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Agenda Item 4a
Health and Social Care Committee
Inquiry into the measles outbreak 2013 – Evidence from Abertawe Bro
Morganwwg University Health Board
Introduction
From mid November to date Swansea has been at the centre of the largest
measles outbreak in Wales for many years. This report outlines why Swansea
was vulnerable and the actions taken by Abertawe Bro Morgannwg University
Health Board (ABM), in partnership with Public Health Wales (PHW), our three
coterminous local authorities, Swansea, Neath Port Talbot and Bridgend, NHS
Direct, Welsh Ambulance Service, National Welsh Information System (NWIS)
and our voluntary agency partners to bring the outbreak under control.
At the start of the outbreak it was identified that there were over 14,000
unvaccinated or under-vaccinated children and young people in our area. By
the end of May 2013, 60% of 9,000 susceptible children and young people
aged 10 to 18 years had been given at least one dose of MMR through a
community vaccination programme. The proportion of children and young
people who are now fully protected with two doses of MMR has risen from
79.9% to 85.0% and it is estimated that over 95% of all children and young
people aged 2 to 18 years have had one dose of MMR.
Independent analysis commissioned by PHW suggests the control measures
decreased the number of affected cases twenty fold and brought the
outbreak under control many weeks earlier than if no action had been taken.
The following is an account of the measures we took in response to the
measles outbreak and the ways we have adapted to improve our response.
Copies of interim data reports, Silver and Bronze Team minutes and actions
are available on request.
Setting the scene
The reasons for the low uptake in ABM have been reported in detail by PHW
elsewhere. They were related to concerns about the safety of MMR voiced ten
years previously by local activists in the Swansea and Neath Port Talbot area,
and by adverse local press coverage at that time. The result was that MMR
uptake fell further than that experienced by other areas in Wales.
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The measures to improve MMR uptake taken by successive health services,
public health agencies and Welsh Government throughout the last ten years
have also been reported elsewhere by PHW.
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Actions taken in the Swansea area since 1998
•

In 1997/98 there was a 13.5% drop in MMR uptake in the Morgannwg
area compared to a 2.2% drop elsewhere in Wales. The Iechyd
Morgannwg Health Director of Public Health Annual Report of 1998,
Bethan’s Story included a chapter on MMR vaccine and the controversy.
Comment was made that this drop may be the result of the South
Wales Evening Post (J Epidemiol Community Health 2000;54:473-474
doi:10.1136/jech.54.6.473).
http://jech.bmj.com/content/54/6/473/T1.expansion
Meetings were held for health visitors, community nurses and practice
nurses across the area and they were given detailed fact sheets for
parents.

•

The Consultant in Communicable Disease Control (CCDC) reported
quarterly and annual progress in MMR uptake to the three local Health
Boards when they were formed. She briefed voluntary groups and
health professionals regularly.

Actions to enhance the routine MMR programme included agreeing
uniform procedures in follow- up of children who had missed doses,
including review of immunisation records in health professional
immunisation training, and Trust community staff started to review
MMR status at primary and secondary school entry. An outbreak Local
Enhanced Service (LES) was approved. A catch-up MMR session was
run in a comprehensive school where mumps was circulating. MMR
sessions were run by public health immunisers, in partnership with the
local GP practice, for freshers in University of Swansea and the
welcome packs for new students started to include advice on being
up-to-date with immunizations before coming to university.
•

In the mid 2,000s the Consultant in Communicable Disease (CCDC)
and Local Public Health Director (LPHD) mounted a local population
community campaign on all three diseases which led to the posters
with florid photos designed by Helen Bartlett and Dr Annie Delahunty.
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•

Strategy to improve uptake was further developed by Swansea Local
Health Board in 2008 following research undertaken to identify
reasons for poor uptake. Anonymised practice specific data on MMR
was used with GPs in Swansea and Neath Port Talbot.

•

In 2009 the Chief Executive reported to the Board on the measles
outbreak – parents of unprotected children received measles fact
sheets and letters.

•

Health Social Care and Well Being (HSCWB) needs assessments and
strategies have highlighted immunisation uptake as a major issue from
2003 – 2012.

•

High profile on immunisation maintained from the creation of
Abertawe Bro Morgannwg University Health Board with the formation
of a Strategic Immunisation Group, Locality immunisation Groups and
the appointment of an Immunisation Coordinator, initially appointed
part-time but full time from October 2012. There is a rolling
programme of policies being updated as needed. The Cold Chain
Policy was updated in February 2013. Immunisation was included in
the Director of Public Health 2011 Annual Report.

•

The most recent vaccination action plan (Appendix 1) is for the year
2011/12. There has been some progress in the plan but the key
objectives remain for this year.

•

Following the positive experience of Betsi Cadwaladr UHB in bringing
the High School booster dose from Year 10 into Year 9, ABM initiated
this change for the school year 2012/13, therefore running two years
activity in parallel for this year.
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The position in November 2012
In the months leading up to the measles outbreak MMR uptake rates for ABM
had been steadily improving but were below the Wales average:
•

First dose MMR at second birthday 93.5% (94.2% for Wales)

•

Second dose MMR at fifth birthday 86.4% (89.1% for Wales)

•

First dose MMR at sixteenth birthday 89.4% (91.4% for Wales)

•

Second dose MMR at sixteenth birthday 81.1% (82.7% for Wales).

Source: Vaccine uptake in Children in Wales COVER Report 104 November 2012

By 2012 parents of new babies were far more confident in MMR but there
was a large cohort of high school children who were still susceptible to
measles, as shown in Table 1. These children had missed out on MMR before
starting school. MMR levels were lowest in the Swansea area.
Table 1. Children with second dose MMR by fifteenth birthday
Bridgend

85.1%

Neath Port Talbot

76.3%

Swansea

74.5%

ABM

77.9%

Wales

81.8%

Source: Vaccine uptake in Children in Wales COVER Report 104 November 2012

The Board’s Response to the measles outbreak November 2012 onwards
A full description of the progress of the outbreak and the public health
actions taken to limit spread, test cases and protect vulnerable contacts is
given by Public Health Wales (PHW).
In summary, of the 1202 cases overall in ABM, Hywel Dda and Powys Health
Board areas, 906 cases were notified in ABM from mid-November 2012 to
mid June 2013, of which 336 were confirmed by laboratory tests. The peak
age group affected was 10 to 18 years but there were cases across all age
groups from babies under 1 up to 50 years +. There were 66
hospitalisations, often due to severe dehydration. One person aged 25 years
died with measles but the cause of death is still to be determined by the
coroner. No cases of long-term complication have been identified to date
but investigations are ongoing with local clinicians.
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Outbreak management was lead locally by the PHW Consultant in
Communicable Disease Control (CCDC) and consisted of investigating
notified cases, identifying and protecting vulnerable contacts and giving
exclusion advice. Un- or under-vaccinated members of the public were
encouraged to catch up with MMR vaccination through primary care
practitioners.
The first Outbreak Control Meeting was convened on 28 November in
response to evidence of transmission in a school setting. On PHW advice
ABM agreed to provide a vaccination session for all susceptible pupils in the
affected school as an analysis of vaccination uptake rates in the pupils
suggested a large number were susceptible. This vaccination session was
run the following week using staff drawn from the community, primary and
secondary care. PHW officers were present to provide advice and support.
Other measures agreed were letters to Primary Care, letters to all schools
and tailored letters to schools in which measles cases had been notified.
Following the outbreak meeting, it was also agreed that vaccination sessions
would be offered to any school with evidence of measles circulation.
In the first weeks of 2013 around 10 to 20 notifications for suspected
measles were received per week. The CCDC and Director of Public Health
(DPH) liaised and ABM ran vaccination sessions in a further two schools in
February.
Following discussions between the CCDC and the central PHW team, a
multiagency Senior Response Team was convened by PHW on 18th February
2013 to co-ordinate and strengthen the outbreak response in co-operation
with partner organisations. The formal outbreak area was defined by Public
Health Wales, based on the numbers of cases, as being Swansea, Neath Port
Talbot and Llanelli but they supported ABM’s decision to treat the whole of
its area, Swansea, Neath Port Talbot and Bridgend, as an outbreak area as
cases were occurring in the Bridgend area and there were low rates of
Measles Mumps Rubella (MMR) uptake across the whole ABM childhood
population. This allowed ABM to design and deliver consistent control
measures for the at-risk population wherever they lived within the ABM area.
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Discussions over the next weeks covered communications with professionals
and the public, advice over exclusions and the arrangements for testing and
for offering immunoglobulin to vulnerable contacts. A further school
vaccination session was run in early March in ABM. A weekly newsletter for
health professionals was started in the first week of March, carrying updates
and advice as the outbreak progressed. GPs were encouraged to vaccinate
susceptible children who had missed MMR in the routine schedule.
The vaccination sessions in the four ABM schools had demonstrated there
was missing data on the child health system and it was agreed that ABM GPs
would be asked to review their records and update the Child Health Service.
The CCDC and DPH met the LMC to agree these arrangements and also
agreed to circulate a letter to parents of all children identified as susceptible
to advise them to be vaccinated as quickly as possible. The outbreak LES was
also amended to remove the restriction to vaccinate only those of who were
aged under 40 years.
At the PHW Senior Response Team meeting on 26 March a high schools
vaccination programme was discussed, in recognition that the peak number
of cases was occurring in this age group. In response to this advice, ABM,
PHW and local authority officials met to plan the required local actions. They
decided that community drop-in clinics should be arranged during the
Easter holidays, to avoid any delay before the schools returned.
From this point ABM followed emergency planning principles and, in
particular, the Pandemic Framework, to deliver an integrated community
response, working with healthcare staff drawn from primary, secondary and
community care, and with Public Health Wales, Education officers from the
three coterminous local authorities, NHS Direct, WAST and voluntary
organizations. Where possible, equality and diversity principles were
followed to reach as many groups as possible. The Council for Voluntary
Services assisted with this wide dissemination.
The subsequent response included:
1. GP vaccination under an updated Outbreak LES. The Child Health Service
provided GPs with lists of susceptible children. A range of approaches
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was used in general practice to provide vaccination including special MMR
clinics, existing child health clinics and also vaccination during routine
surgeries and nurse clinics. This component of the MMR campaign is still
in place and MMR vaccination of people outside the routine schedules is
continuing in general practice.
2. Drop-in clinics run by staff drawn from primary and community care as
well as hospital staff in out-patient clinics in Singleton, Morriston, Neath
Port Talbot and Princess of Wales Hospitals. These were open for all who
wished to have an MMR, regardless of where they lived and no-one was
turned away unless MMR was contraindicated. The benefits of using
outpatient departments were that they were clinical settings and could
accommodate large numbers of people. One of the long-term benefits of
this approach was that around 50 people from community and primary
care were recruited into a newly established immunisation bank and
issued with honorary contracts to cover liability. These experienced staff
can be called on in the future to support mass vaccination programmes.
3. School vaccinations, led by school nurses but supported by immunisers
drawn from primary care. Vaccinating teams went into all comprehensive
schools, special schools and colleges. Primary school children were
advised to attend their GP or drop-in clinics. Members of the local public
health team and local Healthy Schools Coordinators supported the
communications and also helped tailor the clinics. Pharmacy worked
closely with local authority transport to manage the logistical challenges
of moving large numbers of vaccines around the community while
maintaining the cold chain. This entailed supplying secure vaccine fridges
to schools and the use of a refrigerated van, which was seen to be very
successful. School staff supported the process throughout, including
making vaccination areas available, sometimes at very short notice,
texting parents to inform them of the programme and prompting parents
to return consent forms.
4. Occupational health programmes for ABM and Welsh Ambulance staff to
minimize risk of ongoing spread of measles by susceptible healthcare
workers in health care settings. The Occupational Health Service provided
open-access vaccination clinics in easily-accessed sites and on selected
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wards, using their own staff and immunisers drawn from elsewhere. They
offered MMR to all healthcare workers who wished to receive it, though it
was targeted at those unvaccinated or under-vaccinated born from 1970
onwards working in high risk areas. They excluded 112 healthcare staff
who had been exposed to measles with no clear evidence of being
immune, and managed their return to work as quickly as possible
through testing for immunity and giving MMR to those who were
excluded.
5. Vaccine provided to the 2 local prisons for prisoner and staff vaccination.
The local Homelessness nurse vaccinated susceptible homeless clients.
6. The Head of Health Visiting asked all health visitors to identify undervaccinated children on their case loads and to have personal contact with
those parents to inform them of the measles outbreak and encourage
vaccination for their children.
7. The Head of Midwifery asked all midwives to advise pregnant mums
under their care of the risks to themselves and their unborn babies and to
encourage them to have any children in their households vaccinated if not
already done so.
8. The three ABM localities liaised with long-stay residential and nursing
home facilities to encourage any unvaccinated or under-vaccinated care
staff, clients and patients born from 1970 onwards to have MMR. This
included those in NHS facilities such as psychiatric and learning disability
units.
9. The University promoted MMR vaccine and directed students to their GPs
or drop-in sessions. The main campus university has an on-campus GP.
Throughout the response the ABM Communication Team made
announcements and encouraged discussion with the public through social
media. The public used the sites to raise their concerns and supported each
other. Numerous press interviews were given and the press were invited to
observe the drop-in and school sessions. A full report on the communication
campaign is included in Appendix 2.
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These actions have resulted in delivering around 30,500 MMR vaccinations
to all ages, including 5553 to those aged 10 – 18 years. The main MMR
vaccination programmes resulted in the following doses being given:
GP programme

16,500

Outreach clinics

8674

Schools programme

1749

Occupational health clinics

3571

Data collection is ongoing in the prisons. MMR doses for HMP Swansea and
HMP Parc are as shown in Tables 2 and 3. There were no cases of measles in
these prisons.
Table 2. HMP Swansea

Number of 1st dose MMR

April

May

2013

2013

60

53

2

13

44

64

April

May

2013

2013

873

91

1

10

118

21

given
Number of 2nd dose MMR
given
Number of prisoners
declining
Table 3. HMP Parc

Number of 1st dose MMR
given
Number of 2nd dose MMR
given
Number of prisoners
declining
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The result of the enhanced vaccination programme
For children and young people aged 4 to 18 years, we estimate that 95.8%
have had one dose of MMR and 89.5% have had two doses. Work is
continuing to increase these rates further. More young adults are also
protected due to open access to the vaccine.
Costs of the outbreak for ABM
Table 4 sets out the costs incurred to date or expected based on the activity
undertaken to the end of May 2013.
Table 4. Costs incurred
£000
Vaccines
Staff Costs

180 Based on numbers administered
75 Based on actual costs + estimate of
outstanding claims

Vehicle/Transport

8 Includes rental of a refrigerated van

Other Equipment

3 Includes Fridges and Bags

Advertising

4 Based on current costs

GMS LES

100 Based on number of unscheduled
vaccinations in primary care

Total

370

Please note that these costs only include direct additional costs to the Health
Board and do not include cost of staff members which were not additional
costs to the organisation or the impact of work done in managing this
outbreak for which staff have not been paid (i.e. time in lieu). This would
increase the costs by an estimated £100k.
The costs also do not include the increased vaccine costs associated with the
general increase in uptake for scheduled vaccination programme.
Debrief
Though the outbreak has not yet been declared over, and there is more to do
to increase MMR coverage, an interim multiagency debrief was held on 17
June 2013 to capture the learning points to date. There was recognition that
people across all agencies had demonstrated enthusiasm and commitment in
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responding to the outbreak. The report is in preparation but the overall
conclusions are:
1. The pandemic framework structure worked well and allowed strong
partnership working to develop. This facilitated open discussion of
problems and helped realistic solutions to be generated.
2. Increased resilience to deliver mass vaccination programmes was
provided by drawing in staff from across community, primary care and
hospital services. The approach of using relevant staff to lead
vaccination sessions (i.e. school nurses to lead sessions in schools,
Occupational Health nurses to lead staff vaccination sessions),
supported by immunisation staff drawn from all health sectors was
valuable. It was noted that payment to some staff has been slow and
arrangements are in place to resolve this.
3. It was helpful that many vaccinators were confident in assessing
children’s competency to give their own consent for vaccination.
4. The use of hospital outpatient sites was helpful as they were
accessible and well-known for the public and were able to
accommodate high patient flows.
5. Occupational health found the use of peer vaccinators at Ward level
was very effective and needs to be encouraged. A supportive culture
from senior clinicians helps immunisation programmes run efficiently
and effectively.
6. The infection control requirements to prevent spread of measles were
made more difficult when staff were unsure whether they had
previously had measles or MMR immunization. Staff exclusions had
the potential to threaten business continuity and had to be managed
very tightly, using antibody testing to demonstrate whether they were
immune and able to return to work.
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7. Realistic expectations, timescales and lead names need to be agreed
for actions to ensure progress is made at the agreed pace. Progress
needs to be recorded to demonstrate how much has been achieved.
8. Data quality is important. Poorly matched data between GP records
and the Child Health Service led to many children being written to who
had already received 2 MMR doses.
9. Transporting vaccines within the cold chain gave logistical challenges.
The transport of bulky refrigerators, supported by local authority
colleagues, allowed vaccination in schools and outpatient departments
to get underway within days of planning. Hiring a refrigerated van was
a great success. It allowed vaccination to proceed at several sites
without compromising the temperature control of the vaccine.
10.

Though this was a regional outbreak managed by PHW, it was

also a local health incident requiring a local health service response.
The local communications were vital to inform and advise the public.
Initial recommendations
1. Lessons learnt from dealing with this outbreak will be incorporated
into ABM’s Pandemic Framework, including the Mass Vaccination plan,
and into plans for dealing with other infectious disease incidents.
Outpatient departments will be included as possible venues for
delivering mass vaccination and mass prophyllaxis.
2. The new bank of immunising staff need to be maintained in readiness
for further mass vaccination campaigns.
3. The Occupational Health Department needs to explore how to
maximize the value of pre-employment checks and immunisation
programmes for existing staff. Mass staff vaccination programmes
should include peer vaccination at ward level and immunisation
champions.
4. Build on the many examples of improved practice and increased
confidence in immunisation to improve vaccination coverage across
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the childhood schedule. This would include a review of how to
facilitate and enable children to give their own consent for vaccination
if they are judged able to understand the risks and benefits of what
they are consenting for.
5. In population vaccination programmes, arrangements need to be made
for vaccination of people in long-term residential settings, including
hospitals, care homes and prisons.
6. Discussion needs to take place over how to improve the child health
data system to improve the quality of the data.
7. In the immediate short term, a Wales-wide Mumps and Rubella MMR
PR campaign should be launched urgently. It should target teenagers
and young people in its design and approach; and capitalise from the
publicity surrounding measles to further boost MMR uptake,
particularly in the target 10-18 year old age group.
8. A joint strategic Communications approach should be taken between
Public Health Wales and Health Boards from the outset, in the event of
similar outbreak situations in future.
Further work will be done with local and national colleagues to capture all
learning points from the outbreak and to consider opportunities for
improving practice.
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Appendix 1

Strategic Immunisation and Vaccination Action Plan 2011/2012
Objectives:
•
•

•
•

To achieve and maintain uptake rates of 95% for all routine childhood
vaccinations in ABM Health Board
To achieve and maintain an uptake rate of 75% for seasonal flu vaccinations
in people aged over 65 years and over and for those younger people in at risk
groups outlined by CMO 2011/2012
To achieve an uptake rate of 50% for seasonal flu vaccinations in frontline
staff across ABM Health Board
To achieve an uptake rate of 90% for routine vaccination of girls aged 12 to
13 years for the HPV Immunisation programme

Key Action points:
•

•

•

•
•
•

•

Establish local Immunisation Groups (LIG, one in each locality) that can follow
up and lead on Immunisation matters that are identified from the Strategic
Immunisation Group (SIG).
1. Provide an Immunisation lead in their locality to attend SIG
2. Liaise with Immunisation Coordinator on practice level and Cover
reports that are published from PHW on a quarterly basis
3. Identify practices that are not achieving uptake rates and investigate
reasons for this.
Provide a seasonal flu plan to identify how the locality will help to achieve
targets identified by CMO with regard to vaccination of the targeted
populations
Liaise with Immunisation coordinator on the following:
1. Reviewing cold chain policy for the HB
2. Developing BCG policy
Support the school nursing service to deliver the HPV vaccination programme
Support the improvement of information recording into the Child Health
System
To increase uptake of all immunisations in hard to reach and vulnerable
populations of all ages using a consistent approach across the ABM
community
Maximise uptake of joint training programmes for all staff involved in
immunisations
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Risk Assessment and management
•
•
•
•

LIGs unable to support SIG actions
Immunisation and vaccination coordinator unable to fulfil whole role part time
if not supported by the SIG and LIGs
Unable to address the anomalies across the CHS
Unable to support immunisation and vaccination coordinator in undertaking
and acting on audit findings
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Appendix 2

Measles/MMR – ABMU Communications

1) BACKGROUND
Nationally, Public Health Wales (PHW) is responsible for communications
about notifiable diseases like measles. Initially PHW managed all outbreak
press and media communications, issued all media releases, and provided
media interviews with Public Health experts, as per standard practice.
The ABMU Communications team was asked to become pro-actively
involved locally in March, 2013, and this paper summarises the ABMU
communications work over March, April and May, 2013 when the outbreak
was at its peak.
2) BRIEF AND OBJECTIVES
•

•

To help to end the measles outbreak in the ABMU area as soon as
possible, by encouraging the urgent uptake of MMR in the measles
particularly amongst 10-18 year olds;
To help increase overall MMR coverage closer to 95% herd
immunity.

3) ABMU MEASLES/MMR COMMUNICATIONS STRATEGY
• Engage openly and transparently with the public via social
networking; answering questions and offering reliable information
to support balanced debate and informed decision-making. This
was a new way of working but the ABMU Communications team felt
that open dialogue was essential.
• Maximise publicity of vaccinations at MMR clinics to encourage
attendance and ‘show by example’ to undecided parents
• Promote interviews with local doctors and with people whose lives
have been affected by measles, to make the issue more personally
relevant for people in the ABMU area
• Provide clear, accessible, information for schools/parents
• Develop a dedicated Measles/MMR webpage
4) METHODS USED
a) Social Media
Social networking had been used positively by ABMU previously for other
urgent issues, e.g. service changes, and it was a medium which local
patients and members of the public routinely use to comment and ask
questions on service issues. Early in February questions started being
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posted on our two Facebook sites, and also on local newspaper online
stories about measles. In short, local people had expectations of social
media usage for the measles/MMR issue.
ABMU began proactively posting information about measles/MMR (in
addition to links to PHW press releases etc) in March, and endeavoured to
provide answers to queries as quickly as possible.
Some ABMU Facebook Q&A sessions lasted throughout the day until as
late as 11pm. This real-time access was important to maximise
engagement opportunities, and build trust by responding quickly. Parents
readily joined in discussions, supporting peer-to-peer dialogue. Over the
March-May timescale, the ABMU Facebook reach on measles/MMR topics
was over half a million views.
During March-May the two ABMU Facebook sites – ‘ABMU Healthboard’
and ‘ABMU Child and Family Health’ – had a total of:
•

Measles/MMR posts/stories: 109

•

‘Likes’ on individual posts: 1,315

•

Post shares by followers: 4,001

•

Comments: 1,039

•

Total Facebook ‘reach’ on MMR/measles posts: 541,275

Source, Facebook analytics
Key posts, and a targeted advert for local teenagers, were also promoted
through Facebook advertising, cost: £128.
The post with the largest single reach during the campaign – 133,331
across both our Facebook sites - attracted 1,313 shares by followers, and
351 comments.
The MMR Facebook advert specifically targeting teenagers in the ABMU
area only, directly reached 13,163 13-18 year olds.
Twitter was also used and the 85 ABMU measles/MMR Tweets received
497 re-tweets by range of followers, including GP surgeries and voluntary
organisations.
The ABMU Communications team also posted 10 comments on the South
Wales Evening Post website, on measles/MMR stories.
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b) Press and Media
ABMU MMR drop-in clinics and school/colleges clinics in Swansea, Neath
Port Talbot and Bridgend attracted widespread national and international
media coverage and a great deal of television coverage.
It was vital to welcome media. As well as publicising clinics, the coverage
‘showed by example’ to parents - who may have been undecided – peer
families having their children vaccinated. Interviews with parents and
young people explaining why they had made their choice also helped.
This media access - managed by the ABMU team, with key local authority
input at school sessions - was essential for television in particular.
Without substantial video footage available for broadcasters to illustrate
the story, it would wither. Journalists also needed direct access to families
for interviews and pictures (with consent). ABMU’s Director of Public
Health, Sara Hayes, and local GPs were available at clinic sites thus
maximising the opportunity for extended coverage.
Approximately 30 sets of TV, radio, press and photographers attended,
including BBC, ITV, Sky, Reuters, the Press Association, and national,
regional and local press. International media included Al Jazeer, Russia
Today, ABC Australia, the Wall Street Journal and Central China TV.
The media access helped keep the story at the top of the news agenda for
several weeks, and included a dedicated BBC Newsnight programme on
measles and national breakfast TV discussions.
c) Schools pages and ABMU website Measles/MMR webpage
41 individual schools’/college pages were developed on the ABMU website
for local comprehensive schools. Each had a message from our Director of
Public Health and also the Headteacher, along with key information about
the school’s MMR sessions, measles and PHW advice.
This approach promoted a local community response to the measles
outbreak, demonstrating schools, local authorities and the NHS working
together.
Each school page was given an individual URL, and schools used their
text-messaging systems to text parents with links to the pages, so they
could access the information at a click. During the period of the schools
MMR clinics, the 41 schools pages received 8,850 hits.
(The schools’ pages infrastructure will now remain on our website to be
used for future health promotion campaigns.)
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A general Measles/MMR information page was also set up on the ABMU
website and received 16,263 visits.
d) Measles/MMR press releases
ABMU generated 19 dedicated measles/MMR press releases including
stories of people who had been damaged by measles, which were
reported widely by the press and media.

