International Best Practice: The Equivalent of the JCVI in Comparator
Countries (National Immunization Technical Advisory Groups, or NITAGs)

Country

Name of
Committee

Description

Vaccination
Commission

in Switzerland
(Commission
Fédérale pour
les Vaccinations,
CFV)

Australia Australian ATAGI provides industry sponsors with pre-
Technical submission advice for potential submissions
Advisory Group to the Pharmaceutical Benefits Advisory
on Immunisation | Committee (PBAC) on vaccine effectiveness
(ATAGI) and use. ATAGI advice must be sought prior

to a sponsor making a submission to PBAC?"2,
It meets six times a year, with additional
meetings held if needed. Meeting minutes are
published online.

Israel The Advisory Israel’s expert committee provides
Committee recommendations to the Director of Public
on Infectious Health Services and Ministry of Health,
Diseases and who makes the final decision on national
Immunization in | immunisation policy. The full minutes of the
Israel NITAG, including the named citations of each

speaker in discussions are publicly available
on the committee’s website?’®. There are three
observers present in a 15-member committee.
Members are appointed by the Director of
Public Health Services. The committee meets
at the request of the chair.

Portugal National Expert group chair appointed by Director-
Vaccination General of Health, representing the Ministry
Committee of Health. Committee meets three times a
(Comissao de year. Meetings are not open to public, nor are
Vacinacao) minutes publicly accessible online.

Sweden Expert group and | The Swedish NITAG is separated into two
assessment group | agencies --the Expert group that assesses
(Expertgrupp and | evidence based on scientific basis and the
Sakkunniggrupp) | National Board of Health and Welfare gives
and National recommendations to the government based
Board of Health on these reports. The government makes
and Welfare final decisions on the national immunisation
(Socialstyrelsen) programme. Meetings are not open to the

public nor are minutes published. Like Israel,
there is no scheduled meetings but called when
required.

Switzerland The Federation The CFV meets approximately five times

per year, which are scheduled one year in
advance?”, It disseminates selected data and
information about its activities using press
releases and publications, but meeting reports
are not made public. The committee consists
of 15 members, appointed by the Federal
Department of Home Affairs. Secretariat based
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“It is a race we are still running, ‘mutant’ variants threaten to ‘escape’ the
vaccines and treatments we have developed to bring the pandemic under control.
And, if and when we do cross the finishing line, sadly there will not be much
time for celebration. We will already be in training for the next one.”

Sarah Gilbert & Catherine Green, Vaxxers: The Inside Story of the
Oxford AstraZeneca Vaccine and the Race Against the Virus (London,
2021)

In this research we have sought to achieve a balance between reform of and
support for existing immunisation policy. Too often there is a temptation
to propose major structural reform, or further resources and capacity, but
not both. Our paper intends to offer a balanced set of ideas that draw upon
the specific assets that exist in places, the deep experience and expertise
in immunisation across primary care, and the opportunities for national,
high-impact enablers. This is reflected in the recommendations. A set
larger than we would typically wish to include — but it reflects the multi-
dimensional, and multi-agency nature of vaccination and immunisation
policy. Some —including the piloting of new payment models and Vaccine
Collaboratives — will take several years to implement. Others — such as
moving towards a process of joint controllership of patient data or making
the JCVI processes more transparent — could happen sooner. All would
unlock significant benefit.

For the vaccines community there has been so much to celebrate from
the past two years. A combination of scientific endeavour, sophisticated
manufacturing capability, and intelligent rollout design and delivery has
charted our course out of the pandemic. The challenge is to find a way of
mimicking these good fundamentals in ‘peacetime’, and with a different
set of vaccine-preventable diseases — some of which lack the infectiousness
or severity of COVID-19 but still carry a significant burden.

This is no time for complacency. The return of polio and emergence
of monkeypox demonstrate the fragility of our public health system and
the close interdependency between our immunisation coverage rates and
wider NHS performance. Already the UK Government has faced criticism
for its monkeypox response, including the decision to not procure extra
vaccine doses in the early autumn. Further outbreaks of measles, or
influenza could also place major stress on routine activity this winter. In
Chapter Two we outlined the impact of the slow catch-up on both measles
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and shingles. In 2018 a flu spike led to the wholesale cancellation of all
planned operations in the NHS. With the waiting list 65% bigger in 2022
and intense political pressure to address the backlog, policymakers must
not make the same mistake.
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