Influenza survey of vaccinations of patients 2010/11

Aim
1. The aim of this survey is to collect data to:

· support assessment by DH, SHAs and PCTs of the management and delivery of the vaccination programme whilst the programme is running

· allow PCTs, SHAs and DH to assess local, regional and national performance and compare this with previous influenza vaccination programmes

· identify groups (by age and/or risk) where coverage is low (and high)

· provide epidemiological data to allow assessment of the impact of influenza vaccination

· provide information to the public and Ministers

2. It is not designed to support GP payment schemes.

Proposed collection
3. Collect cumulative data on trivalent seasonal influenza vaccinations of the following groups between 1 September 2010 and 31 January 2011 (inclusive):

(i) Age groups:

· those aged six months to under two years [as usual]

· aged two years to under 16 years [as usual]

· aged 16 years to under 65 years [as usual]

· aged 65 years and older [as usual]
Denominators for those aged under 65 years should be defined by their age on date of extraction, but for those aged 65 years or older they should be defined by their age at 31 March 2011 (this fits with the policy i.e. all those aged 65 years or older by the 31 March 2011 are eligible to receive vaccine in the 2010/11 vaccination programme). In a change from last season, the 6 month age band is no longer fixed as those born on or before 1 April – it too is now defined by age on the date of extraction.
(ii) Clinical risk groups (excluding healthy pregnant women or healthy carers from the summary count of those patients in one or more risk groups).  Those aged six months to under 65 years (broken down by 6 month to under 2 year, 2 year to under 16 year and 16 year to under 65 year age bands) in one or more of the seasonal influenza clinical risk groups, and individually for each risk group, as follows [similar to previous surveys]: 
· chronic respiratory disease

· chronic heart disease

· chronic kidney disease

· chronic liver disease

· stroke, transient ischaemic attack

· chronic hereditary / degenerative disease of the central nervous system including multiple sclerosis and cerebral palsy 
· diabetes [no separate collection of data for diabetics on medication]

· immunosuppression

(iii) Carers (ie patients vaccinated solely by virtue of being a carer, so not in a risk group, not aged 65 or over and not pregnant) [as usual]

(iv) Pregnant women (no requirement to be broken down by age) defined as
· healthy women confirmed as being pregnant (in the first, second or third trimesters) by a medical professional (e.g. GP, midwife) during 1 September 2010 to 31 January 2011 

· women confirmed as being pregnant (in the first, second or third trimesters) by a medical professional (e.g. GP, midwife) during 1 September 2010 to 31 January 2011 with one or more of the clinical risk factors (above)

GP practices should liaise with community midwives to ensure accurate and timely recording of pregnant women by the practice.  Denominators to include women who lose their pregnancy for whatever reason and those that give birth during this time.  These denominators could be regarded as over-inclusive as they will include women that become eligible and then ineligible before they can be vaccinated (and potentially they will also include healthy pregnant women that have received the pandemic H1N1 vaccine before and are therefore ineligible to receive trivalent seasonal influenza vaccine but this is likely to be a small number of women).  
Thus, data should be collected on trivalent seasonal influenza vaccine uptake for women confirmed as being pregnant (in the first, second or third trimesters) by a medical professional (e.g. GP, midwife) between 1 September 2010 to 31 January 2011 inclusive (note - women confirmed as being pregnant by a medical professional before 1 September 2010 or between 1 February to 31 March 2011 inclusive should still be offered vaccine but data on these vaccinations will not be collected as part of this survey because the pregnancy was confirmed outside of the time window of the survey).  Denominators will be low to start and will increase during the survey 

READ codes need to be selected that code for women confirmed by a medical professional as pregnant.  However, no READ codes would be required for loss/termination of pregnancy or birth for the data collection, although they are relevant to clinicians when scheduling and administering the vaccinations.

4. Collecting these data will allow:

· assessment of coverage of the different groups (by age and/or risk)

· comparisons with previous years 

· coverage of pregnant women to be established and allow the vaccinations of the new group (healthy pregnant women) to be distinguished from women who are pregnant but should have been offered the vaccine anyway because they are in a clinical risk group and the possible size of the two groups should vaccination of pregnant women become routine.  

5. Collect data on use (not coverage) of pandemic vaccine, Pandemrix (not Celvepan).  This should only be given to children in a clinical risk group aged six months to below five years that have not received Pandemrix before and to immunocompromised people that have not received Pandemrix before.

Thus, data will be collected on the number of vaccinations only (no denominators or breakdown of groups) from 1 September 2010 onwards.  This should include vaccinations given at the GP Practice, as well as any vaccinations given by other healthcare providers.  This data can be used to assess the use of the vaccine during the 2010/11 flu season.  Collection of data to allow coverage to be assessed would be extremely complex for little value.  Doses given prior to 1 September 2010 will have been captured in the H1N1 swine Flu data collection and should NOT be included in this survey.  Use of Celvapan is expected to be very minimal and existing supplies will reach the expiry date during the course of the programme.  Therefore, data on the use of Celvapan will not be collected as it is of little value. 

6. The primary source of data should be from GP practice systems only.  It will be assumed that vaccinations given in other settings by other healthcare providers (e.g. pharmacies, special clinics) will be recorded onto GP systems.  This ensures a clear auditable trail to the original source of any data and will avoid double counting.  It may be that for some vaccinations where recording onto a GP system is difficult or slow (e.g. vaccinations of travelling communities or homeless) that recording of these vaccinations may be missed by the survey, although this is undesirable. 

7. The survey will comprise:

(i) weekly automated collections from a large sentinel group of GP practices to allow almost ‘real time’ management of the programme at a national level from week 35 (week ending 5 September 2010) to week 4 (week ending 30 January 2011).

(ii) an all practice survey (ie automatic and manual submissions) on vaccinations up to end October 2010 to provide reasonable data at the PCT and SHA level to allow DH, SHAs and PCTs to assess the progress of their programmes locally at a point in time during the influenza season where action might be taken locally to improve uptake if necessary.  For this purpose, the data need not be detailed.  It is suggested that, for those submitting their data manually, they need only submit the mandatory data items, namely:- 

· all patients by age bands

· at risk summary by age bands (ie those aged six months to under 65 years in one or more of the seasonal influenza clinical risk groups (excluding healthy pregnant women or healthy carers)
· healthy pregnant women and pregnant women in a clinical risk group

· number of doses of Pandemrix administered since 1 September 2010

See attached dataset for full details

(iii) a detailed all practice survey on vaccinations up to end January 2011 (final survey data) to allow assessment of the performance of the programme, compare performance with previous years, identify groups (by age and/or risk) where coverage may be low and to provide epidemiological data.  The final collection should be as comprehensive as possible, so it will be requested that those that submit their data manually complete the optional data fields as well as the mandatory ones, wherever possible.
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