5) EXAMPLES OF ABMU MEASLES/MMR COMMUNICATIONS
COVERAGE
Sustained, widespread media cover - TV, press and radio, local, national
and international was achieved throughout March, April and May 2013,
and is continuing. A ‘Measles Swansea’ search on Google news provides
2,800 results (note – many of these results also include Public Health
Wales press releases or interviews; or contain a combination of PHW and
ABMU information.)
i) Examples of media coverage:

This ‘Newsnight’ story covered on BBC
news online is an example of national
and international coverage of the
story.

A ‘Daily Telegraph’ story, typical
of the national coverage of the
issue, and which publicised the
drop-in clinics.
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A story from the regional newspaper at
the epicentre of the measles outbreak,
the ‘South Wales Evening Post’. It
carried over 100 measles/MMR stories
from March-May.

A detailed measles/MMR analysis
article on BBC news online by
one of the BBC’s leading medical
reporters.

ii) Examples of Social Media
We used both our ABMU Facebook sites extensively:
www.facebook.com/ABM.healthboard and
www.facebook.com/ABM.Family.Health to support a transparent and
open platform for debate to tackle any doubts parents may still have over
MMR safety.
(Left)
This is a
section of
our main
ABMU
Facebook
page,
with the
campaign
logo as
its central
graphic,
and a
picture of
a local teenager getting her MMR as the second illustration.
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On 4th April 2013 we shared the same post (above) on both our Facebook
sites giving details of the first hospital drop in MMR clinics, and between
them they received over 133,000 views and attracted 351 comments –
our biggest single reach of the campaign.
In all, we sent out 109 measles/MMR posts and our total Facebook reach
on this subject was 541,275
(Left) This is the Facebook advert
which targeted teenagers (our
target audience) in the Swansea
measles epicentre area only. It
reached over 13,163 youngsters.
Cost: £40. Just under £100 was
also spent ‘sponsoring’ key posts
to give them an additional boost
and supplement organic coverage.
(Right) Twitter – we also
used our @ABMhealth
Twitter account to publicise
the issue widely, particularly
the MMR clinics (85 Tweets
and 497 re-tweets)
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iii) 41 Schools
pages
41 individual
schools/college pages
were developed on
the ABMU website.
Here is a screen shot
of part of a school
page as an indication
of content.
The pages were
individualised to
support a community
feel, and encourage
schools, parents and
the health service to
pull together to
combat measles.
The schools pages
received 8,850 hits
during the schools’
MMR clinics
campaign.

This example school page (above) can also be viewed directly:
www.abm.wales.nhs.uk/maestegcomp
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iv) General measles/MMR page on ABMU website
Our general ABM website Measles/MMR information page (above) received
16,263 hits March-May 2013. It can also be viewed:
http://www.wales.nhs.uk/sitesplus/863/page/66210
v) Media Releases
ABMU produced and released 19 ABMU measles/MMR press releases. Here
are a few, mainly ‘human interest’, examples:
A nurse who lost her hearing because of measles as a child warns about
the consequences of the disease:
http://www.wales.nhs.uk/sitesplus/863/news/26849
A retired GP talks about his experiences caring for children with measles,
including one who sadly died:
http://www.wales.nhs.uk/sitesplus/863/news/26569
Long queues outside our first MMR dropin clinic:
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http://www.wales.nhs.uk/sitesplus/863/news/26646
A teacher talks about the long term damage to her health from measles:
http://www.wales.nhs.uk/sitesplus/863/news/26911
A former Welsh international rugby player reveals he’s deaf in one ear
following measles: http://www.wales.nhs.uk/sitesplus/863/news/26883

vi) Some feedback examples
Use of Social media:
“The effective use of media and the ABMU Facebook sites gave the
population consistent messages highlighting measles and
importance of vaccination.” – Swansea GP Charlotte Jones
“The social media programme provided an opportunity to answer
questions in a timely and efficient way and allowed the public to
interact openly, which was valuable.” – Dr Sarah Hayes, ABMU Public
Health Director
“Really helpful to have this info!” – Comment on Facebook MMR post
Schools’ pages:
“The rapid feedback you were able to provide us with … was
brilliant. I also thought the dedicated schools web-pages was an
excellent idea.” – Neath Port Talbot Local Education Authority lead,
John Burge
“Information sent out was clear and useful and feedback has been
positive.” – Alan Rowlands, Headteacher.
Examples of Social Media feedback for drop-in clinics:
“Well done guys. I turned up at 3.30 and the guys on front
reception were ready and waiting, they greeted me and my son
with warmth and friendliness. The forms and ticket were waiting
and my son was seen in less than 5 mins …. Made the thought of
having the injection a lot less daunting for me as the atmosphere
was relaxed and not frantic. Thanks guys xx” – comment on ABMU
Facebook site.
“We went today and all ready for a long wait. We both and the jab
and were in and out in half an hour … Glad I got us done, they
were great there x” – comment on ABMU Facebook site
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“Well done ABMU for putting on this invaluable service.” –
comment on ABMU Facebook site

6) Recommendations
There are two key Communications recommendations for the future:
i) In the immediate short term, a Wales-wide Mumps and Rubella MMR PR
campaign should be launched urgently. It should target teenagers and
young people in its design and approach; and capitalise from the publicity
surrounding measles to further boost MMR uptake, particularly in the
target 10-18 year old age group.
ii) A joint strategic Communications approach should be taken between
Public Health Wales and Health Boards from the outset, in the event of
similar outbreak situations in future.

Susan Bailey,
Head of Communications,
ABM University Health Board
June, 2013
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Submission to National Assembly for Wales
Health and Social Care Committee
Inquiry into Measles
Betsi Cadwaladr University Health Board’s (BCUHB)
Immunisation Programme
EXECUTIVE SUMMARY
Since 2009, BCUHB has taken a planned approach to increasing the uptake of
childhood immunisations including Measles, Mumps and Rubella (MMR) vaccine,
which has been resulting in improvement in uptake rates.
In 2012, BCUHB, with support of Public Health Wales, managed a local outbreak of
measles which resulted in additional lessons being learnt and applied to the local
immunisation programme.
During March – May 2013, as part of the overall response to the outbreak in
Swansea, BCUHB implemented additional programmes for vaccination to enhance
the existing approach.
Current uptake rates have further improved during this period with 95% uptake rates
being achieved for 1 dose of MMR vaccine. A further decrease in the susceptible
cohort of both the completely unimmunised and under immunised children aged 2-18
in North Wales has also been achieved.
Further review of the programme and lessons learnt are being undertaken to inform
the continued commitment of BCUHB and partners to reaching and sustaining 95%
uptake rates for 2 doses of MMR vaccine across all age groups.
1.

BACK GROUND
1.1

Childhood Immunisation
1.1.1 Childhood immunisation is a strategic priority for BCUHB. Since
reconfiguration in October 2009, BCUHB has developed and
implemented a range of strategic and operational actions to
increase the uptake of all childhood immunisations and
specifically the Measles Mumps and Rubella (MMR) vaccine1,2.
Working in partnership with local primary care contractors and
Public Health Wales, the aim is to strengthen resilience of the
population to a Vaccine Preventable Disease outbreak by

$-
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achieving the uptake targets of 95%, whilst also ensuring each
individual child in North Wales has every opportunity to be
immunised. This would ensure herd immunity of the population,
providing good protection against large community outbreaks of
diseases such as measles.
1.1.2 The Children and Young People’s Clinical Programme Group
holds the responsibility for the delivery of the immunisation
programme within the Health Board. There is a BCUHB
Immunisation group in place which oversees planning and
delivery of all vaccination programmes. MMR is a standing item
on the agenda of this group, as is the scrutiny of vaccine uptake
data. The Health Board has appointed a Nurse Immunisation
Coordinator and a Lead Doctor (paediatrician) for immunisation
to coordinate immunisation programmes and provide leadership.
These colleagues work very closely with primary care and other
partners notably Local Authorities on the co-ordination of
immunisation programmes. In BCUHB the routine vaccination
programme for school aged children is delivered by the school
nursing service, who maintain regular contact with children and
their families.
Upon establishment in 2009, BCUHB inherited a positive legacy
of work related to immunisation. For example, a MMR Local
Enhanced Service (LES) was first put in place in North Wales in
2004 and refreshed in 2006 in line with MMR Welsh Health
Circular and national template. Commitment to the immunisation
programmes has continued since the formation of BCUHB. The
key elements of the immunisation work programme (with
particular reference to MMR vaccine) that have been taken
forward since 2009 include:
(a) Routine support and advice to primary care. This
facilitates the delivery of all childhood and adult routine
vaccination programmes.
(b) Continued delivery of a LES for MMR vaccine (further
refreshed in 2009) and also the Post Natal MMR policy.
These have been very important in supporting primary care
to give unscheduled doses of MMR vaccine when necessary.
(c) BCUHB Immunisation training programme. Measles has
been covered on all immunisation training since 2009; new
information on MMR vaccine is presented to keep staff up to
date so they can deal with queries from parents, patients and
staff and sign post them to reputable sources of information.
It is also an opportunity to get feedback from immunisers on
issues they are experiencing with parents, children and to
support them. The training is free for all immunisers in North
Wales irrespective of where they work; approximately 800
immunisers attend annually.
$-
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(d) MMR Welsh Health Circular (2005)0813. Actions have and
continue to be taken to ensure the Health Board implements
all of the recommendations of the circular. This has included
an internal audit undertaken in 2011/12, which is shortly to
be repeated.
(e) Implementation of the BCUHB MMR Strategy2. This
strategy aims to ensure clear leadership to increase uptake
of MMR vaccine and use all opportunities to vaccinate.
(f) Immunisation Action plan1. This includes a range of
actions to promote ‘Lifelong Protection’ which focus on
children throughout their childhood. Examples of actions
include proactive follow up of those children missing
immunisations, conducted every quarter at 1, 2 and 5 years
of age.
(g) Teenage booster. A three year plan has been developed
and delivered by the school nursing service, specifically
focusing on increasing uptake of the Teenage Booster and
MMR vaccinations by lowering the invitation age from Year
10 to Year 9.
(h) Home immunisation policy. There is a BCUHB domiciliary
immunisation policy which staff are encouraged to use for
those patients who have repeatedly not attended for
vaccination and for other hard to reach groups.
(i) BCUHB Postnatal MMR policy has recently been revised.
(j) Ongoing work on data quality and accuracy.
1.1.3 The impact of this ongoing work has been a continued increase
in the proportion of children in BCUHB receiving the MMR
vaccine. Table 1 below shows the latest MMR vaccine uptake
data for BCUHB. Graph 1 illustrates this upward trend over
time.
Table 1 BCU HB vaccine uptake data.
Age

% Received 1 Dose % Received 2 Doses
MMR vaccine
MMR vaccine
By 2 years
96.2%
N/A
By 5 Years
96.4%
91.9%
By 15 years
96.4%
92%
By 16 Years
95.1%
89%
11
Source: COVER data Jan 2013 to March 2013
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Graph 1 MMR uptake: One dose at 2 years, two doses at 5 years and
16 years correct as of Dec 2011 for Betsi Cadwaladr University Health
Board.
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The recent programme between March and June 2013 has
complimented the progress and resulted in a further decrease in the
susceptible cohort of both the completely unimmunised and under
immunised children aged 2-18 in North Wales.
Despite these improvements, the challenge for the Health Board
remains to continue to achieve and sustain the 95% target for both 1
and 2 doses of MMR.
Further consideration is being given as to how to work in partnership to
continue to promote vaccination to those that have not yet received
MMR vaccine or continue not to wish to receive it.
This continued focus over time at local level, has similarly resulted in
positive and sustaining outcomes in the other aspects of the childhood
immunisation programmes. For example, the latest annual COVER
report 2012/13 reports that all 6 LA areas within BCUHB have reached
95% uptake for vaccinations for 1 year old children for the second year
running.
The Health Board is committed to continuing with the work programme
to achieve this aim and all other childhood immunisation targets.
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1.2

Staff Immunisation
1.2.1 The immunisation of NHS staff is an important aspect of
ensuring patient safety. There are a number of core systems
and procedures set up within the Health Board to address staff
vaccination. This starts on employment with staff having an
appointment to attend the Occupational Health & Wellbeing
service to assess their vaccination status and provide
appropriate vaccination. There is a standard assessment and
immunisation provision for TB, Diphtheria/Tetanus/Polio,
Hepatitis B, Varicella, and Measles, Mumps & Rubella. Any
employees who are unable to conform with standard
vaccinations due to pregnancy, underlying health conditions or
being allergic to a component are seen for an individual
consultation.
Advice is given on workplace risk and on
measures to mitigate risk for staff and their patients. Any
employees that decline vaccination also follow the same
process. If employees do not attend for immunisation
appointments then on the second occasion of non attendance
their manager will be informed to undertake an additional risk
assessment to mitigate against infection risks. For MMR vaccine
specific focus is also given to staff in contact with paediatric and
immunosuppressed patients.

2.

OUTBREAKS OF MEASLES AFFECTING NORTH WALES
2.1

Response to a measles outbreak in Gwynedd
2.1.1 In February 2012 an outbreak of measles occurred in the
population around the Porthmadog and Lleyn Peninsula area of
North Wales. The outbreak was first identified in a secondary
school in the area, and later spread to members of the wider
community.
BCUHB worked in partnership with Public Health Wales, with
outbreak management leadership being provided by the
Consultant in Communicable Disease Control (CCDC). A total
of 56 confirmed and 8 probable cases of measles were linked to
the outbreak, with the majority of these having an incomplete
history of vaccination against the disease. No fatalities were
reported as part of the outbreak.
The source of the outbreak was not established, despite
attempts to discover epidemiological links. The D8 genotype
identified in the outbreak was recorded in only one other case in
the UK at the time the outbreak occurred.
Control measures to limit the spread of the measles virus
consisted of: providing exclusion advice; MMR vaccination in
primary care and ongoing communication to inform and educate
the public and health professionals. Targeted vaccination
sessions were also held in local schools early on in the outbreak
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to limit the potential spread and to protect those most at risk of
infection. Lessons learned were identified and taken forward by
the Health Board.
Additionally, information was circulated to GPs across North
Wales to encourage the promotion of MMR vaccine uptake, and
an initiative was undertaken by the occupational health
department to improve uptake amongst Health Board staff,
particularly those working in high-risk areas. Subsequently it
was agreed to produce a staff measles management procedure
for the organisation, focusing on both vaccination and action to
be taken in an outbreak situation. GPs were also encouraged to
ensure that all members of the primary care team were
vaccinated.
Updates on the outbreak were given to the Health Board,
resulting in better knowledge and awareness of the importance
of immunisation as a key priority.
A structured debrief was undertaken following the outbreak and
a report on the outbreak has been published4.

2.2

BCUHB actions taken since Gwynedd outbreak in 2012
2.2.1 Following the Gwynedd outbreak a number of additional actions
were taken to further strengthen the resilience of the Health
Board population against outbreaks of measles, and to take
forward some of the learning from the outbreak. Some of these
key actions include :

$-

•

Information about the Gwynedd outbreak, the use of
immunoglobulin and actions required to increase resilience
to measles outbreaks has been provided on all Health Board
immunisation training in late 2012 and during 2013.

•

BCUHB MMR Strategy has been reviewed and ratified by the
Infection Prevention and Control Committee to ensure it
addresses any new recommendations set out in the
Gwynedd Outbreak report.

•

Proactive work was commenced in communities where
‘clusters’ of non consent amongst families with 1 year old/ 2
year old children was identified. This is aimed at providing
information to address parental queries or concerns.

•

A review and strengthening of the approaches taken for
vulnerable and hard to reach groups.

•

MMR vaccine uptake data per school is reviewed on an
ongoing basis.
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2.3

Response to other measles outbreaks in neighbouring areas
2.3.1 In addition to the Gwynedd outbreak in 2012, there have been a
number of outbreaks in neighbouring boarder areas. From
February 2012 to February 2013 there was an ongoing measles
outbreak in Merseyside with over 600 confirmed cases. This
coincided with the start of the outbreak originating in
Porthmadog, although no link was identified. The Public Health
Wales Health Protection team liaised and continues to liaise
closely with the Cheshire & Merseyside Health Protection team
to consider local circumstances and respond as appropriate.
Regular communication is made with the Health Board to
provide updates. The BCUHB Nurse Immunisation Coordinator
attended the 2012 North West Immunisation Conference where
lessons from the Merseyside outbreak were shared. Relevant
learning was then applied in BCUHB; for example updated
training for staff on the use of immunoglobulin.
In March 2013, there was an outbreak of measles affecting
Powys and bordering on North Wales. Schools in areas close to
the Powys outbreak were identified and vaccination sessions
carried out at a local health clinic, with ongoing communication
with GPs in the area.
Cases and clusters of measles cases in travelling communities
in or near the border of North Wales have also occurred. These
have been responded to by a designated health visitor attending
the sites and offering MMR immunisation.

3.

ADDITIONAL ACTIONS TAKEN BY BCUHB IN RESPONSE TO 2013
SWANSEA OUTBREAK
3.1

Initial Local Response
3.1.1 Awareness of the developing situation in Swansea resulted in a
local response being established by the CCDC on behalf of the
Health Board towards the end of March 2013 in order to build
additional resilience to measles across North Wales. The group
(comprising of the Immunisation Co-ordinator, representatives
from primary care, occupational health, infection control,
pharmacy, communications, health protection and public health)
first met in March 2013. This initial group co-ordinated and
actioned some early responses including the following:

$-

•

Communication of summaries of epidemiology of the
Swansea outbreak, and also measles cases locally in North
Wales to BCUHB.

•

Provision of updates to primary care,
information pack for GPs and receptionists.
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3.2

•

Provision of information and advice on measles / MMR
immunisation to LEAs, schools, universities and colleges in
North Wales.

•

Co-ordination of the initial media response.

Response following request for additional National Programme
3.2.1 Following this initial response and receipt of a letter on 27th
March 2013 from the Chief Executive of Public Health Wales6,
advising that the measles outbreak had been declared a public
health emergency, a formal governance structure was put in
place to oversee the Health Board’s response and coordinate
actions. The need for this formal approach was further
strengthened following the receipt of a letter from the Chief
Medical Officer on 17th April 20137 requesting that Health
Boards implement a school-based immunisation programme to
target school aged children ( with particular emphasis on 10 - 18
year olds) missing one or two doses of MMR vaccine. Under the
leadership of the Executive Director of Public Health, a system
for responding to the measles situation and planning for
resilience was established. Three groups met weekly in order to
lead, plan and coordinate actions:
•

National Public Health Wales Senior Response Team –
National team including WG, Senior Public Health Wales
staff, Directors of Public Health and CCDCs.

•

Local BCUHB/Public Health Wales Senior Response Team –
Chaired by BCUHB DPH and included senior representatives
from Public Health Wales local public health team, Health
Protection, occupational health, pharmacy, primary care,
Children & Young People’s CPG, immunisation coordinator,
Public Health Wales and BCUHB communications team.
This group was responsible for overseeing and coordinating
all elements of the local response including immunisation
(schools, staff and primary care) and communications.

•

Local BCUHB Core Team – Chaired by DPH and included
senior representatives from Children & Young People’s CPG,
immunisation coordinator, Public Health Wales local public
health team, occupational health, communications and
service improvement. The role of this team was to lead, plan
and coordinate the schools and staff immunisation
programmes.

3.2.2. A BCUHB MMR response plan was developed9 to take forward
this work. Key aspects of this proactive approach to the
Swansea outbreak included:
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•

Implementation of a school-based immunisation programme,
delivered by the school nursing service (in partnership with
Local Authorities and individual schools). Sessions were
arranged in every secondary school in North Wales and
primary schools identified as high risk (with uptake <90% or
more than 20 pupils unimmunised). Pupils in the remaining
primary schools were invited to centralised immunisation
sessions, home-immunised or attended the clinic. Data
reconciliation was also undertaken.

•

Targeted approach to hard to reach and vulnerable groups
including children attending pupil referral units, children
looked after, special schools and children educated at home,
with home immunisations being arranged if necessary.

•

Integrated working with primary care staff to increase
number of unscheduled doses of MMR vaccine given in the
identified at risk groups e.g. children, young people and
healthcare staff.

•

Support and advice to tertiary colleges and universities,
resulting in direct contact with each student with
encouragement to attend their local GP for vaccination.

•

Support and advocacy through maternity services.

•

Data reconciliation between child health departments and
primary care to improve accuracy of MMR vaccine uptake
data.

•

Implementation of a staff immunisation programme which
included a strategy for prioritising staff in high risk clinical
areas8, offering drop in sessions for all staff and providing
regular communications to staff. Specific actions and
communications were also sent to primary care staff to
increase staff uptake of MMR vaccine. Continued focus is
continuing to be given to general staff vaccination uptake.

•

Implementation of a comprehensive communications
strategy13, ensuring regular updates provided to Health
Board staff, media, Local Authority Chief Executives,
Directors of Education, schools and children and young
people. Innovative approaches using social media to reach
target groups were also used.

•

Further communication by partners e.g. LAs through their
own communication channels.
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•

Timely identification of cases and suspected cases ensuring
a coordinated response. Cases in BCUHB have remained
low (6 confirmed cases since Jan 2013). At the end of April
two cases of measles occurred in children attending a
nursery in North Wales. Information was sent to parents,
local GPs were encouraged to vaccinate and a special MMR
vaccination session was held at the nursery.

•

Timely updates and reports to both the Board (including a
Patient Safety item in April), the appropriate governance
committees and Clinical Programme Group (CPG)
Boards5,14.

3.2.3. The outcomes of this approach have been:
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•

As of week beginning 10/6/13, 4327 unscheduled doses of
MMR vaccine have been given since March 2013. 2592 of
these have been given in primary care, 1344 in school
sessions and 391 in staff sessions.

•

A further decrease in the susceptible cohort of completely
unimmunised children aged 2-18 in North Wales from 4.5%
on 23rd April to 3.5% on 10th June. There are now currently
4479 children aged 2-18 years in North Wales who have not
received their first dose of MMR vaccine.

•

There has also been a decrease in the number of children
aged 4-18 who are partially immunised (received one dose of
MMR vaccine) from 4.6% on 23rd April to 3.8% on 10th June.
There are currently 4911 children in North Wales that have
only received one dose of MMR vaccine. (These children
will have 95% protection against measles, 2 doses confers
99% protection). This means there is a total of 9480 children
(7.4%) in North Wales who remain either unimmunised or
under immunised. This is a decrease from 11704 on 23rd
April at the start of the campaign.

•

The social marketing campaign set up to ensure key
messages are being received by the 10-18 year old target
audience has been successful, with over 100 000 views on
Face book.

•

Good partnership and communications with Local Education
Authorities and Directors of Education in relation to the issue
of vaccination have been established.
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4.

NEXT STEPS
4.1

Further Progress
Further progress has been made to increase immunisation uptake and
the success of this can be seen in the data trends. This has built on all
the ongoing work prior to the Swansea outbreak which has ensured
BCUHB has improving MMR vaccine uptake rates. The challenge
remains to achieve and sustain 95% uptake for both 1 and 2 doses of
MMR vaccine to ensure herd immunity for the North Wales population,
which would maximise protection against community outbreaks and
epidemics of measles. A meeting of the core group was held on 11th
June 2013 for the purpose of reviewing actions to date, reviewing most
recent data on uptake and agreeing actions to be taken to further
improve uptake. The BCUHB MMR Strategy2 will continue to be
robustly implemented. This will ensure children in school years 7 and 9
and above will be targeted where immunisations are missing. In
addition the following will be key priority areas of work:

Author:
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•

Undertake a structured debrief to learn further lessons including a
review of skills and resources available to implement the
immunisation programme.

•

Undertake a further internal audit against Welsh Health circular
MMR (2005) 081

•

Continued communication with Directors of Education on levels of
uptake in schools, developing new approaches to target schools
where uptake remains low.

•

Ensuring completion of work on data reconciliation.

•

Increasing number of domiciliary immunisations.

•

Communicating directly with young people in relation to their own
immunisation status and offering opportunities for them to become
up to date with immunisations if any doses are missing.

•

Refine communications plan and continue with social media
approaches to target messages to young people about
immunisations.

•

Continue to raise awareness of the importance of MMR and other
childhood vaccinations e.g. through presentations to LA committees
as part of partnership engagement.

Andrew Jones, Executive Director of Public Health
Betsi Cadwaladr University Health Board
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APPENDIX 1 – Costs to BCUHB of actions taken in response to Swansea
outbreak 2013
The table below sets out the additional costs that BCUHB have incurred to date or
are expecting based on the activity undertaken to the end of May 2013.

Vaccines
Additional Staff Costs

£000
30
5.50

Advertising/ Social Media
GMS LES

0.86
20

Total

56.36

Based on numbers administered
Based on actual costs + estimate
outstanding claims

of

Based on number of unscheduled vaccinations
in primary care

The costs associated with routine delivery of childhood immunisation programs are
currently contained within the budgets for primary care, children’s services,
occupational health and public health. As such it has not been possible to provide a
breakdown of total costs of the routine programme in this written submission.
Delivery of the additional unscheduled vaccinations was undertaken predominantly
by the re-prioritisation of the work of existing staff e.g. school nurses, health visitors,
child health department and occupational health. As such there is an opportunity
cost to the organisation.
As such the costs above only include direct additional costs to the Health Board
during the period March – May 2013, and do not include cost of staff members which
were not additional costs to the organisation or the impact of work done for which
staff have not been paid (i.e. time in lieu). This would increase the costs by an
estimated £35 000.
The costs also do not include the increased vaccine costs associated with the
general increase in uptake for scheduled vaccination programme.
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Bwrdd Iechyd Prifysgol Betsi Cadwaladr University Health Board

Strategy for improving MMR uptake in the Betsi Cadwaladr
University Health Board 2013-2016
1. Purpose/scope
The purpose of this strategy is to increase uptake of the MMR (Measles, Mumps and
Rubella) vaccine across Betsi Cadwaladr University Health Board. Achieving a 95%
uptake of both doses of MMR vaccine is important to ensure herd immunity in the
population.

This document aims to provide guidance on the key activities necessary to increase
the MMR uptake in the Betsi Cadwaladr University Health Board and the
geographical area it serves. These activities will reduce the number of young people
susceptible to measles, mumps and rubella.
2. Background information
The health board serves a population of 676,000 people of which 149,500 are
children under the age of 18 years who should all be offered 2 doses of MMR prior
to starting school.
3. Measles, Mumps and Rubella disease information and the MMR vaccine
3.1 Disease information
Measles, mumps and rubella are all notifiable diseases in the UK. Any doctor who
suspects that a patient has measles, mumps or rubella is required by law to report it.
In North Wales, this is done by contacting the Consultant in Communicable Disease
Control at Public Health Wales (PHW).
3.1.1 Measles
Measles is a highly infectious viral illness caught through direct contact with an
infected person or through the air via droplets from coughs or sneezes. Symptoms
include fever, cold-like symptoms, fatigue, conjunctivitis and a distinctive red-brown
rash.Measles mainly affects young children, but can be caught at any age. Having
measles usually confers lifelong immunity.
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Measles can cause severe, even life-threatening, complications, including
meningitis, encephalitis and deafness. In the UK, complications are quite common
even in healthy people and approximately 20% of reported measles cases
experience one or more complications.
Complications are more common among children under 5 years of age, those with
weakened immune systems, children with a poor diet and adults. If acquired during
pregnancy measles can cause miscarriage, premature labour or a baby with low
birth weight. Before the introduction of measles vaccination in 1968, around 100
children a year in England and Wales died from the disease.

3.1.2 Mumps
Mumps is a systemic infection caused by the mumps virus, usually accompanied by
swelling of the parotid salivary glands, which can affect all ages. The organism is
spread by respiratory droplets and has an incubation period of 14-25 days. Around
a third of people infected with the virus develop no symptoms and in most others the
symptoms are fairly mild, but when complications occur they can be serious. Mumps
is the commonest cause of viral meningitis.
3.1.3 Rubella
Rubella is a viral infection that used to be common in children. It usually causes a
mild illness but becomes a serious concern if acquired during pregnancy. The
rubella virus can disrupt the development of the foetus and cause a wide range of
birth defects including eye abnormalities, deafness, heart abnormalities and brain
damage known as Congenital Rubella Syndrome (CRS). Since the introduction of
the MMR vaccine CRS is now very rare in the UK.
3.2 Vaccine
The MMR vaccine protects against three diseases; measles, mumps and rubella. It
was introduced into the UK routine childhood immunisation schedule in 1988 as one
dose for children aged 15 months. It subsequently became apparent that two doses
of vaccine were required for effective long-lasting protection against the three
diseases and to this end a two dose schedule was introduced in October 1996.
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3.3 Uptake
COVER (Cover of Vaccination Evaluated Rapidly) is a national reporting system for
immunisation uptake used in all four UK countries. In Wales reports are currently
published on a quarterly and annual basis per former LHB area. Percentage uptakes
are an indication of how many children resident in each LHB and reaching the ages
of one, two, five and sixteen have been vaccinated in accordance with the routine
childhood schedule. Statistics are calculated using data extracted from the National
Community Child Health Database which is comprised of the records from all the
regional child health departments in Wales. Figures for coverage and uptake rely on
notifications of immunisations given being returned to local child health offices and
entered into their databases.

The most effective method of controlling measles, mumps and rubella is by
maintaining high levels of immunisation.
4. MMR coverage in the former six Local Health Board areas
MMR uptake: One dose at 2 years, two doses at 5 years and 16 years correct
as of Dec 2011 for Betsi Cadwaladr University Health Board. Source PHW
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MMR Trend chart for BCUHB at
2 years, 5 years and 16 years

COVER
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2 years MMR 1

5 years MMR 2

16 years MMR 2

As this trend chart shows there has been a significant improvement in the
percentage uptake of the MMR vaccine at all ages within BCUHB although uptake is
still falling short of the required 95% target.
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Data relating to the uptake of the first dose of MMR is collected at 24 months of age
although the vaccination is offered at 12 months. This allows for illness or deferred
treatment, which may result in delayed vaccination.
Uptake of one dose of MMR at age 24 months in the six Health Board areas for
the last year according to the annual COVER report 2011-12
LHB area

Number of
children

Anglesey
Conwy
Denbighshire
Flintshire
Gwynedd
Wrexham
North Wales
Wales

745
1143
1040
1731
1291
1668
7618
35053

Number
received
MMR
698
1052
966
1638
1212
1568
7134
32482

%
received
MMR
93.7
92.0
92.9
94.6
93.9
94
93.6
92.7

No former LHB area achieved the required 95% target in Wales in the annual
COVER report for 2011-12; however improvements have been seen in quarterly
reports which have been recognised as a notable achievement by the Head of the
Vaccine Preventable Disease programme for Wales.

Uptake of one and two doses of MMR at age 5 years in the six Health Board
areas for the last year according to the annual COVER report 2011-12
LHB area

Number of
children

Anglesey
Conwy
Denbighshire
Flintshire
Gwynedd
Wrexham
North Wales
Wales

721
1156
976
1687
1314
1521
7419
33645

Number
received
1 dose
MMR
687
1089
935
1622
1245
1498
7076
31835

% received
1 dose
MMR
95.3
94.2
95.8
96.1
94.7
95.7
95.4
94.6

Number
received
2 doses
MMR
644
1017
871
1535
1171
1424
6662
29306

%
Received
2 doses
MMR
89.3
88.0
89.2
91.0
89.1
92.8
89.8
87.1

No LA area achieved the required 95% uptake in Wales for two doses at 5 years of
age; two North Wales LAs exceeded 90%.
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Uptake of one and two doses of MMR at age 16 years in the six Health Board
areas for the last year according to the annual COVER report 2011-12
LHB area

Anglesey
Conwy
Denbighshire
Flintshire
Gwynedd
Wrexham
North Wales
Wales

Number % Girls
of girls received
1 st
dose
MMR
361
96.1
586
95.7
555
96.4
866
98.2
641
95.9
689
97.2
3698
96.8
16999
92.8

% Girls
Number
received of boys
2nd dose
MMR

% Boys
received
1st dose
MMR

% Boys
received
2nd dose
MMR

92.0
90.8
90.1
93.2
91.3
93.6
92.0
83.9

94.3
95.8
94.9
95.7
94.9
96.1
95.4
91.4

86.8
88.7
86.1
88.6
89.9
90.2
88.6
82.9

400
577
547
883
661
768
3836
18243

5. Experience of developing action plans
Each of the former Trusts in North Wales previously developed action plans to
increase immunisation uptake in general. They also completed an audit of
implementation of the Welsh Health Circular for MMR (2005) 081. Where noncompliance with the WHC was identified, work was undertaken to promote full
compliance. Where local action plans to address low MMR vaccine uptake have
been implemented, rates have increased so that they compare favourably with areas
of high uptake elsewhere in the UK.

6. Reasons for a low MMR immunisation coverage
Multiple factors contribute to low vaccine coverage.
• The child’s parent has not given consent for MMR vaccination
• Lack of confidence in the MMR vaccine and concern about possible serious
side effects
• The child’s parents have difficulty in attending for appointments
• The child has been given single measles, mumps or rubella vaccines via a private
clinic
• Previous immunisation data is not transferred when a child moves in from another
area or country
• The immunisation has not been notified to the local child health department
• Poor organisation for appointing and recall if appointment missed
• Poor professional knowledge of MMR contraindications, egg allergy, two-dose
schedule
• The transient nature of the traveller population in North Wales makes it
challenging to offer vaccination to this group. Travelling communities may also be
vulnerable to imported cases of measles, mumps and rubella infection which can
circulate to susceptible individuals
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•

Some administrative activities to support follow up of children with outstanding
MMR vaccination set out in the CMO MMR letter are not being implemented

7. Strategy to increase MMR uptake
The strategy includes actions at a strategic and local level. These actions are
outlined in Appendix 1 and are summarised below:
• Ensuring the accuracy of MMR data
• Ensuring the relevant Health Care Professional (HCP) involved in childhood
immunisation is well-informed and up-to-date on MMR issues.
• Investigating ‘no consents’ across North Wales to identify areas with a high
rate of ‘no consents’
• Increase general positive awareness about the MMR vaccine in the wider
community.
8. Raising awareness of MMR issues:
• Health Care Professionals working with children and families (to include midwives
and allied health care professionals e.g. speech therapists, physiotherapists etc).
• Managers have a duty to ensure that staff with direct patient contact are suitable
to work in an environment where they might be exposed to vaccine preventable
diseases. Staff should be aware of their immune status and can liaise with the
occupational health department to ascertain this.
• Other professionals working with children and young people, e.g. social services,
schools, nurseries, playgroups and other non-government organisations could
sign post to reputable sources of immunisation.
• General awareness raising with the public.
• Ensuring effective communication with staff involved in immunisation and
between Primary Care and Child Health departments.
• Ensuring full compliance by BCUHB of the Welsh Health Circular (2005) 081
• Ensuring full compliance by BCUHB with the National Minimum Standards for
Childhood Immunisation Data Collection and Administrative procedures
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MMR Action plan 2013-16 Betsi Cadwaladr University Health Board.
This action plan has been produced to ensure that Betsi Cadwaladr University Health Board is fully compliant with the actions set out in the Welsh Health
Circular (2005)081 and that a strategy to increase the MMR uptake is in place.
Task
1

2
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4

Main Action
Review current COVER
statistics

Specific actions
• Compare vaccination uptake achieved with
Welsh Government targets and directives
for 2, 5 and 16 year olds and report to
BCUHB Immunisation group
• NIC to evaluate treatment queue lists for
each LA area and clarify situation with GP
practices with treatment queues over 20
children
• Identify GP practices with low uptake that
may need support /advice
Communication
• Ensure C&YP CPG Board is informed of
MMR uptake and actions required
• Develop BCUHB intranet and internet sites
with positive information about MMR for staff
and the public
• Produce update letter for all immunisers in
BCUHB regarding MMR uptake and number
of women susceptible to rubella.
MMR WHC 2005 (081)
• Ensure all staff via training and professional
compliance
meetings are aware of the requirements of
the WHC MMR 2005 (081) and the outcome
of the MMR audit in particular these points
a. Issue memo to HV at 18 months on all
outstanding immunisations including MMR
b. Contact with ‘no consenters’ in secondary
school and offer information
c. Offer MMR with teenage booster
Treatment centre code at
• Allow invitations to appoint child to GP until
th
school entry should remain
6 birthday and inform GP practices that
as the GP
there will be an increase in the upper age
limit at which children may be invited for
outstanding pre-school immunisations
• Notify GP practices of change which may
mean an increase in children being
appointed
BCUHB MMR Strategy 2013-2016
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Lead Person
Nurse Immunisation
Coordinator (NIC)

Contact liaison
Child Health
GP practices
Locality Leads

Timescale
Ongoing each
quarter and
evaluate annual
COVER report

Nurse Immunisation
Coordinator in
conjunction with
BCUHB
Communications team

All BCUHB immunisers and
Primary Care

April 2013

Nurse Immunisation
Coordinator

• Child Health Manager
• Community Service
Managers
• GP Practice Managers

To be completed
by December 2013

Nurse Immunisation
Coordinator

•
•

FIRST DRAFT

Child Health Manager
Immunisers and
practice managers

April 2013

Bwrdd Iechyd Prifysgol Betsi Cadwaladr University Health Board
5

Maintain positive
communication to media
regarding MMR

•

Develop press release regarding MMR
vaccination activity to incorporate PHW
outbreak media releases.

Nurse Immunisation
Coordinator

Communication team

Ad hoc

6

Communicate positive
MMR information to
playgroup supervisors,
private nurseries, Children
and Young People’s
Framework partnership,
Children’s outpatients

•

Contact CYPFP lead to disseminate
information
Attend annual general meetings of childcare
providers, etc.
Provide information session to childcare
providers and Healthy Pre school
information

Nurse Immunisation
Coordinator

• CYPFP
• National Childminding
Association
• Pre school Playgroups
Association
• Homestart
• HPSS

April 2014

Leadership

•

Nurse Immunisation
Coordinator

PCSU
GP practices

April 2014

Nurse Immunisation
Coordinator

• GP practices
• Former LHB areas

April 2014

Target schools with a higher number of
incompletely immunised children with MMR ‘the
spotty scheme’ in particular Flying Start areas

Nurse Immunisation
Coordinator

Local LHB Immunisation
leads

Ongoing

• Flying Start, Sure Start, Vulnerable
Groups and LAC teams to liaise with GP
surgery of children missing immunisations and
offer home immunisation if required
• LAC nurse to complete Immunisation
Summary Sheet when child is new to caseload
• Home Start and Family Friends to be
encouraged to support families to attend
vaccination session

Nurse Immunisation
Coordinator

Team Managers

ongoing

7

•
•

•
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Improve accuracy of MMR
immunisation recorded on
Child Health System

•

•

•
9

10

Offer MMR at Primary
Schools with a high
number of incompletely
immunised children
Improve uptake and the
access for disadvantaged
and vulnerable groups

Encourage local leadership in each GP
practice to proactively implement the LES
for MMR catch up and also LES for
postnatal ladies to be offered until further
notice.
Encourage GPs to get involved with
advising parents who are undecided on
MMR
All GP practices to notify child health of all
movements into practice up to age 19
years
All GP practices to notify child health of
immunisations recorded for the child up to
19 years
Obtain Living In Treated Out data
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11

Ensure all maternity units
provide MMR vaccination
to ladies susceptible to
rubella post partum

12

Ensure lessons learned
from Gwynedd measles
outbreak in 2012 are
implemented
Ensure invites for
immunisation continue
Ensure staff are protected
against measles

13
14
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Ensure this is offered again at GP post natal
check if not already given
Ensure Health Visitor is aware of nonvaccinated post natal ladies
Ensure midwives receive training to vaccinate
with MMR following publication of the postnatal
MMR clinical protocol
Ensure documentation is ready in the event of a
measles outbreak
Ensure communication regarding requirement
for additional school catch up sessions is robust
Zeroise all immunisations including MMR
following Failures to attend without reason x 2.
Managers should ensure the suitability of their
staff to carry out duties that might expose them
to vaccine preventable disease.
Staff should be aware of their immunisation
status and liaise with the occupational health
department where necessary.
Managers and staff have a responsibility to
ensure that patients are not exposed to vaccine
preventable diseases via staff contact.
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Nurse Immunisation
Coordinator

Head of Midwifery

April 2013

Nurse Immunisation
Coordinator

Community Services
Manager

April 2013

Child Health Manager

Community Services
Manager
All staff members with
direct clinical contact

April 2013

Managers
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September 2013

Betsi Cadwaladr University Health Board
Measles vaccination plan

Context
A Public Health Emergency has been declared in Wales as a consequence of a large
measles outbreak in south Wales.

A letter issued by the Chief Executive of Public Health Wales to all Chief Executives,
Medical Directors and Public Health Directors in Health Boards requires immediate and
assertive action to prevent further spread of the disease across Wales by all Health
Boards.
It is required that all Health Boards:
1. Develop plans to offer parents the opportunity to have their unprotected children
immunised
2. Have a plan in place to enable rapid implementation of a school based
immunisation in response to cases and outbreaks.
(There are other specific actions which are only for the Health Board in the outbreak
area.)In addition, the Chief Medical Officer has instructed Health Boards to ensure
there is a plan in place to vaccinate school aged children aged 10-18 years, which must
be completed by May 24th with weekly reporting on vaccination campaign activity to the
Executive Director of Public Health Wales

The information described below describes BCUHB’s work related to measles

Background:
As a result of sustained low MMR uptake in the childhood population since 1998, measles
infections have now become endemic in the UK since 2009 which is why small sporadic
outbreaks are continuing to occur. The low MMR vaccine uptake is a direct result of the
adverse media coverage of a flawed research article in 1998. MMR vaccination is offered as
part of the national routine childhood immunisation programme at 12 months and then 3
years 4 months. Two doses are required for reliable protection, which in adults and older
children can be given one month apart.
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There were 2016 measles cases during 2012 in England and Wales. Most cases were in
children and young adults up to the age of 19, but there were 216 cases in infants less than
twelve months of age, who were not yet due to be offered MMR vaccination. The outbreak in
South Wales began around September 2012 and cases increased at an alarming rate during
March 2013.

In the BCU area there are 55 secondary schools and 300+ primary schools, in addition to
pupil referral units and special schools, and 126,007 children aged between 2 and 18 years.
Despite increasing uptake rates, there are currently 5,873 (4.5%) children in school from
reception class to year 11 who are unvaccinated and a further 5831 (4.5%) who have had
only one dose (Source: National Community Child Health Database). It should be noted
however that data reconciliation will identify some vaccinated children among these
numbers.

There are several criteria which must be in place to ensure an effective immunisation
service. To this end the Health board follows the measures in the Health Protection Agency
document “Quality criteria for an effective immunisation programme1” and is revisiting these
principles to respond to ensure maximum resilience in light of the current measles outbreak.

Prior to the outbreak - BCU implementation of nationally led activities
• The Health Board has robustly implemented the MMR Welsh Health Circular (081) 2005
which requires a standardisation of procedures if a child has missed a dose of MMR.
This policy in effect acts as a safety net prior to the child leaving school.
• Pre-schools who are part of the Healthy and Sustainable Pre-school Scheme have
received information on immunisation status when joining as part of a national plan from
the Vaccine Preventable Disease Programme and supported by Health Boards.
• The 10 BY 5 campaign was launched in January 2013
• Child Health Process Immunisation Standards have been implemented in 2010 and
audited in 2011. A second BCUHB internal audit completed in January 2012 has been
completed and BCUHB is now fully compliant with these standards
Prior to the outbreak - BCU specific activities
Since the formation of BCUHB, significant efforts have been made in a coordinated manner
to increase the MMR vaccination uptake across the north Wales region to increase
resilience to an outbreak. The aim of these measures is to remove barriers to vaccination
e.g. lack of clinical knowledge about contraindications or the impact measles infection has
on the individual, legal permission to vaccinate in an outbreak, funding mechanism,
promoting the MMR vaccine, making it easy to obtain the vaccine, flexible appointments.
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• Measles issues are covered on all immunisation training for health care professionals
who immunise or advise on immunisation: topics include discussion about the risk
measles poses, the activities, strategies and messages that help parents consent to
vaccination at the first offer of MMR and also messages that help parents change their
minds if they have reservations or concerns about MMR vaccination. Contraindications
and new research on egg allergy and anaphylaxis are also addressed together with
signposting to reputable sources of information.
• A flexible Local Enhanced Service has been in place in Primary Care for several years to
ensure a funding mechanism is in place for those children aged 6 years and above who
have missed their MMR when initially appointed at 12 months and 3 year 4 months.
During the immunisation training it is stressed that it is always worthwhile from a health
gain point of view to continuously chase up missing MMR vaccinations as parents might
change their minds, their personal circumstances can change and media reporting
outbreaks and research may be the catalyst for a change of opinion. Staff are
encouraged to never give up on a child missing immunisations. Maintaining the
immunisation uptake for all children is a key priority for the Health Board.
• Active Patient Management is implemented to identify children at 1, 2 and 5 years that
are missing immunisations. Their medical records are checked and if unvaccinated
efforts are made to vaccinate them as soon as possible.
• Treatment queues are targeted to ensure children are offered their immunisations on
time and if necessary catch up sessions at the GP practice are offered to reduce the
queue.
• In BCUHB a domiciliary immunisation policy is in place to ensure home immunisations
can happen on both a planned or opportunistic basis.
• In BCUHB only, the invitation age for the Teenage booster vaccination for Diphtheria,
Tetanus and Polio was lowered from Year 10 to Year 9. During this immunisation
session children are offered any outstanding doses of MMR: this had the fortuitous
outcome of inviting children a year earlier for missing MMR doses than previous
arrangements.
• During the last measles outbreak in 2012, the school nurse managers arranged
immediate vaccination sessions in the affected secondary school in an effort to control
the outbreak, other local schools both primary and secondary in the affected area also
had catch up immunisation sessions. Some data validation also took place.
• The BCU MMR Strategy have has been ratified at the Infection Prevention and Control
committee and was launched during European Immunisation Awareness week April 22nd.
This strategy seeks to use all opportunities to vaccinate and raise awareness of the
importance of MMR vaccination.
• An audit of the BCU Looked After Childrens database is continuing to identify those
missing all vaccinations and alert their LAC nurse so early arrangements can be made to
vaccinate.
• Support to Vulnerable Groups Health Visitor dealing with gypsy travellers to proactively
vaccinate this particularly vulnerable group with a historical low uptake.
• An MMR PGD is in place and is flexible to allow immediate outbreak vaccination.
• Messages have been circulated to Primary Care to consider MMR vaccination for staff
As a result of these activities the north Wales region has steadily increased uptake in
children up to the age of 16 years and this has been noted at a national level. However,
there are still pockets of low uptake across the region, and many schools where uptake rates
of 2 MMR’s are under 90%, and these need to be targeted. Despite uptake rates of 95% of
16 year olds having received their 1st dose, two small outbreaks occurred in 2009 and 2012
in children mainly of secondary school age. The BCUHB response to the outbreak in 2012
located in Porthmadog was to vaccinate immediately in the affected school and other local
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schools and to encourage GPs to also offer vaccination as the LES was already in place.
These actions did increase MMR vaccination activity at the time.

April 2013: New actions in BCU - in response to the current Welsh measles outbreak
to increase resilience locally and to proactively offer MMR to unvaccinated children.
These actions listed below follow the principle of multiple immunisers in multiple settings in a
targeted approach to address parents concerns, non-consenters or previous decisions to
access privately obtained single vaccines for measles, mumps or rubella. All parents are
being asked to reconsider their decision.

Actions to target specific population groups:

Target group

Action

Timescale

Children
All children

Send a reminder to community staff health
visitors, GP practices and school nurses
about proactively seeking all opportunities
to identify and vaccinate children missing
MMR vaccination.
Routine screening activities deferred to
focus on measles activity.
Measles information pack sent to all GP’s

Immediately

General media and PR campaign

Ongoing

Children aged 10-18

Social media campaign using facebook
and twitter

Live by 10th
May and
ongoing

All secondary schools and
special schools

All secondary schools and special schools
will be visited for additional MMR
vaccination sessions (see attached
schedule) Focus will be on years 7 and 8
as years 9, 10 and 11 have recently been
invited in the spring term.

By 24th May

All secondary aged children Y7 and Y8 will
be invited for the first time in a school
setting and also those in Y9, Y10, Y11,
plus Y12 and Y13 in the attached sixth
forms for a second/third time in a school
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setting.

School nursing staff will go back into
schools where necessary to give second
doses
Primary schools with rates
<90% or with 20+ pupils
unvaccinated

Provide MMR vaccination sessions

By 24th May

Target school aged children
in an identified low uptake
area of high deprivation
(Rhyl)

Drop in session covering 3 schools on
local authority premises (Oak Tree Centre)

By 24th May

Children in deprived areas

Community pharmacy counter staff
working in areas of deprivation, who have
been trained about immunisations in the
Early Years Pharmacy Project, to be sent
bilingual badges saying “Ask me about
Measles!”

By 10th May

Communities First to be asked to engage
in promoting MMR catch-up campaign

By 10th May

Other primary schools

Parents contacted and advised to make
appointment at GP where children are
identified as under-vaccinated

By 24th May

Pupil referral units and other
small settings including youth
justice

Work with staff to identify need.
Community child health staff will provide
site visit or domiciliary visit as appropriate
to vaccinate

By 24th May

Girls receiving routine HPV
vaccine

Offer MMR vaccine alongside HPV

Ongoing

5 border schools

5 of the primary schools bordering England By 24th May
have the lowest apparent MMR uptake of
70-75% possibly as a result of data loss
between England and Wales. The English
GP practices and child health department
have already been contacted to reconcile
any missing information to update our
Welsh child health records. This
reconciliation will be completed as quickly
as possible, and school vaccination
sessions will takes place if rates are still
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seen to be low.

Private schools

Rates are apparently lower. This could be
partly due to higher numbers of pupils from
abroad and cross-border issues. Data
reconciliation is being carried out as
above.

By 24th May

Private secondary schools will receive
scheduled vaccination sessions. Private
primary schools and smaller units will
receive visits if rates are still seen to be
low.
Children on school trips to
the south Wales outbreak
area

School nurses will check if their schools
Immediately
have trips planned to visit south Wales and
if so to identify unvaccinated children in the
year group. These include athletic
meetings, eisteddfodau, geography trips
etc.

6th Form and FE colleges

Colleges have sent letters or e-mails to
students recommending that they go to
their GP if not fully vaccinated. A
mechanism to review uptake for this will be
identified.

By 24th May

University students studying
in North Wales

GP practices involved with Glyndwr
University and Bangor University have
been contacted and will be promoting and
offering MMR to students via drop in
clinics.

By 24th May

Gypsy travellers

The Vulnerable Groups Health Visitor
dealing with gypsy travellers has visited
the sites to proactively vaccinate this
particularly vulnerable group. These visits
will be repeated as success is slow but
progressing.

By 24th May
and ongoing

Looked after children

Looked After Children, Home Tutored and
Home Educated records are being
reconciled and the young person advised
accordingly. This reconciliation will be
completed and any gaps addressed.

By 24th May

Home tutored children

By 24th May
By 24th May

Home educated children
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Parents in contact with
alcohol/substance misuse
teams

Staff working as part of alcohol and SM
Teams have agreed to discuss MMR with
parents using their services and offer
vaccination to children not up to date with
MMR

By 24th May

An All User email has been sent to BCU
staff raising awareness about the measles
cases and where they can find information
about the disease and benefits of
vaccination and measles control
measures. This will be followed by a letter
recommending MMR vaccine.

Started

BCU staff
GP/Primary Care Staff/ BCU
staff: general

Information pack sent to GP’s to advise on
immunisation of practice staff
Poster campaign in hospitals

By 3rd May

Pop-up banners in hospitals

By 10th May

Badge campaign: “Ask me about
measles”, to be worn by key staff and
managers

By 10th May

BCU staff in high risk areas:

Identify staff in high risk areas and

These are Paediatrics,
SCBU, ITU, A&E, AMU, GP
out of hours, all medical
wards (including
haematology/rheumatology
patients), renal units,
oncology, obstetrics and
gynaecology, midwifery,
health visiting, school nurses
and sexual health services.

manually assess the immune status of the
staff, cross checking information from our
three current databases onto a temporary
database

Started
23.4.13

BCU staff: general
communication methods

•
•
•

Age (born before 1970)
Blood test
MMR recorded

Arrange to meet with the operational
managers for the high risk areas across
the geographical patch to confirm their
staff details and identify any other key staff
who may be on the wards e.g. physio,
domestics etc., highlight susceptible staff
and agree vaccinations sessions in the
clinical area

91 meetings
expected.
Started
23.4.13

Provide a report for the operational
managers to indicate who is susceptible

By 31 May
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and who is immune
Agree additional MMR vaccination session
dates and times for the clinical areas with
the operational managers and announce
session dates and times

30.4.13

Other BCU front line staff

Provide drop in vaccination sessions for
staff, also including Welsh Ambulance
service and General Practitioners from
primary care

From
30.4.13 for 5
weeks

Unvaccinated BCU staff in
front line areas

Managers to be asked to recommend the
vaccine and ask staff to sign a form if they
decline

Strategic work
Strategic response team and core group
will review progress against plan at least
weekly

Weekly

Strategic response team to fundamentally
w/c May
review plan in week commencing May 13th 13th
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0HDVOHV1RUWK:DOHV&RPPXQLFDWLRQV3ODQ

$XWKRU6LRQHG+XPSKUH\V&RPPXQLFDWLRQV2IILFHU3XEOLF+HDOWK:DOHV 
$QG\6FRWVRQ+HDGRI&RPPXQLFDWLRQV%&8+%

'DWHWK$SULO
9HUVLRQ
3XEOLFDWLRQ'LVWULEXWLRQ

3XUSRVHDQG6XPPDU\RI'RFXPHQW
7KHSXUSRVHRIWKLVGRFXPHQWLVGHWDLOWKHFRPPXQLFDWLRQVSODQIRUSURPRWLQJWKH
005YDFFLQDWLRQLQ1RUWK:DOHVGXHWRWKH6RXWK:DOHVPHDVOHVRXWEUHDN






,QWURGXFWLRQ %DFNJURXQG




7KH DLP RI WKLV FRPPXQLFDWLRQV VWUDWHJ\ LV WR HQVXUH %&8 VWDII /RFDO
$XWKRULW\NH\SDUWQHUVDQGSDUHQWVFKLOGUHQDQGWKHZLGHUFRPPXQLW\DUH
DZDUHDQGXQGHUVWDQGWKHNH\PHVVDJHVVXUURXQGLQJPHDVOHV$WSUHVHQW
WKHUH DUH  FKLOGUHQ XQGHU WKH DJH RI  OLYLQJ LQ WKH %&8+%
UHJLRQ2IWKRVHDUHXQYDFFLQDWHGDQGDUHSDUWLDOO\YDFFLQDWHG
KDYLQJUHFHLYHGRQHRIWKH005LQMHFWLRQV 

1HDUO\RIWKHXQGHUSRSXODWLRQLVWKHUHIRUHDWULVNLQ1RUWK:DOHV
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3XEOLF+HDOWK:DOHV

&RPPXQLFDWLRQV6WUDWHJ\PHDVOHV





$LP


%XLOGLQJ UHVLOLHQFH WR PHDVOHV LQ 1RUWK :DOHV $OO XQYDFFLQDWHG DQG
SDUWLDOO\ YDFFLQDWHG FKLOGUHQ LQ WKH %&8 DUHD DUH JLYHQ WKH 005
YDFFLQH





2EMHFWLYHV


7KHIROORZLQJREMHFWLYHVKDYHEHHQGHYHORSHGIRUWKHFRPPXQLFDWLRQVSDUW
RIWKHFDPSDLJQ

• 7KDWWKHLVVXHLVFRPPXQLFDWHGFOHDUO\DQGSRVLWLYHO\LQDZD\WKDW
VWDNHKROGHUVIHOORZSURIHVVLRQDOVWHDFKHUVFKLOGUHQSDUHQWVSUHVV
DQGZLGHUFRPPXQLW\DOOXQGHUVWDQGWKHGDQJHUVRI0HDVOHVDQGWKH
ZD\RISUHYHQWLQJLW

• $FWLYLW\  NH\ PHVVDJHV DUH IXOO\ LQWHJUDWHG ZLWK RWKHU LQLWLDWLYHV
KDSSHQLQJLQ:DOHV






$XGLHQFHV


7KHUHDUHDQXPEHURIDXGLHQFHJURXSVLGHQWLILHG

• ,QWHUQDODXGLHQFH±VHFRQGDU\FDUH+HDOWKVWDIIZLWKLQ%&8+%

• ,QWHUQDO DXGLHQFH  3ULPDU\ FDUH  *3 SUDFWLFHV FRPPXQLW\
PLGZLYHVVFKRROQXUVHVDQGKHDOWKYLVLWRUV

• ([WHUQDO,QYROYHGVWDNHKROGHUVWHDFKHUVDQG/RFDO$XWKRULW\VWDII
QXUVHU\FDUHSURYLGHUVFRXQFLOORUVUGVHFWRURUJDQLVDWLRQV

• .H\ LQIOXHQFHUV LQFOXGLQJ SDUHQWV RI VFKRRO FKLOGUHQ DQG  VFKRRO
JRYHUQRUV

• &KLOGUHQRIVFKRRODJH






.H\PHVVDJHV



'DWHWK$SULO

9HUVLRQ
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3XEOLF+HDOWK:DOHV

&RPPXQLFDWLRQV6WUDWHJ\PHDVOHV

0HDVOHVLVDQDFXWHKLJKO\LQIHFWLRXVYLUDOLOOQHVVFDXJKWWKURXJKGLUHFW
FRQWDFWZLWKDQLQIHFWHGSHUVRQRUWKURXJKWKHDLUYLDGURSOHWVIURP
FRXJKVRUVQHH]HV

6\PSWRPVLQFOXGHIHYHUFROGOLNHV\PSWRPVIDWLJXHFRQMXQFWLYLWLVDQGD
GLVWLQFWLYHUHGEURZQUDVK

0HDVOHVLVRQHRIDQXPEHURIQRWLILDEOHGLVHDVHVLQWKH
8.$Q\GRFWRUZKRVXVSHFWVWKDWDSDWLHQWKDVPHDVOHVLVUHTXLUHGE\ODZ
WRUHSRUWLW

*HWWLQJWKH005YDFFLQDWLRQLVWKHRQO\ZD\WRVWRSFDWFKLQJPHDVOHVDQG
3XEOLF +HDOWK :DOHV DQG WKH KHDOWK ERDUGV DUH ZRUNLQJ KDUG WR SURPRWH
WKHYDFFLQDWLRQ
7KHUH DUH DSSUR[LPDWHO\  FKLOGUHQ ZKR DUH XQYDFFLQDWHG LQ WKH
%&8+%DUHDDQGWKHUHIRUHVXVFHSWLEOHWRFRQWUDFWLQJPHDVOHV7KHGLVHDVH
FDQ VSUHDG TXLFNO\  WKLV ZDV VHHQ LQ WKH  PHDVOHV RXWEUHDN LQ WKH
3RUWKPDGRJDUHDZKHQFKLOGUHQFRQWUDFWHGWKHGLVHDVH
:H DUH NHHQ WR SURPRWH WKH 005 PHVVDJH DFURVV WKH KHDOWK ERDUG DUHD
WR LQFUHDVH WKH QXPEHU RI YDFFLQDWLRQV DQG VWRS WKH RXWEUHDN VSUHDGLQJ
DQ\IXUWKHU
7KRVHQRWYDFFLQDWHGDUHKLJKO\OLNHO\WRFDWFKWKHGLVHDVHDQGLWLVMXVWD
PDWWHU RI WLPH EHIRUH D FKLOG LV OHIW ZLWK VHULRXV DQG SHUPDQHQW
FRPSOLFDWLRQVVXFKDVH\HGLVRUGHUVGHDIQHVVRUEUDLQGDPDJHRUGLHV
7R SUHYHQW WKH VSUHDG RI WKH LOOQHVV 3XEOLF +HDOWK :DOHV KDV LVVXHG WKH
IROORZLQJDGYLFHWRWKHSXEOLF

•

•

•

,I\RXUFKLOGLVXQYDFFLQDWHGPDNHLPPHGLDWHDUUDQJHPHQWVZLWK
\RXU*3IRUWKHPWRUHFHLYHWKH005MDE7KLVLVHYHQPRUH
LPSRUWDQWLI\RXUFKLOGKDVKDGFRQWDFWZLWKVRPHRQHZLWKPHDVOHV
,I\RXUFKLOGLVXQZHOODQG\RXVXVSHFWLWLVPHDVOHV\RXVKRXOG
FRQWDFW\RXU*3<RXUFKLOGVKRXOGQRWDWWHQGVFKRRORUQXUVHU\IRU
IRXUGD\VDIWHUWKHUDVKVWDUWV
7HOHSKRQH\RXU*3VXUJHU\WRLQIRUPWKHP\RXRU\RXUFKLOGKDVD
UDVKLOOQHVVEHIRUHDWWHQGLQJVRWKDWDUUDQJHPHQWVFDQEHPDGHLQ
DGYDQFHIRUPLQLPLVLQJFRQWDFWZLWKRWKHUYXOQHUDEOHSDWLHQWV

'DWHWK$SULO

9HUVLRQ
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3XEOLF+HDOWK:DOHV

•

•

•

•

&RPPXQLFDWLRQV6WUDWHJ\PHDVOHV

$YRLGJRLQJWR$ (XQOHVV\RXDUHVHULRXVO\LOODQGLI\RXGR
DWWHQGWHOHSKRQHDKHDGWROHWWKHPNQRZ\RXRU\RXUFKLOGPD\
KDYHPHDVOHV
$YRLGFRQWDFWZLWKSUHJQDQWZRPHQSHRSOHZLWKZHDNLPPXQH
V\VWHPVDQGEDELHVZKRDUHWRR\RXQJWREHYDFFLQDWHGDVWKH\
DUHPRUHYXOQHUDEOHWRLQIHFWLRQDQGWKHUHDUHYHU\IHZWUHDWPHQWV
DYDLODEOHWRKHOSWKHPLIWKH\GRFDWFKPHDVOHV
,IDQ\IDPLO\PHPEHUVDUHSUHJQDQWUHFHLYLQJFKHPRWKHUDS\RU
DJHGXQGHURQHLWLVYLWDOWRHQVXUHWKDWDOORWKHUIDPLO\PHPEHUV
DUHXSWRGDWHZLWKWKHLU005YDFFLQDWLRQ
0DWHUQLW\ZDUGVPLGZLYHVDQGKHDOWKYLVLWRUVDUHEHLQJDVNHGWR
VKDUHLQIRUPDWLRQZLWKSDUHQWVWRHQFRXUDJHWKHPWRFKHFNWKH
YDFFLQDWLRQVWDWXVRIDOOFKLOGUHQLQWKHIDPLO\WRDYRLGIXUWKHU
KRXVHKROGVSUHDGDPRQJVWYXOQHUDEOHJURXSV








6WUDWHJ\


1DWLRQDOO\

3XEOLF +HDOWK :DOHV &RPPXQLFDWLRQV WHDP LV WKH OHDG UHVSRQGHU LQ WKLV
RXWEUHDN 7KHLU WHDP ZLOO LVVXH 1DWLRQDO 35 DQG XSGDWH RQ WKH 1DWLRQDO
VLWXDWLRQ

3XEOLF +HDOWK :DOHV &RPPXQLFDWLRQV WHDP ZLOO SURYLGH WKH '3+ ZLWK D
UHSRUWHDFKZHHNWRVHQGRXWWRDOOVWDNHKROGHUV

3XEOLF+HDOWK:DOHVFRPPXQLFDWLRQVWHDPZLOOVHQGRXWDZHHNO\EULHILQJ
WRDOO/$SUHVVRIILFHUVWRVHQGWRWKHLUFRXQFLORIILFLDOVDQGVWDII

%&8+% ZLOO EH DEOH WR XSGDWH ORFDO SUHVV DERXW QXPEHUV RI XQYDFFLQDWHG
FKLOGUHQLQDUHDLQFLGHQFHDQGLPPXQLVDWLRQXSWDNHUDWHV

)RUDOODXGLHQFHVLQVHFWLRQ

%&8¶V ZHEVLWH DQG LQWUDQHW SDJH ZLOO FDUU\ XS WR GDWH DQG DFFXUDWH
LQIRUPDWLRQDERXW0HDVOHVLQFOXGLQJ4DQG$DGYLFHLPDJHVDQGFRQWDFW
LQIRUPDWLRQ$XQLTXH85/KDVEHHQFUHDWHGWRSURPRWHSURDFWLYHO\XVLQJ
RWKHUFKDQQHOVDQGFRPPXQLFDWLRQV

KWWSZZZZDOHVQKVXNVLWHVSOXVSDJH

'DWHWK$SULO

9HUVLRQ
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3XEOLF+HDOWK:DOHV

&RPPXQLFDWLRQV6WUDWHJ\PHDVOHV

%&8¶V VRFLDO PHGLD LQFOXGLQJ 7ZLWWHU DQG ERWK %&8 DQG &KRRVH :HOO
)DFHERRNVLWHZLOOSURPRWHWKHXSWDNHRI005



,QWHUQDO$XGLHQFH±VHFRQGDU\FDUH+HDOWKVWDIIZLWKLQ%&8+%


$ JXLGH WR LGHQWLI\LQJ 0HDVOHV DQG VLJQSRVWLQJ WR UHVRXUFHV ZLOO EH
SURGXFHGIRUVWDIIRQWKHLQWUDQHW

,QIRUPDWLRQWRLQFOXGHSROLF\DQGSURFHGXUHVIURPRXWEUHDNFRQWUROWHDP
GHDOLQJZLWKDVXVSHFWHGFDVHVWDIIFRQWDFWSURFHGXUHHWF

7KH IROORZLQJ FRPPXQLFDWLRQV PHWKRGV ZLOO EH GHSOR\HG WR SURPRWH
UHVRXUFHV


• ,QWUDQHWVWRULHVDQGIRUXPSRVWV

• (PDLO WR DOO XVHUV UDLVLQJ DZDUHQHVV RI WKH LVVXH SURPRWLQJ ZHE
UHVRXUFHV NH\PHVVDJHVRXWOLQHGDERYH

• µ+HDOWK0DWWHUV¶VWDIIKHDOWKDQGZHOOEHLQJPRQWKO\1HZVOHWWHU

• 3RVWHUVDQGSRSXSEDQQHUVLQVWDIIURRPVDQGVWDIIGLQLQJDUHDV


• %ULHILQJV WR VWDII PHHWLQJV FRRUGLQDWHG WKURXJK WKH $VVRFLDWHG
&KLHIVRI6WDIIDQG&OLQLFDO3URJUDPPH*URXSOHDGV 

•


3DWLHQWVDIHW\LWHPEULHI

3ULPDU\FDUHLQFOXGLQJ*3SUDFWLFHVVFKRROQXUVHVDQGKHDOWK
YLVLWRUV


•

5HJXODU HPDLO WR DOO XVHUV IURP /RFDOLW\ OHDG *3 UDLVLQJ DZDUHQHVV
RIWKHLVVXHSURPRWLQJZHEUHVRXUFHV NH\PHVVDJHVRXWOLQHG

7KLVFRPPXQLFDWLRQVKRXOGLQFOXGHDJXLGHWRLGHQWLI\LQJ0HDVOHVD
JXLGH WR KDYLQJ WKH FRQYHUVDWLRQ ZLWK SDUHQWV DERXW WKH 005 D
JXLGHIRUFRXQWHUVWDII ZKHUHWRILQGSRVWHUVOHDIOHWUHVRXUFHV

,QYROYHG VWDNHKROGHUV   WHDFKHUV DQG /RFDO $XWKRULW\ VWDII
QXUVHU\FDUHSURYLGHUVFRXQFLOORUVUGVHFWRURUJDQLVDWLRQV



'DWHWK$SULO
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•

•
•

&RPPXQLFDWLRQV6WUDWHJ\PHDVOHV

/$ FRPPXQLFDWLRQV WHDPV DUH UHFHLYLQJ UHJXODU EULHILQJV YLD
3XEOLF+HDOWK:DOHV¶FRPPXQLFDWLRQVWHDP7RHQVXUHWKDWZH
WDNHDGYDQWDJHRIRXUORFDOFRQWDFWVWKHEULHILQJVKRXOGEHUH
VHQWYLD+HDOWKSURWHFWLRQGDWDEDVH
'3+¶VEULHILQJVKRXOGDOVREHFLUFXODWHGWRDOOFRQWDFWV
/$ WHDPV VKRXOG DOVR EH HQFRXUDJHG WR UHWZHHW DQG OLNH
%&8+%¶V VRFLDO PHGLD FRQWHQW  WR OLQN WKHLU LQWHUQDO DQG
H[WHUQDOSDJHVWRRXUV





.H\ VWDNHKROGHUV LQFOXGLQJ SDUHQWV RI VFKRRO FKLOGUHQ DQG
VFKRROJRYHUQRUV


/$¶VDUHFXUUHQWO\VHQGLQJNH\LQIRUPDWLRQWRVFKRROVWRVHQGRXWWR
SDUHQWV

5HJXODU XSGDWHV RQ WKH VLWXDWLRQ ZLOO EH VHQW WR WKH ORFDO SUHVV
UHLQIRUFLQJWKHNH\PHVVDJHVRXWOLQHGDERYH$OOSUHVVPHVVDJHVZLOO
EHFKHFNHGE\WKH3XEOLFKHDOWK:DOHVFRPPXQLFDWLRQVWHDP

:H ZLOO SURDFWLYHO\ RIIHU LQWHUYLHZVDUWLFOHV E\ 1RUWK :DOHV 3XEOLF
+HDOWKFRQVXOWDQWVVXEMHFWWRDJUHHPHQWE\WKH3XEOLF+HDOWK:DOHV
FRPPXQLFDWLRQVWHDP

:RUNZLOOEHGRQHXVLQJ7ZLWWHU)DFHERRNWRSURPRWHNH\PHVVDJHV
WKURXJKRXW1RUWK:DOHVXVLQJH[LVWLQJQHWZRUNV3DLGIRUDGYHUWLVLQJ
RQVRFLDOPDUNHWLQJQHWZRUNVWRUHDFKSDUHQWVWREHWUDLOHG


&KLOGUHQRIVFKRRODJH

3UHVFKRRODQGSULPDU\VFKRROFKLOGUHQQHHGWR EHUHDFKHGWKURXJK
WKHLUSDUHQWVVFKRROVDQGSOD\JURXSVDQG*3VXUJHU\FRQWDFW
6HFRQGDU\VFKRROFKLOGUHQZLOODOVREHWDUJHWHGXVLQJWKHDERYHEXW
DOVR SURDFWLYH ZRUNLQJ GLUHFWO\ ZLWK /$ \RXWK VHUYLFHV OHLVXUH 3URPRWLRQ
RIJHWWLQJWKH005MDEXVLQJVRFLDOPHGLDDGYHUWLVLQJYLDIDFHERRN:H¶OO
XQGHUWDNHDIRFXVJURXSZLWKWKLVNH\DXGLHQFHJURXSWRWHVWPHVVDJHVIRU
DGYHUWLVLQJ
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Health and Social Care Committee Inquiry: Measles Outbreak
Submission from the Aneurin Bevan Health Board, June 2013
1.

Executive summary

Aneurin Bevan Health Board responded swiftly to the threat of the spread of measles from
the Swansea outbreak, working together across the divisions and public health team,
diverting necessary resources and prioritising the response, given the declared public health
emergency. Similarly, there has been a very supportive and collaborative response from
Local Authority and Education partners.
The initial outcomes of this proactive work for Aneurin Bevan Health Board are:
·

As of 17th June 2013, 14,432 unscheduled doses of MMR have been given since
March 2013 in the Aneurin Bevan Health Board area. Of these, 8926 were
administered in General Practice, 2940 in Saturday Drop-in Clinics, 2094 in secondary
schools/college sessions and 472 to healthcare staff.

·

96.3% of primary school aged children (Reception to Year 6) have received one
dose of MMR vaccine, with coverage ranging from 97.4% in Torfaen to 94.6% in
Monmouthshire (as of 19th June 2013, Child Health System). 91.5% have had two
doses of MMR vaccine.

·

94.8% of primary and secondary school aged children (aged 4 to 18 years) have
received their first dose of MMR vaccine, with coverage ranging from 96.9% in
Torfaen to 91.2% in Monmouthshire (as of 19 th June 2013, Child Health System).
These children will have 90-95% protection against measles. 88.8% have had two
doses of MMR vaccine

·

93.5% of secondary school aged children (Years 7 to 13) have received their first
dose of MMR vaccine, with coverage ranging from 96.4% in Torfaen to 88.5% in
Monmouthshire (as of 19th June 2013, Child Health System). 86.4% have had two
doses of MMR vaccine.

·

95.7% of children reaching the age of two years have received their first dose of
MMR vaccine, with all Local Authority areas within the Health Board reaching the
target uptake of 95% (COVER report Jan 2013 to March 2013).

·

89.6% of children reaching the age of five have received their second dose of MMR.
Whilst the uptake of the second dose has been of concern in Monmouthshire, in this
quarter it reached 91.8% (COVER report Jan 2013 to March 2013).

Aneurin Bevan Health Board is committed to continuing to build on the successful work
undertaken with the aim of achieving the 95% target for two doses of MMR vaccine.
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The report outlines:
Section 2:

Background - factors that led to the current measles outbreak

Section 3:

Aneurin Bevan Health Board area: actions taken in response to the measles
outbreak in the Swansea outbreak

Section 4:

Routine childhood vaccination MMR activity and work undertaken over the
last 10 years

Section 5:

Lessons learned.

2.

Background - factors that led to the current outbreak

In the late 1990’s, in response to extensive media coverage of a paper published in The
Lancet in 1998 and the claims of a few researchers that MMR, autism and bowel disease
were linked, uptake of MMR vaccine fell in the UK. In two year old children in Wales uptake
fell from a quarterly peak of 94% in 1995 to 78% by 2003. It is notable that across the
Aneurin Bevan Health Board area as a whole, the decline in the first dose of MMR (which
conveys 90-95% protection against measles) was less marked than in some area of Wales
(see Figure 1). The Lancet paper has since been formally withdrawn, and the research
thoroughly discredited, with independent research overwhelmingly supporting the safety of
MMR.
However, the consequences of the scare would be apparent for years to come as the
minority of children, who were not routinely vaccinated over the years of the controversy,
many of secondary school age, therefore had no protection against measles, mumps, and
rubella infection.
In spite of ongoing work, it was estimated that as at 1st November 2012, (in the Aneurin
Bevan Health Board area), there were 17,492 individuals aged 2 years to 18 years at risk
from measles. Of these, 8,837 children aged 2 years to 18 years were unvaccinated as had
not received their first dose of MMR and 8,655 children aged 4 to 18 years were partially
vaccinated (had received one dose of MMR vaccine).
This was of concern, given the close proximity of Aneurin Bevan Health Board to Abertawe
Bro Morgannwg University Health Board area and the highly infectious nature of measles.
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Figure 1:

Annual uptake of first dose of MMR (all Health Boards), 1996-2012 (April –
March years)

st

Uptake figures represent percentages of resident children reaching their second birthday between April 1 and
st
March 31 who were immunised by their second birthday.
Note: Pre-2003 health authority structures:
· Iechyd Morgannwg covered current Abertawe Bro Morgannwg University Health Board area.
· Gwent covered current Aneurin Bevan Health Board.
· Bro Taf covered current Cardiff & Vale University Health Board and Cwm Taf Health Board areas.
· Dyfed Powys covered current Hywel Dda Health Board and Powys Teaching Health Board areas.

Source: Public Health Wales

3.

Aneurin Bevan Health Board area: actions taken in response to the measles
outbreak in the Swansea area

The following section details the actions taken by public health professionals, in partnership
with other agencies, in response to the outbreak in the Swansea area.

3.1

Strategic leadership and co-ordination of the response

Aneurin Bevan Health Board convened a Measles Emergency Group on 5th April 2013, with
representatives from Emergency Planning, Primary Care, Public Health Wales (including
Consultant in Communicable Disease Control and Team), School Nursing, Health Visitors,
Family and Therapies clinical lead, Immunising Coordinator, Communications and Local
Public Health Team. The Group was responsible for leading and co-ordinating a response to
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prevent a possible measles outbreak similar to that experienced in the Swansea area and
respond should this be necessary in the future.
The Director of Public Health chaired the Measles Emergency Group which met on a weekly
basis even before the letter to Health Boards, from the Chief Medical Officer for Wales was
received on 17th April 2013, to activate their school based plans to vaccinate all unprotected
school aged children, as part of a Wales-wide campaign, with the aim of completing the task
by 24th May 2013.

3.2

Priorities for action

The priorities for action agreed by the Measles Emergency Group were to:
·
·
·

Increase the availability of MMR vaccination within Gwent and delivering a schoolaged MMR programme/campaign
Promote awareness of the need for MMR vaccination
Develop contingency plans for possible increased numbers of cases and potential
local outbreaks.

An implementation plan was produced to address the agreed priorities (see Appendix A).
This was agreed by Executive Team on 16th April 2013 and an update paper was approved by
the Aneurin Bevan Health Board on 22nd May 2013.

3.3

Progress in implementing priorities for action
3.3.1

Increasing the availability of MMR vaccination within Gwent and delivering
a school-aged MMR programme/campaign

A three-pronged approach was implemented to actively offer parents the opportunity to
have their unprotected children/young people immunised through:
·
·
·

Schools and further education college based MMR catch-up programme/campaign
targeting young people aged 11 to 21 years
Primary Care clinics for primary school children
Increasing availability of MMR vaccine including drop-in MMR clinics.
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3.3.1a

Schools and further education colleges based catch-up programme
/campaign

2094 children and young people aged between 10 and 18 years of age were vaccinated
through the schools and colleges campaign (see Appendix B).
MMR Clinics were promoted, held and delivered in all:
·
·
·
·

42 secondary schools (including 4 independent schools)
5 special schools
6 colleges of further education
1 University.

The delivery plan commenced in the further education colleges on Wednesday 24th April
2013, Comprehensive Schools on Monday 29th April 2013 and the campaign delivery plan
was completed on 24th May 2013. Schools were prioritised according to the highest number
of children/young people who had not been protected by having two MMR vaccines. The
planning utilised 58 staff per week (nurse immunisers and support staff).

3.3.1b

Primary Care clinics for primary school aged children

General Practice has been extremely busy with 8,926 unscheduled MMR vaccinations
given between March 2013 and 17th June 2013 in Primary Care. Of these 2,357 vaccines
were to individuals aged 10 to 18 years of age (see Appendix B).
Under the leadership of the Assistant Medical Director, MMR vaccination was prioritised by
General Practice with the aim of proactively offering all under immunised primary school
aged children the MMR vaccine by 24th May 2013. A MMR Local Enhanced Service (LES) was
agreed to support the implementation of the plan, prioritising primary schools aged
children, and young people who would not have been reached by the schools programme
(young people not in education or unable to attend the school sessions).
All GP practices were issued with a patient list extracted from the Child Health System which
identified all patients aged 19 years and below registered with the practice who had not
completed a full course of the MMR vaccine. Practices were asked to reconcile this data
against the immunisation status recorded on the GP system and return to the Primary Care
Team. The Primary Care Nursing Team nurse lead designated for immunisations developed
web pages for practices staff specifically on vaccinations. General Practices together with
Health Visitors, collaborating via Neighbourhood Care Networks, co-ordinated additional
clinic activity to accommodate the demand for the MMR vaccine.
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3.3.1c

Increasing availability of MMR vaccine including drop-in MMR clinics

A proactive approach was undertaken to offer increased and easy access to MMR vaccine
through drop-in clinics, and also a targeted approach to check immunisation status and offer
vaccine to vulnerable groups who may have missed out in the past for whatever reason.
·

Saturday MMR Drop-in Clinics

2,940 individuals were vaccinated at eight Saturday MMR drop-in clinics (see Table 1).
These were extremely well attended with 20% of all individuals vaccinated for MMR during
this period in the Aneurin Bevan Health Board area at these clinics; a testament to the
flexibility and enthusiasm of all immunisers and support staff. The clinics reflect the
integrated nature of the Health Board as they were organised by Primary Care and planning,
run in hospital settings and involved primary care nurses and clinical leads working
alongside paediatric hospital, community nursing and public health staff.
·

Vulnerable Groups

Vulnerable Groups were targeted and MMR vaccine offered to those under the age of 25
years, who were under vaccinated (see Table 2). Individuals living on traveller’s sites were
offered vaccinations and information/materials were disseminated in 12 different languages
to target different population groups in the Newport area.
Table 1:

Activity at Saturday MMR Drop-in Clinics

Date

Aneurin Bevan Health Board area: Drop-in Number
MMR Clinic
vaccinated

13th April 2013

Ysbyty Ystrad Fawr, Ystrad Mynach

563

Bellvue Surgery, Newport

252

Ysbyty Ystrad Fawr, Ystrad Mynach

596

Royal Gwent Hospital, Newport

514

Nevill Hall Hospital, Abergavenny

493

27th April 2013

Ysbyty Aneurin Bevan, Ebbw Vale

338

18th May 2013

Royal Gwent Hospital, Newport

168

Chepstow Community Hospital, Chepstow

16

Total

2,940

20th April 2013
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Table 2:

Targeting MMR vaccination for Vulnerable Groups

Week
commencing

Vulnerable Group

Action

15th April 2013

HM Prison Usk

185 vaccinations given at prisons

HM Prison Prescoed
13th May 2013

Gypsy and traveller community

Vaccinations administered on site

13th May 2013

Ethnic minority communities

Materials/information
on
MMR
cascaded via networks in 12 different
languages

22nd April 2013

Gwent Specialist Substance MMR vaccination offered by the
Misuse Service (GSSMS)
service to service users
Kaleidoscope (voluntary sector
substance misuse provider)

April
2013

·

–

May Looked After Children

Immunisation status checked and
offered MMR if needed

Healthcare staff

472 healthcare staff received MMR immunisation during the campaign (see Appendix B).
Despite Aneurin Bevan Health Board Occupational Health Department proactively
promoting and offering under vaccinated healthcare staff the opportunity to have their
MMR vaccine in line with the Staff Action Plan, uptake amongst healthcare staff was
disappointing. Actions implemented by the Occupational Health Department included (see
Appendix C for Action Plan):
·
·
·
·

Offering staff who request MMR vaccination an Occupational health appointment
within 48 hours
Organising two drop-in clinics for staff in Royal Gwent Hospital on 15th April 2013
and Ysbyty Ystrad Fawr on 16th April 2013
Attending higher risk workplaces (e.g. Accident and Emergency Department) to
vaccinate staff on site
Enabling staff in certain areas, where they have the competencies, to vaccinate their
own teams e.g. midwifery, school nurses, and certain district nursing sites.
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3.3.2

Promoting awareness of the need for MMR vaccination

3.3.2a Communications plan
A comprehensive Aneurin Bevan Health Board communications plan for health, local
authorities, educational settings and wider partners was developed and implemented. The
plan dovetailed into the national press/media engagement activity led by Public Health
Wales. Social media was extensively utilised by Aneurin Bevan Health Board to raise
awareness and reach the prioritised aged group including targeted advertising on Facebook
and messages via Twitter.
The drop-in clinics and need for MMR vaccine were widely promoted through networks
targeting parents of school aged children (e.g. Family Information Services, local colleges,
ethnic community networks, youth services, education system etc.), local press, radio
adverts and through social networks.
3.3.2b Engagement with local authorities, further education colleges and wider
partners
The Chief Executives and Directors of Education of the five local authorities in the Gwent
area were informed of the Measles Emergency Group and its priorities on 5 th April 2013.
The Health Board secured full support from all five local authorities and Principals of further
education colleges to implement the MMR Emergency Plan. Relationships were established
with nominated key individuals to work with Aneurin Bevan Health Board Measles
Emergency Response Group to actively implement plans. Chief Executives and Directors of
Education were updated regularly on progress with the implementation of the plan, as well
as the Gwent Local Resilience Forum. Other organisations which were actively engaged to
support the MMR Plan included local housing associations and the voluntary sector.
A copy of the Communications Action Plan can be seen in Appendix D.
3.3.3 Develop contingency plans for possible increased numbers of cases and
potential local outbreaks.
A draft Measles Outbreak Response Plan was produced to respond to a potential outbreak
(see Appendix E).
Plans were developed to respond to an outbreak of measles in the Aneurin Bevan Health
Board area in settings such a nursery, school, college or workplace. This included an
outbreak response team to co-ordinate visits to the venue to deliver vaccines to the
contacts. Action included timely identification of cases and swift action to identify contacts
to prevent spread.
Extra staff were identified and trained in order to increase the capacity of staff that is able
to immunise in an event of an outbreak. This training was delivered to Paediatricians, nurses
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and Public Heath Staff by the Immunisation Co-ordinator, supported by the Public Health
Wales Vaccine Preventable Disease Programme staff.
As of 17th June 2013, 120 cases were notified in the Aneurin Bevan Health Board area since
1st March 2013, all of whom have been followed up by the Health Protection Team. Of
these, 29 were microbiologically confirmed cases and eight of these positive cases required
hospitalisation for between one day and five days.
3.4

Data

The outcomes of this proactive work for Aneurin Bevan Health Board are:
·

As of 17th June 2013, 14,432 unscheduled doses of MMR have been given since
March 2013 in the Aneurin Bevan Health Board area. Of these, 8926 were
administered in General Practice, 2940 in Saturday Drop-in Clinics, 2094 in secondary
schools/college sessions and 472 to healthcare staff.

Initial analysis of the local Child Health System indicates that, as of 19th June 2013:
·

96.3% of primary school aged children (Reception to Year 6) have received one
dose of MMR vaccine, with coverage ranging from 97.4% in Torfaen to 94.6% in
Monmouthshire. 91.5% have had two doses of MMR vaccine.
94.8% of primary and secondary school aged children (aged 4 to 18 years) have
received their first dose of MMR vaccine, with coverage ranging from 96.9% in
Torfaen to 91.2% in Monmouthshire. 88.8% have had two doses of MMR vaccine.

·

93.5% of secondary school aged children (Years 7 to 13) have received their first
dose of MMR vaccine, with coverage ranging from 96.4% in Torfaen to 88.5% in
Monmouthshire. 86.4% have had two doses of MMR vaccine.

The latest published COVER report (January – March 2013) illustrates a continued
improvement in MMR uptake rates for Aneurin Bevan Health Board, with:
·

95.7% of children reaching the age of two years having received their first dose of
MMR vaccine.

·

All five Local Authority areas within the Health Board area achieved the target of
95% uptake of first dose of MMR for children reaching their second birthday.

·

89.6% of children reaching the age of five have received their second dose of MMR.
Whilst the uptake of the second dose has been of concern in Monmouthshire, in this
quarter it reached 91.8%.
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3.5

Finance

Table 3 outlines the estimated costs that Aneurin Bevan Health Board has incurred based on
the activity undertaken to the end of May 2013. The majority of costs for the schools
programme were opportunity costs whereby the secondary school MMR catch-up
programme was prioritised and staffs were redeployed to implement the Measles
Emergency Plan. For example, the school health nurses were utilised to deliver the schools
programme, the implication of this was that the current work programme (which included
child measurement programme) ceased to enable the MMR programme to be delivered.
Please note that the costs outlined in Table 3 are an estimate only and that the following
factors will increase the costs substantially. The costs only include direct additional costs to
the Health Board. They do not include staffing costs which were not additional costs to the
organisation, or the impact of work done to prevent a possible measles outbreak for which
staff have not been paid (i.e. time in lieu). The costs also do not include the increased
vaccine costs associated with the general increase in uptake for scheduled vaccination
programme. As the General Medical Services MMR Local Enhanced Service is currently
being implemented, these costs have not been included as yet.
Table 3: Estimated costs to the end of May of implementing Measles Emergency Plan
Item

£

Additional detail

Vaccines

39,157

Based on numbers administered excluding Primary Care

Staff Costs*

13,250

Based on actual costs

Vehicle/Transport

5,782

Includes transportation of vaccine in schools programme

Other Equipment

796

Includes sundries, stationary for schools programme

Advertising

1,330

Based on current costs

GMS MMR LES**

tbc

Based on number of unscheduled vaccinations in primary
care

Total

60,324

*Claims for some drop-in clinics need to be accounted for
**As MMR General Medical Services Local Enhanced Services is still being implemented, it is too
early to give indication of the costs incurred
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4.0

Routine Childhood Vaccination MMR activity across Aneurin Bevan Health
Board

4.1

Existing Gwent immunisation structures and roles

The Gwent Immunisation Group is responsible for overseeing the immunisation programme
in Aneurin Bevan Health Board area. The objectives of the Group are to:
(a) Promote and support an effective immunisation service to protect the population of
Gwent from vaccine-preventable diseases and to achieve targets for immunisation
uptake rates
(b) Make recommendations on immunisation policy in Gwent, in line with Welsh
Government policy, and the recommendations of the Joint Committee on Vaccination
and Immunisation
(c) Recommend measures to improve the uptake of scheduled childhood and adult
immunisation in Aneurin Bevan Health Board area.
The multi-disciplinary group is jointly chaired by the Consultant in Communicable Disease
Control and Director of Public Health, and reports to Aneurin Bevan Health Board Public
Health and Partnership committee.
4.2

Strategic direction

Aneurin Bevan Health Board and partner organisations regularly receive information
regarding the importance of immunisation and uptake rates of childhood vaccinations. A
number of strategic documents, Board and Partnership papers which refer to MMR uptake
have been received in recent years. These include:
·
·

·
·

Aneurin Bevan Health Board’s Public Health Strategic Framework 2011-15
The associated work plans for the Aneurin Bevan Gwent Public Health Team for
2011-12, 2012-13 and 2013-14 include actions to increase the uptake for childhood
immunisations, giving priority to preschool and teenage vaccinations. Action of
increase uptake of the second dose of MMR as per schedule and catch up
programme in teenagers are included in the plan. Progress in relation to the ABHB
Public Health Strategic Framework is reported in the Director of Public Health’s
Annual Report
Aneurin Bevan Health Board paper - Childhood Immunisations in Aneurin Bevan
Health Board (January 2010)
Children and Young People’s Partnership (CYPP) paper ‘Get Protected’ Immunisation
Health Promotion Campaign in February 2010 presented at the five CYPPs across
Gwent
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·

4.3

Aneurin Bevan Health Board paper - Measles outbreaks across Europe; a risk to
young people in Monmouthshire due to low Measles, Mumps and Rubella
Vaccination uptake June 2011. This paper was also taken to the 5 ABHB Locality
Management Team meetings and amended copies to each Children and Young
People’s Partnership across Gwent.
Routine childhood vaccination programme

The childhood scheduled programme continues to be delivered as normal throughout
Gwent with children being called for their first MMR vaccination at the age of 12-13 months
and their second MMR vaccination at 3 years and 4 months. Immunisers and their
administrative support staff adhere to the All Wales Minimum Standards for Childhood
Immunisation Administrative Procedures and Data Collection (PHW 2010), as described in
the ABHB Immunisation Governance Framework agreed by Aneurin Bevan Health Board in
2012.
Key aspects of the proactive approach to promoting childhood vaccination programme to
reach 95% uptake include:
-

-

-

-

-

-

All new parents are given information on vaccinations by health visitors and practice
nurses, i.e. literature to support vaccinations and directed to web pages Public
Health Wales/ NHS Choices where they can find further information if required.
The Child Health Department operate a call-recall appointments system for
scheduled childhood immunisation programme. Children are sent appointments for
MMR1 at 12-13 months and MMR2 at 3 years and 4 months of age.
The Immunisation Coordinator monitors vaccination clinic waiting lists quarterly
using the data stored on the Child Health Computer System. Any lists which contain
50 children or more are investigated, and support to vaccinate negotiated if required
to reduce the waiting list.
Where children miss their appointments for scheduled MMR, a number of checks
and reminders are in place, including an automatic second appointment being sent
to recall the child.
Parents of pre-school children who do not attend for appointments are followed up
by the health visiting service with home visits if necessary. Parents who refuse to
consent are asked to sign ‘a refusal of consent form’ and are reminded that they can
change their mind at any time. These families are be sign-posted to further
information which they may find helpful.
In extenuating circumstances domiciliary immunisations may be offered.
Immunisation status of children is assessed at school entry by running reports on
Child Health System. The school nurses then communicate with parents to
encourage vaccination.
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-

-

-

-

-

-

4.4

All pre-school children who move into Aneurin Bevan Health Board catchment area
and register with a GP are visited at home by the health visiting service.
Immunisation status is elicited and vaccinations discussed and offered if applicable.
The Asylum Seeker nurse is involved in assessing the immunisation status for
children of families who are seeking asylum in the catchment area. These children
are then referred into the appropriate agencies i.e. health visiting, respiratory
services for BCG or practice nurse.
Looked After Children (LAC) children have an annual health review performed by LAC
nurses. Their immunisation status is assessed and referrals made to appropriate
agencies.
As part of their public health role, the school nurses are offering outstanding
vaccinations to young people who are referred to them on a domiciliary basis, if
appropriate.
Children who attend pupil referral units (PRU) within the educational system are
often difficult to reach. Information on teenage vaccinations is sent to the Senior
Educational Welfare Office for each Borough every year. This information is for
cascade via the PRU signposting/reminding pupils about the importance of
immunisation.
Continuing Professional Development sessions are routinely delivered on
immunisations for staff, including practice nurses and practice managers.
Work over the past 10 years in response to the ongoing threat of a measles
outbreak, given MMR uptake over time

Over the past 10 years there has been a gradual but steady upward trend in the uptake
rates of MMR, as illustrated in Figure 1.
During this period there has been ongoing actions advocating the importance of
immunisations across Aneurin Bevan Health Board area. Each of the five Local Health
Boards which covered the area prior to the formation of Aneurin Bevan Health Board, acted
independently in response to the need to increase uptake of MMR; examples of some of the
actions undertaken can be found in Appendix F.
Since the formation of Aneurin Bevan Health Board, a Gwent wide approach to the
promotion of vaccinations has been adopted:
-

In 2009, the Gwent Immunisation Group established a task and finish group named
STRIVE (Strategy To Raise Immunisation and Vaccination for Everyone), it aimed to
plan and implement a programme of activities to increase the public’s awareness of
teenage vaccination, and increase awareness amongst vulnerable people including
minority ethnic groups, which it has done for example, in partnership with the South
East Wales Regional Equality Council.
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-

-

-

5.0

In 2010, a targeted bilingual campaign ‘Get Protected’ was implemented aimed at
young people, it used posters and leaflets, radio adverts, competitions and
educational sessions with young people to promote teenage vaccination including
MMR. Materials were designed and piloted involving young people and distributed
via school health nurses to all those in years 10, 11, 12 and 13. The campaign
addressed teenagers themselves and their own responsibility for ensuring their
immunisation status as they grow into adulthood as well as parents. This was
because in the past promotional efforts were focused more at parents.
As part of the 2010 Tetanus, Diphtheria and Polio vaccination programme targeting
school aged children in Year 10, the Health Board promoted to parents the
importance of MMR and advised they check their child’s vaccination status and to
make an appointment with their GP if their child was under vaccinated.
Further examples of Gwent wide initiatives to promote the update of vaccination
since 2009 can be found in Appendix G.

Lessons learned

Aneurin Bevan Health Board held a preliminary debrief to reflect on the programme of work
at the Gwent Immunisation Group, on 12th June 2013, to discuss initial thoughts regarding
lessons learned and emerging themes which will form a framework for the formal debriefing
session which is scheduled for 23rd July 2013.
Three areas were thought to be important to explore at the preliminary debrief; these were
data, communications and operational surge planning to ensure the Health Board is able to
mount a sufficient response in a timely fashion, to any future health threats, such as a
communicable disease outbreak.
Data/Systems
The prioritisation for this programme of work has been informed predominantly by a data
system, which is informed by a paper based system relying on information being returned
from various sources to the child health department on vaccinations given. This current
system meant that data on the vaccination status of individuals were not necessarily up-todate. There are a number of contributing factors and the group discussed a need to focus
on the system at the formal debrief to plan how the system can be improved to give timely
and up-to-date data.
To address this challenge during the campaign, GPs reconciled their practice data with that
of the Child Health System data which then improved the accuracy and completeness of the
data held on the Child Health System. This worked extremely well. It was recognised that to
maintain this level of accuracy, records regarding changes of address and school, and /or
change in registration with General Practice need to be undertaken on a regular basis. For
school aged children, class records are not currently requested from schools unless
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required, for example, to invite consent from parents for girls in year 8 to receive HPV
vaccination and all young people to receive their teenage booster for Tetanus, Diphtheria
and Polio in Year 10. It is proposed that class records for all classes should be received
annually, to update the Child Health System on a regular basis.
There was a strong view that a shift from paper processes to more accessible electronic
processes would be efficient and facilitate greater accuracy, particularly when current paper
processes such as ‘unscheduled vaccination’ forms are time consuming to complete and in
the current system required the attention of more than one individual. It was proposed that
GPs should be able to input data directly (on to the Child Health System) for patients
registered to their practice.
Similarly, the use of social media and school websites to promote the schools campaign
directly to parents worked extremely well. It was proposed that for future school base
campaigns that this was replicated to include, for example, parental consent forms for
vaccinations given in schools electronically, emailed directly to the majority of parents, and
that they could include a section to enable parents to input the dates of the vaccinations if
previously received elsewhere, so they could then be used to update the system.
On a national basis, cross border issues are challenging and complex. The processes for
neighbouring health board’s Child Health Systems to exchange data regarding individuals
who move out of county, are educated out of county, or cross the border from England
need to be further developed and strengthened. These factors appear to contribute
significantly to data for the Monmouthshire population, where the Child Health System
identified school aged children to be under-vaccinated with MMR, who were subsequently
found to be fully protected.
A further challenge to the Health Board is the system by which data are held regarding the
vaccination status of frontline health and social care staff. At present each ward or
department have been asked to collate vaccination status of their own staff. However,
there is no central database holding this information and since this is personal health
information, there is no obligation for a member of staff to share it with their manager.
There was acknowledgement that whilst MMR vaccination could not be made compulsory,
there needs to be stronger communication and a shift in emphasis that as an occupational
vaccination, the organisation’s expectation is that frontline health care workers have a duty
of care to protect patients where possible and therefore to received the recommended
vaccinations (including MMR and flu vaccinations).
Communication
The group felt that internal and external communications on the whole had been clear with
effective use of social media, in particular Facebook and Twitter.
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There was some initial public confusion because Aneurin Bevan Health Board was not an
outbreak area and the majority of the national press releases and subsequent media
coverage centred on the Swansea outbreak area. Whilst this caused demand from parents
wishing to have their children vaccinated before they were due to receive either first or
second dose of MMR, the Saturday Drop-in Clinics enabled prompt access for members of
the public to discuss any concerns with health care staff.
There was effective and strong working relationship and support from all five local
authorities to the MMR Campaign. A key factor contributing to this was an agreement that
activity between the Local Public Health Team, the Health Protection Team and each Local
Authority relating to measles and MMR campaign would be communicated by and to
nominated individuals only. Using local authorities, and in particular schools, to cascade
information proved to be an effective way of communicating and achieving clarity in the key
messages.
All five local authorities were immensely supportive of the campaign and widely distributed
materials that were prepared by the Local Public Health Team and Health Board on a regular
basis.
The Health Board used social media such as Facebook and Twitter on a regular basis to
provide information about local services across Aneurin Bevan Health Board area. The
benefit was that unquestionably, these methods have great reach and are the means that
most young people access information. The use of social media necessitated staff to
monitor Twitter and Facebook on a constant basis to ensure that the Health Board
responded quickly to queries as necessary.
Operational surge planning
The group’s initial views are that as an organisation, the Aneurin Bevan Health Board health
community were able to mount a rapid and effective response to the declared public health
emergency with efficient cross-divisional working. Staff from all divisions were mobilised
and were fully committed to respond to the public health emergency. For example,
members of the Local Public Health Team were deployed to support school health nurses
delivering the schools catch up MMR vaccinations; staff from Primary Care, Family and
Therapies Division, Occupational Health Department and the Local Public Health Team
organised and delivered the Saturday drop-in clinics at short notice with great enthusiasm
and professionalism. It is testament to the commitment and enthusiasm of staff that nearly
3,000 individuals were vaccinated at eight drop-in clinics.
The group felt the drop-in clinic was a successful model that could be utilised in any
potential future outbreaks. Emergency contingency plans would be updated to include
‘template’ scripts, plans regarding estates and venues suitable for mass clinics, ‘off the shelf
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check lists’ and communications plans which can be tailored to any given ‘emergency’
scenario. This will be explored in greater detail at the formal debriefing session.
The Board is committed to continuing to build on the successful work undertaken with the
aim of achieving the 95% target for two doses of MMR vaccine.
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Appendix A

ANEURIN BEVAN HEALTH BOARD

Measles Emergency Response Implementation Plan
(School Age Children & Young People component)

Updated: 26th April 2013

Submitted to Public Health Wales 26th April 2013
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1.0

Governance

1.1

Measles Emergency Group

A Measles Emergency Group was convened on 5th April 2013, jointly between ABHB and
PHW, to co-ordinate a response to prevent a possible measles outbreak similar to that
experienced in the Swansea area. The Director of Public Health chairs this group which
meets on a weekly basis.
The priorities for action agreed by the group are to target school aged children and young
people by:
·
·
·

Promoting awareness of the need for MMR vaccination
Increasing the availability of MMR vaccination within Gwent and delivering a schoolaged MMR programme/campaign
Developing contingency plans for possible increased numbers of cases and potential
local outbreaks.

A draft Measles Outbreak Response Plan has also been produced.
1.2

Reporting

The Director of Public Health reports on progress to the Executive Team and the Public
Health and Partnership Committee of the Board.

2.0 Promoting awareness of the need for MMR vaccination
2.1

Communications plan

A local ABHB communications plan for health, local authorities, educational settings and
wider partners has been developed and is currently being implemented. The
Communications Officer works with the local press to raise awareness of activity. The plan
dovetails to the press/media engagement activity which is led by Public Health Wales and
the Public Health Wales Communications link to ABHB, is copied in to local correspondence.
2.2

Engagement with Local Authorities, Further Education Colleges and wider partners

The Chief Executives and Directors of Education of the 5 Local Authorities in the Gwent area
were informed of the Measles Emergency Group and its priorities on 5th April 2013.
The Health Board has secured full support from all 5 Local Authorities and Principals
of Further Education Colleges to implement the MMR Plan. Relationships have been
established with nominated key individuals to work with ABHB to actively implement
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plans. Chief Executives and Directors of Education are updated on a weekly basis on
the work of the Group. Update reports to Gwent Local Resilience Forum are also to
be submitted.
Other organisations which are actively engaged to support the MMR Plan include local
housing associations and the voluntary sectors.
Actions implemented to date across the 5 Local Authorities and partner agencies include:
·

·
·

Letters sent to parents/guardians of school aged children (primary, secondary &
pupil referral units) regarding the risk of measles and the need to ensure children are
vaccinated (10th April)
Letters to Directors of Education informing them of the school based campaign (16 th
April)
Information produced for Family Information Services and cascaded via their social
media networks to organisations which work with children and young people (e.g.
scouts, play groups, nurseries, colleges, child minders, clubs etc.)

Further details on actions can be seen in the Communications Plan.

3.0

Increasing the availability of MMR vaccination within Gwent and
delivering a school-aged MMR programme/campaign

3.1

Targeting children and young people

Whilst individuals born after 1970 are being encouraged to get vaccinated against measles,
the plan focuses on children and young people of school age who missed out on MMR
vaccine for whatever reason in the past so that they are offered catch up vaccinations to
provide maximum protection to the community as a whole.
Target group: Under immunised school aged population (no or one MMR in past) with
special focus on 10-18 year group who have had no MMR immunisation in
past.
3.2

Population at risk of measles

It is estimated that 17,492 individuals aged between 2 and 18years are at risk from measles,
(in the Aneurin Bevan Health Board area), as they have not received one or two doses of
MMR vaccine (see table 1).

Page 111

Table 1:

Numbers of children aged 2-18 years under-immunised (unvaccinated or partly
vaccinated) in Welsh Health Boards, April 2013 (from PHW data)
Total
numbers

Numbers
underimmunised

Rate of imms per weekday necessary to
immunise all susceptible beginning 22/4 to
complete by 24/5 (25 days)

Abertawe Bro
Morganwg

90360

14176

567 (567.04)

Aneurin Bevan

114718

17492

700 (699.68)

Betsi Cadwaladr

126007

12551

502 (502.04)

Cardiff and Vale

92072

12777

511 (511.08)

Cwm Taf

56092

6511

260 (260.44)

Hywel Dda

65959

10184

407 (407.36)

Powys

22978

4510

180 (180.40)

Health Board

The summary data supplied by Public Health Wales on Thursday 11th April has been crossed
checked using more up-to-date reports from the Child Health System to identify the
susceptible population. This list has been used to inform prioritisation of schools to
commence vaccination.
A three-pronged approach is planned to actively offer parents the opportunity to have their
unprotected children/young people immunised through:
·

·
·

Implementing a schools and further education college based MMR catch-up
programme/campaign targeting young people aged 11 to 21 years, and children of
primary school age
Primary Care clinics for Primary School children
Increasing availability of MMR vaccine including drop-in MMR clinics
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3.3

Schools and further education colleges based catch-up programme/campaign

Implementing a schools and further education college based catch-up
programme/campaign targeting young people aged 11 to 21 years, and children of primary
school age.
We advocate a proactive approach targeting school-aged children who are either
unvaccinated or partially vaccinated across the ABHB area. Some areas in Gwent such as
Blaenau Gwent Local Authority do not have 6th forms within their comprehensive schools
and instead pupils study for their A ‘Levels at colleges of further education. There are 2
Colleges of Further Education operating from 6 different sites across Gwent, and all of these
have been included within the delivery plan, along with the 5 special schools and 4
Independent schools.
MMR Clinics will be held and delivered in all:
·
·
·
·

6 colleges of further education
5 special schools
42 secondary schools (including 4 Independent schools)
Primary Schools identified with 50 or more children unvaccinated or partly
vaccinated. (Remaining primary schools will be immunised via Neighbourhood Care
Networks).

The delivery plan is commencing in Further Education College on Wednesday 24th April,
Comprehensive Schools on Monday 29th April and aim to complete the campaign delivery
plan by 24th May 2013. Schools have been prioritised according to the highest number of
children/young people who have not been protected by having two MMR vaccines. The
planning is based on a 50% uptake rate (with consent granted), with two schools per day
being completed, utilising 58 staff per week (nurse immunisers and support staff).
The schools delivery plan lists the diary of scheduled school sessions.
The immunisation status of all Looked After Children will be checked and MMR offered to
those at risk. This will be completed by 24th May 2013.

·

Primary Care clinics for Primary School aged children

Plans are well underway in Primary Care to proactively target all those under-immunised
children who attend primary school, and young adults who would not be reached by the
schools programme, again striving to achieve this by 24th May 2013 working through Health
Visitors and General Practices collaborating via Neighbourhood Care Networks.
The Child Health System department has made available list of patients whose vaccination
status is incomplete (by General Practice). These lists have been given to General Practices
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to enable them to proactively contact parents and invite them to bring their children for
MMR vaccines. General Practices together with Health Visitors are currently contacting
families with unimmunised children on their lists to offer the vaccine within Primary Care.
Both GP’s and HV’s are co-ordinating additional clinical activity to accommodate the
demand for the vaccine.
Plans are also in place to ‘run’ lists of children who are either unvaccinated or partially
vaccinated by primary schools. A personal letter will be sent to the parents/guardians to
invite them to attend a primary care MMR clinic for their vaccination.
In the 7 day period ending 21st April 2013 there were 1291 doses of MMR given to patients
at non-routine ages in General Practice in Aneurin Bevan Health Board, which accounts for
22% of those given in General Practice for that period across Wales.
The childhood scheduled programme continues to be delivered as normal throughout
Gwent in the present situation with children being called for their first MMR vaccination at
the age of 12-13 months and their second MMR vaccination at 3 years and 4 months.

3.4

Drop-in MMR clinics
·

Saturday MMR Drop-in Clinics

Special drop-in MMR Clinics have been organised on Saturdays to increase the availability of
MMR vaccine. These were promoted through networks targeting parents of schools aged
children (e.g. Family Information Services, local colleges, ethnic community networks, youth
services, education system, local press etc. ).
The following clinics have been held:
·

Saturday April 13th 2013 (11am to 3pm)

The first special drop-in MMR clinics were held by Aneurin Bevan Health Board on Saturday
13th April, at Ysbyty Ystrad Fawr and Bellevue Surgery, Newport, between the hours of
11a.m and 3p.m. Both clinics were successful with a total of 815 individuals vaccinated, 563
in Ysbyty Ystrad Fawr and 252 at Bellevue Surgery.
·

Saturday April 20th 2013 (10am to 4pm)

Three MMR drop-in clinics were held on Saturday 20th April at Main Outpatients
Departments of the following hospitals: Ysbyty Ystrad Fawr, Royal Gwent and Nevill Hall. A
total of 1615 individuals were vaccinated.
The plan is to continue to hold special drop-in MMR and review on a weekly basis at the
Measles Emergency Group.
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Prisons (vulnerable population)
There are 2 HMP Prisons within the geographical area that Aneurin Bevan Health Board
serves, Usk and Prescoed. MMR vaccinations will be offered at the prison for inmates.
Substance misuse Services (vulnerable population)
Gwent Specialist Substance Misuse Service (GSSMS) and Kaleidoscope have immunisers
working within their services. It has been agreed that the services will offer and administer
MMR vaccine to service users, under the age of 25 years, who are under vaccinated, in line
with the Immunisation Governance Framework.
·

Gypsy and traveller community (vulnerable population)

Staff linked to gypsy and traveller community sites are promoting uptake of the vaccine and
will be offering vaccination on sites.
·

OH staff

A plan for staff has been developed.

3.5

Contingency planning for increased numbers of cases and potential local outbreaks

In the event of an outbreak of measles in the Aneurin Bevan Health Board area in a setting
such a nursery, school, college or workplace there will be a requirement to provide an
outbreak response to the area. The Health Board will co-ordinate a team to visit the venue
and deliver vaccines to the contacts in that area. Dependent on the area this will be a
resource from School Nursing, Health Visiting, Primary Care, Secondary Care. Extra staffs
are currently being identified and training arranged to increase capacity of staff able to
immunise.
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Appendix B
Extract from : Update on MMR vaccinations given to children and teenagers
aged 10-18 years. Draft Report.
Table 1: Headline data for MMR immunisations given during the outbreak up to 17th June
2013:
All ages, apart from those at which MMR is routinely given.
All ages
Drop
GP*
in
School Occupational Health
Total
Abertawe Bro Morgannwg UHB
16500 8674
1749
2600
29523
Aneurin Bevan HB
8926
2940
2094
472
14432
Betsi Cadwaladr UHB
2974
0
1344
548
4866
Cardiff and Vale UHB
4310
214
1283
1108
6915
Cwm Taf HB
3299
0
1640
466
5405
Hywel Dda HB
5374
570
1204
386
7534
Powys Teaching HB
2440
29
330
59
2858
Wales
43823 12427 9644
5639
71533
* Based on data submitted each week by approximately 90% of practices

Table 2: Headline data for MMR immunisations given during the outbreak up to 17th June
2013:
10 – 18 year olds
10 to 18 year olds
GP*
Drop in School Total
Abertawe Bro Morgannwg UHB**
2787
1017
1749
5553
Aneurin Bevan HB***
2357
374
2094
4825
Betsi Cadwaladr UHB
837
0
869
1706
Cardiff and Vale UHB***
1354
24
1277
2655
Cwm Taf HB
1066
0
1374
2440
Hywel Dda HB***
1026
68
1204
2298
Powys Teaching HB
662
11
330
1003
Wales
10089
1494
8897
20480
Total given in prisons

1629

Grand total

73162

** Based on data submitted each week by approximately 90% of practices
** Drop-in clinic data for 10 - 17 year olds
*** Drop in clinic data estimated for 10 - 18 year olds based on 12% of total for all ages

Source:

Public Health Wales Health Protection Division, 17 June 2013.
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Appendix C

ANEURIN BEVAN HEALTH BOARD STAFF MMR VACCINATION STATUS
1.0

Purpose

The purpose of this paper is to provide information for Welsh Government on the
MMR status of Aneurin Bevan Health Board (ABHB) staff and the programme that is in
place to achieve full vaccination.
2.0

Current Measles Situation in ABHB Area

There has been a rise in the number of notified and confirmed cases of measles in the
Aneurin Bevan Health Board (ABHB) area but there is not an outbreak of measles in
the ABHB area.
Measles is highly infectious and can be a very severe illness which can cause serious
and permanent complications such as eye disorders, deafness or brain damage,
including death.
An individual who has not been immunised, or hasn’t had measles before, has a 90%
chance of catching measles if they come into contact with a case.

The only way to

gain protected from measles is by vaccination. Two doses of MMR are required to

give protection
3.0

ABHB Staff MMR vaccination programme

Healthcare workers have a key role to play in minimising the effects of any outbreak
by making sure that they are immunised. This will ensure as far as possible that they
do not contract the disease or act as a vector to infect colleagues, patients and others

1
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in the community.

This is particularly important as measles is communicable from

about 4 days before the rash onset.
The MMR vaccine is particularly important for staff who may transmit measles to
vulnerable groups, especially those patients who are immunocompromised.

While

healthcare workers need the vaccination for their own benefit, ideally they should also
be immune to measles to protect patients.
All new employees undergo a pre-placement health assessment, which includes a
review of immunisation needs.

If staff are assessed and considered to be at risk of

exposure to measles, mumps and/or rubella they are offered routine pre-exposure
immunisation as appropriate.
As an employer ABHB can demonstrate through its occupational health service that
the practical principles for an effective staff immunisation programme are in place to
offer employees vaccination but it is not compulsory for staff to accept the offer
uptake of MMR vaccination.
Staff who have regular clinical contact with patients and who are directly involved in
patient care include doctors, dentists, midwives, nurses, ancillary staff, occupational
therapists, physiotherapists, radiographers, students and trainees in these disciplines.
Volunteers who are working with patients are also included.
According to the ABHB workforce information approximately 8900 of the 13200
employees are involved in direct patient contact.
Although individuals born before 1970 are likely to have had measles and are
therefore less likely to be susceptible to the disease, occupational health do offer the
MMR vaccine to this group.
4.0

Plan for increasing ABHB staff MMR uptake

·

Promoting awareness of the need for MMR vaccination

·

Increasing the availability of MMR vaccination

3.1
·

Promoting awareness of the need for MMR vaccination

Senior managers in the highest risk areas were contacted on 04/04/13 to raise
awareness around the need to improve vaccination uptake

·

Information for staff is on the intranet
2
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·

Clinical areas across ABHB have been visited/sent information.

·

Importance of vaccination covered at corporate induction.

·

Staff who do not attend for their second dose of MMR are sent two reminder
letters.

3.2

Increasing the availability of MMR vaccination

The plan is to actively offer staff the opportunity to have their MMR vaccination by:
·

Occupational Health resources have been re-directed to deliver more MMR
vaccinations in the three occupational health departments and in high risk clinical
areas.

·

Staff who request MMR vaccination are being offered an Occupational health
appointment within 48 hours.

2 drop in clinics have been held (Royal Gwent

Hospital 15/04/13 and Ysbyty Ystrad Fawr 16/04/13).
·

Occupational Health staff are attending higher risk workplaces to vaccinate staff
on site

·

Staff in certain areas, where they have the competencies, are vaccinating their
own teams e.g. midwifery, school nurses, and certain district nursing sites.

·

Occupational health usually administer 20 -25 doses of MMR vaccine each month.
So far 119 doses have been administered in April 2013 (91 first doses, 28 second
doses).

·

In the number of measles cases rises significantly in the ABHB area the
occupational health nursing team will stop routine clinical work and further divert
resources into further increasing the MMR uptake amongst ABHB staff.

25th April 2013

3
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Appendix D
Aneurin Bevan Health Board Communications Action Plan for Local Authority and wider partners to promote awareness
of the need for MMR vaccination
Setting/Service/Network
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Early Years Development &
Childcare Partnership*
· Baby & Toddler Groups
· Toy Library
· Playgroups and Cylch
Meithrin (Sessional Day
Care)
· Nurseries (Full Day Care)
· Childminders
· Afterschool Clubs
· Holiday Play Schemes
· Open Access Play
Family Information Service
· Integrated Children Centres
· Play Service
· Parenting
· Sports Clubs/Associations
· Uniformed Groups
· Young People’s Outdoor
Activity Groups
· Families First Community
Hubs

Schools
· Nurseries
· Primary Schools
· Secondary Schools
· Pupil Referral Units

Target
audience
reached
Parents
with
children
aged
0-5 years

Resources
required

Dissemination
mechanism

By
whom

Target
date

Progress

General information

Email cascade via
LA link

ABGPHT

12/4/2013

Completed

Email where
possible, mail
otherwise

ABGPHT

12/4/2013

Completed

09/4/2013

Completed

Poster
10 by 5 materials
PHW website link

Parents of
children
and young
people
aged 0 to
18 years

Letter to parents
General information
Poster
10 by 5 materials

Families
Information
regarding extra
vaccination clinics
Parents of
children
aged 3 to
18 years
and

Pupil letter via LA
Education Dept

ABHB
Comms

Twitter and
Facebook
Agreement with
FIS to distribute
on our behalf

Distribute via LA
Director of
Education via
usual schools
communication

ABGPHT

·

Special Needs School

teenage
pupils

Information
regarding extra
vaccination clinics

Staff
General information
for websites and link
to PHW website

Page 121

Youth
·
·
·
·

Support Services
Statutory
Detached
Voluntary Sector
Youth Forums

Young
people
aged 1225 years

Leisure & Cultural Services
· Active Living Centres
· Play Centres
· Sports Clubs
· Libraries
· Community Centres
· Art Centres & Theatres

0-25years

Social
·
·
·

Daily twitter and
Facebook
messages
promoting school
vaccination
clinics

ABGPHT
/ Comms
Team

10/4/2013

Distribute
materials via LA
links

ABGPHT

11/4/2013

Completed

24/05/13

Completed

15/05/13

Completed

12/4/2013

Completed

Posters

General information
and promotional
materials

Distribute
materials via LA
links

Posters

Services
Adult Social Care
Looked After Children
Fostering & Adoption

Further & Higher Education
· Coleg Gwent
o City of Newport
o Crosskeys

General information
and promotional
materials

routes

Liaise with LAC
nurses asking they
check MMR status of
LAC and facilitate
vaccination as
necessary
Young
people
aged 16
years +

Student letter
General information
Poster
Twitter

Via Linda
Brown
ABGPHT

Email distribution
For website and
‘blackboard/
intranet’

ABGPHT

o

o
o
o
·

Blaenau Gwent
Learning Zone (Ebbw
Vale)
Pontypool
Usk
Ystrad Mynach

Staff

Promotional
materials/consent
forms and letters
Notification of extra
‘clinics’

University of Wales Institute
Newport
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Third Sector
· Gwent Association of
Voluntary Organisations
(GAVO)
· Torfaen Voluntary Alliance
(TVA)
· Communities First

0-45 years

Work places

1645years

General information
Promotional
materials
Posters
PHW Website link

Letter for employers
/ employees
(where there is a
confirmed case
within the
workplace)

Email cascade
directly and via
LA link

ABGPHT

18/4/2013

Completed

Email via HP
team

ABGPHT

11/4/2013

Completed

18/4/2013

Completed

Letter to all LA staff
General Information
to cascade via South
Wales Chamber of
commerce
Poster
PHW Website link

Email to cascade
via South Wales
Chamber of
commerce
Cascade for use
by LA and ABHB

South
Wales
Chamber
not pursued
due to
associated
costs.

Welfare & Advice
· Job Centre Plus
· Citizens Advice Bureau
· Council One Stop Shop/Call
Centres
· Benefits Advice Centres
Prisons
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ABHB Primary care and community

General information

Information
cascaded via LAs

ABGPHT

15/05/13

Completed

Promotional
information
linked to vaccination
clinics

Prisons Health
care Manager

ABGPHT/
Primary
Care
Lead

30/4/2013

Completed

General information
for targeted groups
of low uptake

Cascade to
Practice
Managers

Primary
Care
Lead /
ABGPHT

April/May

Completed

To LA contacts,
LA Heads of
Public Protection,
GAVO and TAVO

ABGPHT/
Health
Protection

Regular
communica
tion

Completed

Promotional
materials
Posters
16-25

1-25

Agenda item for
forthcoming
Prisons
Partnership
meeting

Posters

Exec level update

Corporate

PHW website link
Updates

*Membership of the Early Years Development & Childcare Partnership typically includes Local authority representation from
Education and Social Services, maintained nursery schools, National Childminding Association (NCMA), Wales Pre-school
Playgroups Association (WPPA), Clybiau Plant Cymru Kid's Clubs (CPCKC), Mudiad Ysgolion Meithrin (MYM), Private sector
nurseries, Flying Start, Satellite Family Support Services and Family Information Service (FIS)

Appendix E
Aneurin Bevan Health Board
Measles Outbreak Response Plan
April 2013
Draft for ratification
Introduction
The current outbreak of measles in Swansea and further cases
emerging across Wales is a Public Health Emergency. Measles is a
highly contagious illness and the epidemic has begun in that area
due to low uptake of the MMR vaccine. In the ABHB area, despite
better vaccine uptake there are over 9000 children in school from
reception class to year 11 who have not received any MMR vaccines
and a further 2,300 who have missed their second dose. The MMR
vaccine is recommended by the World Health organisation, UK
Department of health and Public Health Wales as the most effective
and safe way to protect children against measles.
Within the Gwent area the Health Board working with General
Practitioners (GP’s) and Public Health Wales have developed a
response to proactively meet the immunisation needs of the local
population, manage any individual patients presenting with measles
and respond to outbreaks should they occur.
It is important that a local response is able to support the Gwent
population and prevent spread of the disease.
Delivery of MMR immunisation
Public Health Wales have identified the most effective way to control
the outbreak of measles in Wales is by assertive action to ensure all
children have been fully immunised with MMR. The Health Board
have information available of vaccination uptake across Gwent by
Borough, and this can be broken down to information by GP practice
using the CHS records. Therefore the following actions will in
undertaken in the Gwent area;
Immunisation in response to enquiries
A number of families have already been in contact with the Health
Board requesting MMR vaccinations for children who have not had
any vaccines or just one dose. GP’s and Health Visiting Teams
(HV’s) will ensure that those families who contact them will have
access to the vaccines within 48 hours following request.
Measlesapril13WW(V2)
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To assist those receiving calls within GP practices and HV teams a
script will be developed with questions to ask to ensure that the
vaccination is required, and giving appropriate sign posting to
where the vaccine can be accessed.
Proactive approach to promote vaccine uptake
Across Gwent there will a proactive approach to support uptake of
those who have not received MMR vaccinations or who have had
one and not attended for the second. GP’s together with HV’s will
contact families with unimmunised children on their lists to offer the
vaccine. Both GP’s and HV’s will co-ordinate additional clinical
activity to accommodate the expected demand for the vaccine.
Additional clinics need to be in place to include evenings and
Saturdays.
To enable GP’s to have the accurate information they require to
contact patients and families the vaccination data from Child Health
System has been made available by practice.
Additional vaccines will need to be available for practitioners to
deliver and clinical sites accessible for administration.
Outbreak response
Should there be a confirmed case of measles in a setting such a
nursery, school, college or workplace there will be a requirement to
provide an outbreak response to the area. The Health Board will coordinate a team to visit the venue and deliver vaccines to the
contacts in that area. Dependent on the area this will be a resource
from School Nursing, HV or nursing teams. The immunisation coordinator will support the development of this resource, ensuring
training is up to date and individuals are aware of and signed off on
the PGD.
Occupational Health
ABHB Occupational Health Team has put in place provision to
vaccinate any staff not already protected against measles. The PGD
allows staff of any age to be vaccinated and should be particularly
directed at staff providing direct patient care to patients in at risk
areas.
Clinical Directors have been advised of this resource and should
ensure all staff within Divisions are made aware of this provision.

Measlesapril13WW(V2)
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Supply and provision of vaccine
The Health Board hold a stock of MMR vaccines, quantities have
been issued out to GP practices (week commencing 1st April) A
further 5000 doses have been ordered with delivery expected on
Wednesday 10th April. Pharmacy will liaise with the transport
department to ensure delivery systems are in place, maintaining the
cold chain.
The vaccine is a single dose and is in a syringe presentation
requiring reconstitution.

Patient management
Effective diagnosis of measles is important to ensure patient
management and accurate reporting.
The clinical diagnosis of measles includes the following features….
· Fever (>38°C if measured); plus
· Rash (on the third to seventh day, which usually starts on the
face); plus one of
· Conjunctivitis, cough, coryza
The experience from Swansea is that true measles cases are
consistently following this case definition.
There are a number of other conditions that may be confused with
measles (eg. Scarlet fever, Roseola, other virus infections with
rash). If there is any doubt clinicians should seek advice from
experienced colleagues.
Primary Care settings
If Patients contact practices concerned that they or a family
member have measles they should be offered a home visit if
required rather than presenting at the practice due to the highly
infective nature of the illness. If they present at practice they
should be supported to wait attention away from the general
waiting room wherever possible to avoid spread.
Secondary Care settings
Individuals may present at secondary care settings with the
symptoms of measles. A flow chart for the management of patients
presenting at secondary care settings will be in place to ensure a
Measlesapril13WW(V2)
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consistent approach to management. Infection control procedures
should be in place to ensure that individuals do not wait to be seen
in general waiting rooms to prevent spread of infection. Individuals
would not normally be admitted with measles however should they
present with complications they may require admission. If children
present with a confirmed case of measles Paediatric teams will
provide MMR vaccines to patient’s contacts presenting should they
require it.
Confirmation of Diagnosis
Confirmation of diagnosis should be sought in individual suspected
cases. In the context of an outbreak of clear measles cases this
may not always be necessary.
For cases managed at home Public health would usually send a
saliva test out to the families concerned. This is sent by post to
Colindale and can take 7 days for results. This method has proved
to have a good uptake and return rate. In hospital settings, with
severe cases, when an urgent result is required specimens for PCR,
or blood IgM analysis can be sent to Cardiff, with results usually
within 24 hours.
Vulnerable contacts of measles cases (Immunocompromised
patients, pregnant women and very young patients)
The Public Health Wales Health Protection Team will do a risk
assessment on the need for HNIG and advise accordingly, and make
the necessary arrangements.

Reporting cases
Measles is a notifiable disease and all cases must be reported to the
Public Health Wales Health Protection Team.

Communications
Public Health Wales have already produced information for the press
and public in the Swansea area, this can be drawn upon to provide
consistent messages locally.
GP’s and HV’s need to contact patients to actively encourage the
uptake of vaccine by those children not protected.

Measlesapril13WW(V2)
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Public Health Wales have also made contact with Local Authorities
to advise them of the extent of the local issues the need for an
increased uptake of the MMR vaccine and the school intervention
process should an outbreak occur.
The Health Board should also optimise all the current modes of
communication (including the facebook and tweets) to share
information and promote vaccine uptake.
Dr Nehaul will also contact partner members of the LRF Infectious
Diseases group to make them aware of the local planning
processes.

Measlesapril13WW(V2)
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Appendix F
Examples of Work to promote and increase the uptake of MMR
and other childhood vaccinations in two areas of Gwent
prior to the reorganisation of Health Boards in 2009
-

-

-

-

-

-

-

-

The uptake of childhood vaccination and the associated risk of disease due to low
uptake of MMR have been identified across Gwent in Health Social Care and
wellbeing Health Needs Assessments (2003-2012) in Gwent and assessment of needs
in relation to children and young people since 2004.
In Monmouthshire in response to the Welsh Health Circular, Monmouthshire Health
Board had a Local Enhance Service in place for the vaccination of those under
vaccinated, up to the age of 25 years
Childhood vaccination uptake rates were fed back 6 monthly at the Practice
Managers forum in Monmouthshire which provided a forum to promote good
practice and raise related problems
From 2008, Monmouthshire Local Public Health Team chaired a multidisciplinary
immunisation group, which reported to Monmouthshire LHB Management Team, as
well as associated Children and Young People’s Partnerships
Monmouthshire Local Public Health Team regularly provided materials promoting
MMR to Primary care
Promotional materials for childhood vaccinations were regularly provided for Local
Authority Publications such as the Council Tax publication in Monmouthshire and
Community Spirit both free to all Monmouthshire household
Promotional materials for childhood vaccinations were produced for parenting
network newsletters in Monmouthshire
As a result of collaboration with the Healthy School’s Officer, there is a section
promoting childhood immunisation for the ‘School Starters’ book, that goes to all
parents of new starters across Monmouthshire each year
In 2008, the Public Health Team presented health information including that relating
to low MMR rate and the risk of measles at the Head Teacher’s conference in
Monmouthshire
Presentation on the importance of Teenage Vaccinations to Head Teachers
conference in Monmouthshire 2008
Increasing childhood immunisation uptake rates is a specific action in the
Monmouthshire and Caerphilly’s Children and young people’s strategy 2008-11
In 2006, Caerphilly LHB implemented a MMR catch up campaign targeting young
people aged 11-25 years of age. The Campaign was undertaken in secondary
schools, with those not in education or unable to attend the school sessions offered
immunisation in primary care.
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-

Promotional materials for the above campaign were widely distributed in local
colleges, business, libraries, job centres etc
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Appendix G
Examples of Aneurin Bevan Health Board wide actions
to increase uptake of MMR
2009 onwards
·

‘Get Protected’ campaign was a targeted bilingual campaign aimed at young people,
which used posters and leaflets, radio adverts, competitions and educational
sessions with young people to promote teenage vaccination including MMR.
Materials were designed and piloted involving young people. Leaflets were
distributed via school health nurses to all those in years 10, 11, 12 and 13 across
Gwent, including those ‘not in education, employment or training’. Materials were
also produced to put of schools websites. The campaign addressed teenagers
themselves and their own responsibility for ensuring their immunisation status as
they grow into adulthood, as well as parents. This was because in the past
promotional efforts were focused more at parents. This required work with all
secondary and private schools in Gwent and liaison with primary care, since young
people were directed to their GP to catch up on missed vaccinations (Feb- Jun 2010).

·

In 2011, Director of Public Health Annual Report presentation to Caerphilly Local
Authority: Health Social Care and Wellbeing Partnership, Scrutiny Committee and to
Council included importance of promoting and improving childhood immunisation
uptake to meet targets.

·

Presence and materials promoting vaccination at the Fresher’s Fairs at Coleg Gwent
campuses in 2011 and 2012.

·

As part of European Immunisation Week, information was sent out to all GPs across
Gwent in relation to how to raise and structure a conversation with parents
reluctant to get their children vaccinated

·

In 2012, materials regarding measles outbreaks across Europe and the
recommendation for MMR to young people under vaccinated prior to holiday travel
were drafted and sent to all primary and secondary schools in across Gwent. The
Head teachers were asked to post materials on their website. Many schools
forwarded this information to individual parents via text or email messages.

·

The immunisation component of the Healthy Pre-Schools scheme has been
promoted and used in all 5 Local Authority areas, which encourages pre-school
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establishments to ask vaccination status of both children and their staff and
recommend staff access 2 doses of MMR (2012).
·

Materials prepared in relation to the routine childhood vaccination schedule and
how to access vaccination services, for South East Wales Regional Equity Council for
translation into different languages, for their website.

·

Wide distribution of the ‘10 by 5’ Vaccine Preventable Disease Programme (Public
Health Wales) campaign 2013 across Gwent.
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Health and Social Care Committee
Inquiry into the measles outbreak 2013 - Written Evidence from
Neath Port Talbot County Borough Council
Background
On Wednesday, 27th March, 2013, the Authority, along with Swansea
and Bridgend Council’s received an urgent invitation to send
representatives to a joint agency meeting as concern was escalating
regarding the number of reported Measles cases in the Swansea, Neath
and Port Talbot region.
The Director of Education of Neath Port Talbot Council took the
decision

that

given

the

concern

being

expressed

professionals a representative needed to attend.

by

health

I attended all

meetings throughout the campaign to represent the County Borough
Council.
The meeting was given Silver Group status under the ABMU emergency
planning/response procedures. It became evident fairly soon of the
seriousness and severity of the problem being faced by health
colleagues.
Figures presented to us outlined how there were 7,500 susceptible
children in the ABMU health region, 139 schools reporting at least one
case, 500 people confirmed as having Measles and 51 people in
hospital. Members of the Silver Group were informed that whilst the
media were reporting the increase in confirmed Measles cases it was
not having a significant enough impact with additional people coming
forward to be vaccinated.
Concern was shared amongst the group that with the onset of the
Easter holiday period children for one school/community would be
mixing with children from others and this posed a real threat of the
outbreak spreading further afield.
The action agreed at the first Silver Group meeting was:
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1. To create three dedicated locality teams covering the main
geographical areas of ABMU whose role it would be to coordinate a response for each area;
2. Launch a major new publicity campaign using all available
means of communication possible highlighting the message to
parents and children of the dangers of the disease and the need
for vaccination;
3. Set-up weekend drop-in sessions at the four main hospitals
across the region;
4. To organise an intense schools’ immunisation programme
targeting

all

secondary

age

and

special

school

pupils

immediately upon return following the Easter break.
In regards to points 1-3, I am sure these will have been covered
elsewhere in the inquiry by ABMU health colleagues, therefore, I shall
concentrate

my

evidence

based

upon

point

4:

the

Schools

Immunisation Programme.
Factors that led to the current measles outbreak
ABMU health colleagues are best placed to provide evidence regarding
the issues that led to the outbreak; however, factors that possibly
compounded the problem at the time were the lack of general
understanding of the seriousness of Measles by the public, or merely
the lack of acknowledgement of the scale of the problem (or both).
This rather simplistic personal thought is supported by a discussion
with a Headteacher whose school participated in an earlier round of
the immunisation programme prior to Easter, and prior to the
increased awareness raising media campaign. Parents at that school
were written to highlighting the increasing number of Measles cases in
the area and offering vaccinations at school, however, the take-up was
extremely low. The Headteacher explained that when enquiries were
made with parents regarding the reasons for the low take-up, parental
apathy appeared to be the main cause.

The susceptibility coverage

rate following this school vaccination session was just 80% of pupils;
this is very much below the outcome of the other Neath Port Talbot
secondary schools that took part in the School’s Immunisation
Programme that achieved 95% and above.
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Further communications

and work with the parents of this secondary school have subsequently
raised the susceptibility coverage rate to now slightly over 90%.
Actions taken by public health professionals, in partnership with other
agencies, in response to the outbreak
Immediately from the inception of the Silver Response Group it was
evident that there was true meaning to a partnership approach and not
merely “lip service” being paid to the involvement of other agencies.
The engagement and participation of local authorities and third sector
representatives was fundamental with the direction agreed to reach a
mass target audience. Each had a role to play and each contributed
effectively bringing their own professional experiences to the table.
Dr. Sara Hayes, ABMU Director of Public Health, chaired the group
supported by Mrs. Karen Jones, Emergency Planning Officer for ABMU.
Standing items were included on each agenda relating to the schools
programme and local authority response.

The local authority was

given an equal voice and there was a feeling of mutual respect. Copies
of minutes, reports, updates, fact-sheets were electronically forwarded
to all partners at the same time as being circulated to all internal
ABMU officers. This ensured that whilst a very steep learning curve
was required of non-health professionals, all Silver Group participants
were equally aware of the key issues and response that was taking
place as it unfolded in real-time.
Having the right people in place within Silver Group quickly developed
a “can do” attitude from within with no reference to structures,
hierarchy or jostling for position. Every organisation within the group
was of equal value and standing. Partners/agencies with very different
backgrounds worked extremely well together for a single purpose.
Neath Port Talbot Council’s Communications Team worked together
with the ABMU Communications Team in promoting the weekend
hospital

drop-in

sessions,

individual

school

immunisation

programmes and general message encouraging the citizens of Neath
Port Talbot to receive the MMR.

Both teams ensured there was a

continuous supply of press releases providing updates and constantly
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promoting the need for vaccination in the press in order to keep the
issue at the forefront of people’s minds.
Neath Port Talbot Council’s role
The Leadership and Chief Executive of the Council and Senior
Management of the Education Department were continuously briefed
and updated throughout this intense period.

The support from the

Chief Executive was particularly encouraging with a very clear early
steer that the Council was to participate fully and provide whatever
support it could to ABMU to undertake the enormous challenges
ahead. Such support the Council gave to the Health Board included:
•

Council vans and workers to collect, move and set-up large
refrigerators required for both the hospital drop-in sessions and
school immunisation programme across boundaries of both
Neath Port Talbot and Swansea;

•

Work alongside ABMU’s Media Team to supplement the key
communication messages through the Council’s own website,
Facebook and Twitter sites;

•

Providing Council staff and resources to print-off, stuff
envelopes and post out hundreds of individual personal letters
to parents of Neath Port Talbot Children;

•

Organise, co-ordinate and promote the School Immunisation
Programme on behalf of ABMU Health Board.

Neath Port Talbot School’s Immunisation Programme
It was agreed at the first Silver Group that given the main epicentre
had been located as being in the Swansea region, the School’s
Immunisation Programme should commence in Swansea as well as
those Neath Port Talbot schools that attracted pupils’ cross-border.
The target age range was agreed to be all secondary aged pupils and
those that were vulnerable, such as special school pupils.
Silver Group met several times throughout the Easter holiday period
planning and preparing a timetable programme of schools to ensure
as many pupils were targeted as possible in a short a period as
possible.
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Headteachers of those schools identified as being included in week 1
of the campaign were contacted at home during half-term to seek
approval for their school’s involvement and to commence the logistics
required to ensure a success of the programme and a high vaccination
rate. Credit must be given to Headteachers whose response was most
supportive.

Other Headteachers were contacted on a rolling

programme basis whilst co-ordinating those schools involved in week
2 and subsequently week 3 of the campaign.
In addition to communicating with those Headteachers involved in the
schools programme, other Headteachers, Chairs and Vice-chairs of
Governors from Neath Port Talbot Schools were communicated with
frequently updating those to the latest position regarding the
outbreak,

disseminating

advice,

fact-sheets,

newsletters

and

frequently asked questions.
Schools were asked to provide copies of their logos and a photograph
of the Headteacher in order for dedicated webpage’s to be created per
school to personalise the campaign for parents and pupils. School’s
arranged for the specific details of their involvement with the
programme along with additional information about Measles to be
uploaded to their own website as well as texting parents via the
school’s text system.
Individual personalised letters were sent to each parent by the local
authority which included a consent form. The forms were tracked for
responses as whether consent had been provided, denied, notification
that pupils had been vaccinated elsewhere, or that the pupil had left
the school. This information was fed through to ABMU for distribution
to various services including the Lead School Nurse, Medicines
Management Team and Child Health Data Unit to calculate the number
of nurses and vaccines required at each session. Where no forms were
returned, staff made direct contact with individual parents to enquire
whether letters had been received and whether they were planning to
give consent. In the majority of cases consent was forthcoming.
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The local authority co-ordinated with each of its schools on behalf of
ABMU to ensure there was the use of suitable rooms for the
vaccinations to take place, the delivery and connection of refrigeration
equipment, the pupil flow throughout the day to ensure maximum
take-up, the offer to members of staff that wish to receive the MMR
and that reminder text messages and notifications were being sent to
parents.
With

an

increased

interest

from

the

national

press

and

the

commencement of the school’s immunisation programme the media
requested access on several occasions to Neath Port Talbot schools to
report upon the campaign. National coverage was provided at both
Cwmtawe Comprehensive School in Pontardawe and Dwr-Y-Felin
Comprehensive School in Neath.

Articles appeared in the Times,

Telegraph and several other mainstream daily national papers; filming
took place for BBC Wales, BBC News, SKY, ITV and Newsnight and radio
coverage both locally and nationally including Radio 5 Live.
authority’s

Communications

Team

co-ordinated

this

The

response

alongside ABMU’s Communications Team.
Neath Port Talbot’s Communications Team proactively identified
former Welsh rugby international player, Christian Loader, a sports
teacher at Dwr-Y-Felin, who was receiving his vaccination at school
and used the opportunity to further enhance the coverage. From this
Mr. Loader volunteered the information that he had lost some of his
hearing as a child because of Measles which led to even further UK
national coverage to endorse the need for the MMR vaccination.
In total, 13 Neath Port Talbot secondary and special schools
participated in the immunisation programme in little over a two-week
period. Almost 1600 pupils were targeted as being susceptible with
over 700 pupils and staff being immunised.

When the data was

calculated taking into consideration the school’s programme, those
pupils that attended either the hospital drop-in sessions or GP
surgery, only one special school in the County Borough had a lower
immunisation

rate

than

95%.

One

school
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achieved

a

100%

immunisation rate and a second achieved 99%.

As a partnership

response, this was a fantastic uptake.
In addition to the School’s Immunisation Programme, council officers
made direct contact with all electively home educated families passing
information to them regarding the outbreak and encouraging those
that were unvaccinated to take-up the MMR. Colleagues in the Youth
Service, Children’s Services and Libraries were also passed information
for public display.
Lessons that could be learned in order to prevent future outbreaks
Local Authorities serving local communities clearly have a key role to
play alongside Health Boards in an attempt to eradicate some of these
diseases that should with modern vaccinations be diseases of
yesterday.

All those involved with the Silver Response Group agree

that direct and effective communication has been the success of this
campaign and, if new modern medicines and vaccines are effectively
sitting in cold storage under used, then hard hitting communication
has to be one of the major drivers in preventing future outbreaks.
Issues that went well and some of the key lessons learnt from this
current outbreak:
•

The engagement and involvement of key personnel around the
table from each nominated partner organisation;

•

The benefit of keeping senior decision-makers of all partner
organisations well briefed;

•

Internal communication channels within each agency need to be
opened to allow others that are indirectly involved, or have other
roles to play, to understand the significance of the task at hand
and priorities involved;

•

Estimations of time commitment to be calculated and factored in
at the commencement of such big operations to assess whether
staff (from whichever partnership) should be temporarily
deployed from the “day job” to focus efforts on such projects
with the then question of backfilling to ensure business
continuity;
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•

Real-time

and

accurate

data

is

essential

in

not

understanding the problem but working on a solution.

only
There

appeared to be several health IT systems that were not
compatible with one another and in desperate need of
modernising;
•

The use of text messaging, Facebook and other social media
should not be underestimated as tools for mass instantaneous
communication.

The targeting of parents with text messages

that pointed them to the dedicated webpage for their child’s
school

that

subsequently

gave

them

information

immunisation programme was extremely effective.

of

the

The vast

majority of parents now own mobile phones, including an ever
increasing number of pupils themselves.

ABMU purchased

advertisement space with Facebook that sent a direct message
to all 13-18 year olds registered with them within a 40 mile
radius of Neath. It instantly reached over 13,000 young people.
The majority of Neath Port Talbot Schools use a bespoke texting
service to parents as a way of instant communication. This has
proved most effective on several occasions;
•

Whilst schools are advancing with the use of technology not all
schools have access to simple features such as parental texting
service.

This is something that Welsh Government could

consider progressing as a national initiative.
The challenge remains for all organisations, regardless of sector or
tier, national or local delivery to keep people interested enough in
health issues so not only MMR, but other similar dangerous diseases,
continue to remain at the forefront of people’s minds.

John Burge
Principal School’s Governance Officer
Neath Port Talbot County Borough Council
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Agenda Item 4b
Health and Social Care Committee
Inquiry into the measles outbreak 2013

The news media’s role in the current outbreak of measles in
Swansea
Dr. Andy Williams, School of Journalism, Media and Cultural Studies, Cardiff
University
1

Introduction:

1.1

The recent spate of measles cases in Swansea now looks set to become
the biggest outbreak in the UK since the introduction of the MMR
vaccine in 1988. The scale of the problem has led some to ask
questions about the role the news media played in fostering the current
public health crisis. I was able to contribute evidence based opinions
about this (on BBC Radio Wales, and on Radio 4’s You and Yours)
drawing on the excellent work carried out by JOMEC researchers Tammy
Boyce, Justin Lewis, and Ian Hargreaves.

1.2

The evidence is clear. The UK news media have to share responsibility
for what is happening in Swansea. They collectively dropped the ball
over reporting the now discredited claims which linked the Measles
Mumps and Rubella “triple vaccine” to autism in young children.

1.3

In the late 1990s and early 2000s, with very few exceptions, they gave
far too much prominence to claims from controversial scientist Andrew
Wakefield based on very thin evidence. It has since emerged that
Wakefield’s research was fraudulent, but even at the beginning of the
media scare it was clear from the published evidence that there was no
proven link between the vaccine and autism.

1.4

Enough public health experts and officials knew, and were saying at the
time, that there was nothing in these claims, but these views were given
too little prominence. The news media failed to check the facts, to
evaluate the evidence, and also to give enough prominence to the
expert voices who knew that MMR was safe. But in some cases it was
even worse: it seems that too often the press saw the prospect of
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reporting a controversy, a war of words between the “boffins”, as more
important than passing on reliable information about public health,
which was a real failing. In many cases the lure of conflict and
controversy, both very common news values in reporting of science, was
simply too strong for journalists.
2

What was the evidence for Wakefield’s claims at the time?

2.1

Much of the media scare coverage of MMR referred to a now retracted
study published by Wakefield and others in the highly prestigious Lancet
medical journal. Even if the study had been well conducted – which we
know it was not – it was actually a “case control” study of just 12
children. It could never have justified the claim that MMR causes autism
because it just didn't have enough participants. The media should have
checked it out much more scrupulously, and arguably stopped reporting
about it.

2.2

But again, it gets worse, Wakefield’s Lancet article actually admits it
could not find evidence for a link between MMR and Autism. I am not a
natural scientist, and I admit I sometimes struggle reading scientific
papers, but these words from the journal article are actually very clear:
“We did not prove an association between measles, mumps, and rubella
vaccine and the syndrome described”. Wakefield made most of his
claims about the supposed health risks of MMR in his public relations
statements and interviews with journalists at sympathetic media outlets.
This kind of science by press release should have been checked more
against what his evidence actually showed.

2.3

Part of the reason why the news media did not report the claims more
critically relates to the fact that science journalists, like their generalist
counterparts, are under increasing pressures as newsroom budgets are
cut, as staffing levels decrease, and as workloads rise. The steady
stream of “information subsidies” provided to journalists by efficient and
well-resourced PR operatives means that they are increasingly becoming
processors, rather than active generators, of the news. They are more
reliant on all kinds of media-facing PR than previously, and are
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therefore more susceptible to claims made by unscrupulous and
manipulative science communicators.
3

The problem of “false balance”:

3.1

One of the main ways the news media messed up when reporting MMR
was by balancing the news sources they quoted in their stories. When
journalists report on politics it is common for them to quote a range of
opinions from across the political spectrum, allowing readers to make
up their own minds, and journalists to retain impartial.

3.2

But this can present problems when reporting on science. Science news
should arguably be more concerned with communicating the evidence
base, than simply reporting differing opinions on an issue. But on MMR,
just as it often has when reporting about climate change, journalists still
balanced their news stories. The weight of evidence was pretty much all
on one side, MMR was (and still is) safe. But on the other side you had
Andrew Wakefield, someone with no evidence, but who was shouting
very loud and who was very adept at media management.

3.3

Lots of people saw those balanced news stories, and thought, “ah well,
the scientists are arguing. They are not sure. They cannot make up their
minds. It is not worth risking my child’s health”. And who can blame
them? But there was no genuine split among the scientists, and the
evidence clearly told us the vaccine was safe. In balancing stories about
MMR the public were given the wrong impression by journalists.

4

Swansea and the local press:

4.1

The situation in Swansea was made worse by the fact that the local
newspaper, the South Wales Evening Post, took a critical line on MMR,
and gave quite a lot of prominence in its coverage to concerned local
parents who (wrongly) believed their children were at risk from the jab.
Swansea journalists were not alone in misinforming the public over
MMR, most other UK papers and broadcasters did too. But that said the
defense they have mounted recently is pretty surprising. The ex-editor
at the paper claimed that they reported MMR like they did because their

Page 143

readers were concerned about it. He went even further, claiming that he
would do it all again the same way if it happened today. This is very
concerning, and displays a lack of reflection about the role his
newspaper’s journalism played in creating the wrong impression about
MMR.
4.2

It is true, one of the things newspapers should do is reflect public
debate, but that is not all they should do. They have also got a
responsibility to (as far as possible) check their facts, and check the
evidence behind what they report. Otherwise they risk letting their
readers down. It could be argued that generalist local journalists should
not be expected to be able to read (often inaccessible and opaque)
scientific papers. But part of the job journalists should do involves
turning to expert sources who can guide them through difficult material
and help them communicate it accurately and effectively. In this, the
Post, along with many other news outlets, clearly failed.

4.3

The sceptical way news journalists reacted to the official (and correct)
advice of scientists, medical professionals, and public officials is
understandable to a point, however. Part of the recent historical
backdrop to this story was the BSE crisis, in which the news media
placed high amounts of trust in official advice about the risk of
contracting CJD from BSE-infected beef only to find out later that this
advice was incorrect. It could be argued that many journalists’ and
editors’ distrust of official medical advice was rooted in part in the
residual mistrust left over from this controversial news story.

5

Was the media actually to blame?

5.1

There is some very strong evidence that the media coverage affected
uptake of the vaccine in alarming ways. Tammy Boyce’s research,
outlined extensively in her book about the MMR scare Health, Risk, and
News, plots uptake of the MMR vaccine against the volume of news
coverage at different stages of the scare, and she found a startling
correlation: as the health scare built in the UK, uptake of MMR
decreased. She then plotted media coverage against MMR uptake the
USA, where there was no media scare, and found that vaccination rates
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remained pretty stable. Some doctors in Swansea did a similar study,
and found similar things in relation to the coverage of the South Wales
Evening Post specifically.
5.2

Boyce also did some very strong audience research which shows just
how many people were taken in by Wakefield’s claims. It strongly
suggests that people did not vaccinate their children because of the
media coverage. In fact, her focus group research shows that people
remembered the substance of Wakefield’s scientific claims very badly. It
seems that lots of us were not making decisions based on careful and
rational evaluation of the evidence. But people did remember seeing
reports of conflict between scientists, and they remembered repeatedly
reading that some scientists were saying MMR caused autism. Her work
suggests that Wakefield’s false claims were believed in part because
were repeated so often in the news.

6

Current media coverage of the measles outbreak:

6.1

This time around things have been a lot better in the news media. The
Wakefield research has pretty universally (and rightly) been called
“discredited”, and the public health authorities have had a lot of air time
and column inches. There has not been much acknowledgement of news
media complicity in manufacturing this scare in the first place, but there
has (again, rightly) been some soul searching.

6.2

Among the worst of the recent coverage has been the Independent’s
front page coverage of a self-serving attempt from Andrew Wakefield to
defend himself, to claim his innocence of any blame for the current
outbreak, and to drum up some more fake controversy. This is a pity,
because publicity for his groundless claims is exactly what this man
wants, and that what got us in this mess in the first place.
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Agenda Item 4c
Sense Cymru
Ty Penderyn, 26 High Street
Merthyr Tydfil CF47 8DP
Email:
cymruenquiries@sense.org.uk
Voice/text: 0845 127 0090/0092
www.sense.org.uk

Health and Social Care Committee
Inquiry into measles outbreak 2013 – Evidence from Sense

Paper to Health & Social Care Committee inquiry into measles
July 2013
About Sense
Sense is a national charity that supports and campaigns for children
and adults who are deafblind. We provide tailored support, advice
and information as well as specialist services to all deafblind people,
their families, carers and the professionals who work with them. In
addition, we support people who have a single sensory impairment
with additional needs.
About deafblindness
Deafblindness is a combination of both sight and hearing
difficulties. The complex impact of dual sensory loss means that
it is a unique disability. Deafblind people often need support
with communication, access to information and mobility.
About rubella
Sense was founded as the ‘The Rubella Group’ in 1955 by parents
who had deafblind children after catching rubella while pregnant.
One of the parents said: “It is difficult to believe that a minute virus,
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so small it can only be seen with a microscope of great magnitude,
could cause impairments to the vision and hearing of a child even
before it is born.”1
A baby born affected by rubella is said to have congenital rubella
syndrome (CRS). Many will have hearing loss, cataracts, other eye
conditions, and heart problems that require significant hospital
treatment - and other support - and will affect the child
throughout their life. A baby’s brain can also be affected.
Vaccination means congenital rubella syndrome is now very rare in
the UK.

1

http://www.sense.org.uk/peggyfreeman
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Key points
The measles outbreak in Swansea was a warning about people who
are unvaccinated against MMR. When the vaccination rate dips over
a period of time or when particular groups of people are
unvaccinated this can lead to outbreaks.
A catch up programme is needed to address immunisation gaps.
Lower uptake of childhood MMR vaccination over an extended
period in Wales means that it is no longer just a childhood issue.
Unvaccinated children and babies have become unvaccinated
young adults. In particular, we would recommend the programme
targets people we know are likely to be susceptible to measles,
mumps and rubella.
Wales has been rubella-free since 2006 but there is no room for
complacency. We cannot rely on unvaccinated people avoiding
exposure to measles, mumps or rubella. Last year saw more cases
of rubella in England than in any year since 1999. The first
notifications of measles in Swansea came from children who had
caught measles while in England.
Single vaccinations are less effective than combined MMR and
health professionals should continue to inform parents about this
fact. Data in one study suggest that nearly half of children who had
started to have single jabs did not receive the maximum possible
protection against MMR. Six single jabs are needed to achieve the
equivalent protection given by only two MMR jabs.
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Response to the committee’s terms of reference
1) Factors that led to the current measles outbreak
We would draw the committee’s attention to the Welsh Health &
Social Service Minister’s description of the outbreak in Assembly
plenary on 11 June 2013:
“The recent outbreak in the Swansea area started last
November when a small number of children returned home
infected with measles from a holiday camp in south-west
England. Those young people were drawn from an age group
most susceptible to the disease because of low vaccination
levels in earlier years. Moreover, they lived in a part of Wales
especially vulnerable to a measles outbreak. The 1997
controversy about the MMR vaccine reduced the take-up of
that vaccine everywhere, but particularly so in Swansea and
Neath Port Talbot.”
Sense Cymru thinks this description effectively summarises the
main factors in the outbreak:

a) Lower uptake of MMR vaccination over an extended period of
time
In 1990-2000 the proportion of children in Wales vaccinated once
by two years old was 85.3% but had dropped to 80.1% by 2003-04,
which was the lowest rate since 1989-90.2 It increased in the years
following this period but the drop off left a significant proportion
2

Welsh Government statistical release (SDR 139/2012), NHS Immunisation Statistics,
Wales, 2011-12, 28 August 2012
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of the teenage and young adult population susceptible to measles,
mumps and rubella.

b) Very close links between England and Wales
The Health Minister said that the children were infected with
measles while in the south-west of England. Unvaccinated people
are susceptible to measles, mumps and rubella regardless of where
they are encountered.
We cannot take for granted that unvaccinated children from Wales
will not catch mumps or rubella just because the numbers of cases
in Wales has been low. If the vaccination rates drops the prospect
of outbreaks increases. Wales is an internationally linked nation
with considerable daily population movements into and from
England and close links with Europe and the wider world.
In particular Sense Cymru would also draw the committee’s
attention to rubella in England. There were 65 laboratory
confirmed cases of rubella in England in 2012 – more than in any
other year since 1999.3 In the first quarter of 2013 there were four
cases in England, including in two pregnant women.4 The measles
outbreak was a warning: despite the absence of recent rubella
cases in Wales rubella could follow if vaccination rates drop.

c) Groups of unvaccinated people

3
4

Public Health England, Weekly Report, 22 February 2013
Public Health England, Laboratory confirmed cases of measles, mumps and rubella
(England), Q1 2013 – May 2013 reports
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We are concerned that the outbreak shows that there was a
significant geographic cluster of unvaccinated people in the wider
Swansea area who were susceptible to measles, mumps and
rubella.
The pan-Wales dip around 2003 in first MMR vaccinations for
children aged two years was shared in the Swansea area, where the
outbreak occurred. However, Public Health Wales data show
vaccination rates in the Iechyd Morgannwg/Abertawe Bro
Morgannwg UHB area fell further than the overall Wales rate of
80.1%, to around 73.0% between 2002 and 2004.5
Sense Cymru is concerned about particular cohorts of people who
may be susceptible to rubella, mumps and measles or who may be
at greater risk if there are outbreak. These groups include:
• 10-18 year olds.
• People born in the 1980s with incomplete MMR vaccination
history.
• Ethnic minority people.
• People in areas where vaccination rates are known to be too
low. The Welsh Health Minister’s letter to the committee
mentioned “particular concern” about susceptibility to MMR in
Gwent.6
• Health professionals and workers
• Women thinking about becoming pregnant, and their
families, and women identified as susceptible during
antenatal health checks.

5
6

Public Health Wales, Response to Health Committee, 29 May 2013
Health Minister letter to Health Committee, 23 May 2013
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Sense Cymru was concerned to note the establishment of a private
clinic offering single vaccinations. We would draw the committee’s
attention to evidence in the British Medical Journal from a UK study
(2008). It suggests only 52% of children having the single jabs had
been fully immunised against measles, mumps and rubella by
having six jabs.7 By contrast recent data from Public Health Wales
show that during Q1 2013 the proportion of five year olds getting
their second MMR jab was 90%.8
d) Reasons for not seeking immunisation
We know there are various factors for parents or adults not seeking
vaccination. They include:
• Lingering concerns about the safety of the MMR vaccination.
• Reduced awareness of the impact of measles, mumps and
rubella, partly because the MMR vaccination has made them
rarer. This potentially applies to younger healthcare staff as
well as the wider population.
• People whose opportunities to be immunised or informed
about immunisation are reduced, e.g. unvaccinated young
adults no longer in education.
• Socio-economic reasons, e.g. ethnic minority people who
have moved from countries where vaccination is not
commonplace or people with restricted access to health
information.

7

British Medical Journal, Factors associated with uptake of measles, mumps, and rubella
vaccine (MMR) and use of single antigen vaccines in a contemporary UK cohort:
prospective cohort study, 28 January 2008
8
Public Health Wales, Vaccine uptake in children in Wales: January to March 2013
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2) Actions taken by public health professionals, in partnership with
other agencies, in response to the outbreak
Public health messages are critical to the success of immunisation.
Sense Cymru was pleased to work with Public Health Wales to raise
awareness of rubella during the measles outbreak. We also noted
Public Health Wales’ awareness raising about mumps, which was a
significant cause of viral meningitis and hearing loss in the prevaccination era.9
The Health Minister’s statement in May 2013 contained very
welcome messages about MMR vaccination.10 We were also pleased
to note that local Assembly Members in the Swansea, Neath Port
Talbot and Bridgend areas - and relevant party spokespeople –
offered helpful public interventions to encourage further MMR
vaccination uptake.
The successful containment of the outbreak is a testament to the
hard work of Welsh NHS staff and Public Health Wales. The
challenge is sustain a high level of vaccination and address any
concerns or questions people have. The concept of herd immunity
(‘community immunity’) is important and could be used as a driver
to increasing take up of the vaccination across Wales. For example,
the case study reported of a parent of a six year old child with
leukaemia was potent. The parent spoke very strongly about the
impact on his family and risks to his child because people in his
community had not sought MMR vaccination.11
9

Sense and PHW press release, 17 May 2013:
http://www.wales.nhs.uk/sitesplus/888/news/27266; and PHW press release, 11 June
2013: http://www.wales.nhs.uk/sitesplus/888/news/27584
10
Welsh Government statement, 23 May 2013
11
http://www.bbc.co.uk/news/uk-england-london-22230875
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3) Lessons that could be learned in order to prevent future
outbreaks
Sense Cymru thinks the lessons of the outbreak are:
• Wales must sustain the current high vaccination rate to
minimise the risk of outbreaks of measles, mumps and
rubella and to contain outbreaks that might occur. Enough
people were unvaccinated for a measles outbreak to occur
around Swansea. These people are almost definitely
susceptible to rubella and mumps too. If the vaccination rate
drops there is a risk of outbreaks of rubella and mumps.
• The current national MMR vaccination rate is high but it
conceals particular localities and groups or cohorts for which
vaccination rates are currently too low. We must concentrate
resources on identifying them and offering opportunities to
immunise.
• There are a variety of reasons why people have not sought
MMR vaccination and these must be addressed. Public Health
Wales and the Welsh Government must continue to engage
with the public about the dangers of the diseases and
importance of vaccination as well as responding to any
questions or concerns that people have.
• As direct experience of measles, mumps and rubella
diminishes people might give more weight to concerns about
vaccination. Public health messages about the dangers of the
diseases are critical.
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Following these lessons Sense Cymru would make the following
recommendations, particularly to public health professionals and
Public Health Wales:
Undertake a systematic MMR vaccination catch up programme to
target people particularly at risk. We know that during the
outbreak Abertawe Bro Morgannwg UHB identified young people
under 18 with no evidence of MMR vaccination on their records
and sent them a personalised letter.12 We would like to see this
kind of approach adopted more widely.
Address general fears and people who feel like they have
unanswered questions about MMR. Fears or feelings of uncertainty
can cause people to turn to poor alternatives, such as clinics
offering single vaccinations in Wales. Elected representatives, such
as councillors and Assembly Members, also have a responsibility to
do address concerns.
The NHS and Public Health Wales should work with others to
promote uptake of the MMR vaccination. This could include
colleagues in education and social services. Sense Cymru and
others are willing to help develop public health messages around
rubella, the dangers of the disease and the importance of
vaccination.
Sense Cymru suggests the Health and Social Care Committee
monitors vaccination rates. If the rate drops or when particular
concerns are brought to the committee’s attention it could seek
urgent clarification from the Health and Social Services Minister
and Public Health Wales. We suggest also that the committee

12

Public Health Wales, Response to Health Committee, 29 May 2013
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revisits the issue periodically to assess actions taken in reaction to
the outbreak.

Page 156

Health and Social Care Committee
Inquiry into the measles outbreak 2013
Helen Bedford PhD., RHV., FFPH., FRCPCH
Senior Lecturer in Children’s Health
UCL Institute of Child Health
David Elliman, MB BS, FRCPCH, FFPH, FRCP, DCH, BA (Open)
Consultant in Community Child Health
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Introduction
Many of the factors influencing vaccine uptake apply to all vaccines, not just MMR.
Presented below is therefore a general discussion as well as some issues specific
to MMR vaccine. However the next vaccine scare may well be to do with another
vaccine already in the programme or, bearing in mind the major changes to the
schedule currently being implemented, it could be a new vaccine.
Background to the MMR vaccine safety scare
The combined measles, mumps and rubella (MMR) vaccine was introduced to the
UK in 1988.
Uptake of the vaccine rose rapidly to a high of 92%. In 1992, two brands
containing the Urabe strain of the mumps vaccine virus were withdrawn after it
was noted to be associated with an increased risk of aseptic meningitis (Miller et
al, 2007). This did not appear to have a deleterious effect on uptake. In 1995, a
paper was published suggesting a link between measles vaccines and the
development of bowel disorders in adulthood (Thomson et al, 1995). This was
associated with a small decline in the uptake of MMR vaccine. In 1998, the same
group of researchers published observations on 12 children with pervasive
developmental disorders and bowel disease and suggested that the latter may
have led to the former (Wakefield et al, 1998). In eight children, the history of the
onset of symptoms coincided with receipt of MMR vaccine. Although the
researchers stated in the paper that ‘‘we did not prove an association between
measles, mumps, and rubella vaccine and the syndrome described’’, and an
accompanying commentary was heavily critical of any suggestion of such a link,
(Chen and DeStefano, 1998), the story attracted much attention in the media
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(especially between 2001-2). This was largely fuelled by a paragraph in the press
release accompanying a press conference: ‘‘The majority opinion among the
researchers involved in this study supports the continuation of MMR vaccination.
Dr Wakefield feels that vaccination against the measles, mumps, and rubella
infections should undoubtedly continue but until this issue is resolved by further
research there is a case for separating the three vaccines into separate measles,
mumps, and rubella components and giving them individually spaced by at least 1
year’’(Horton 2004). Subsequently, public confidence in the vaccine was dented
and uptake of the vaccine in England fell to 79%, with some parents seeking the
single antigen components. (taken from Elliman and Bedford, 2007).
Factors influencing immunisation uptake
High vaccine uptake depends on a range of inter-related factors:

Good information systems:

•

Are required to implement and monitor immunisation programmes locally
and nationally.

•

Should be used locally to send out invitations for childhood immunisations,
produce lists of those who do not attend and should be followed up.
Reminder and recall systems, alone, have been shown to increase coverage
by up to 20% (Jacobson and Szilagyi 2009)

•

Can produce general practice level coverage data for local action. Feedback
of performance to vaccine providers at local level is important for improving
coverage. (Crowcroft 2009).

Well organised immunisation services:

•

Need a lead person to take responsibility and coordinate the service,

•

Should provide a source of expert clinical advice.

•

Should provide flexible services – immunisations need to be provided in a
variety of settings, in addition to primary care and schools (for older
children). These could include hospitals, children’s centres and nurseries.
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•

Should involve all members of the team, including administrative staff- to
ensure everyone is providing the same positive message about
immunisation and giving accurate information.

Well informed, motivated and enthusiastic staff

•

Health care professionals (HCPs) who deliver immunisation services, (in
general practice, nurses and school nurses administer vaccines and health
visitors and GPs advise about them) need both to be well informed about
the principles and practice of immunisation, but also able to communicate
effectively with parents, children and young people. This is not simply a
case of providing a standard set of information. Most parents, even those
who accept vaccination, have questions about the vaccines. HCPs need to
assess what information parents need, i.e. what they know and have read,
as well as their individual concerns, and tailor the information accordingly.
Some questions are complex and require both a high level of knowledge
and confidence to discuss them, as well as a significant amount of time.

•

The Health Protection Agency (HPA now part of Public Health England PHE) issued guidance on minimum standard for training and the content of
a core curriculum for all those involved in immunisation in 2005. It is not
clear to what extent immunisation training adheres to this guidance.
Provision of immunisation training locally is variable and maybe provided by
local experts, or bought in from universities or independent companies. In
addition, two e-learning packages are available. Ideally these should
augmented with training provided locally where local issues are discussed
and local expert sources of advice are introduced.

Vaccine acceptance

•

Overall coverage rates for childhood vaccines are very high. However,
children who are not fully immunised tend to fall into two main groups:
partially immunised children who simply do not complete the immunisation
course (varies in size, but probably 3-5% on average) and children who are
totally unimmunised (about 1-2% but maybe higher in some geographical
areas).

•

The characteristics of these two groups differ (Samad et al 2006a):
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o Parents of unimmunised children often have strong beliefs and are
less likely to consider vaccination to be safe or to be necessary. In
one large UK study, almost a half of the parents of 228 unimmunised
children reported this to be due to their
beliefs and attitudes (Samad et al 2006b). Mothers of these children
are often older and more highly educated.
o Children who commence the immunisation course but do not
complete it are more likely to have social or practical issues making
access to immunisation services difficult (32% of 697 partially
immunised children (Samad et al 2000b)). Among this group are
parents who do not object to immunisation, but for whom social or
family pressures may mean that they do not get round to completing
the course.
o Children at greater risk of being partially immunised include:


Children in large families (Li & Taylor 1993; Samad et al 2006a)



Younger mothers (Samad et al 2006a) who are lone parents
(Sharland et al 1997; Samad et al 2006a)


•

History of hospitalisation in the child (Samad et al 2006a).

These two groups, partial and non-immunisers, thus may require different
interventions.

•

Services for partial immunisers in particular need to be accessible and
flexible. Health care professionals should consider offering opportunistic or
domiciliary immunisation and reviewing immunisation status when families
attend primary care for other reasons as well as in other health care
settings, particularly hospitals.

•

Vaccine uptake also tends to be poorer among:
o looked after children (Ashton-Key and Jorge 2003)
o those with disabilities or other long term conditions (Peckham et al
1989; Tuffrey and Finlay 2001)
o travelling communities (Dar et al, 2013)
o certain ethnic groups –though maybe specific vaccines (MMR and
Somali population Schickler and Bedford Unpublished).

•

For non-immunisers, or hesitant immunisers, the required intervention
relates to providing information that is tailored to respond to parents’
questions and concerns, at a level of complexity appropriate to the
individual. In practice, this may mean that some parents require a lot of
detailed information, including lengthy discussions with different health

Page 160

care professionals as well as written material. Some parents will not change
their mind, despite this.
•

Among parents who accept vaccines for their children, some will accept
vaccine without question (approx. 30-40%) others will be hesitant or
cautious (approx. 60-70%). These parents in particular will often have many
questions and concerns about immunisation. Another small group of
parents may request to have certain vaccines omitted. (Leask et al 2012).

Parental Factors Affecting Uptake of MMR vaccine

•

In a large UK study of factors influencing uptake of MMR uptake among
children born in 2000-2002, at the height of public concern over the safety
of MMR vaccine, children were more likely to be unimmunised against MMR
if they lived in larger families, if their mother was over 34 or under 20 years
of age when then child was born, or they were a lone parent. Higher
educational attainment and smoking in pregnancy were also risk factors for
non-immunisation. Girls were less likely to be unimmunised than boys.
(Pearce et al 2008). Children were at increased risk of having single antigen
vaccines if their mother was older and more highly educated and had a
higher income.

•

Reasons given by the 879 parents, whose children had not had the
combined MMR vaccine, were mainly that they had made a conscious
decision (67%) because of fears over vaccine safety, fears over possible link
with autism and negative media publicity.

In a systematic review of 31 studies conducted between 1997-2004 exploring
parental decisions about combination vaccines including MMR, in comparison with
vaccine accepting parents, those who declined combination vaccines were: (Brown
et al 2010):
o Less likely to perceive vaccines to be safe and effective
o Less likely to consider the diseases to be serious and for their child to be
likely to catch them
o Less trusting in the health care system and the Government
o Less satisfied with immunisation information they had received
o More likely to believe MMR vaccine causes autism
o Less satisfied with their immunisation related interactions with HCPs
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o More likely to view media reports favourably
o More likely to have experienced vaccine adverse events
o More convinced of the benefits of single vaccines
o More concerned about immune overload
o Less likely to view vaccinating as a positive social responsibility
o Less likely to have vaccinated previously and to plan to do it again in the
future
o Less likely to anticipate regret as a consequence of not vaccinating
o Less likely to consider their HCP supports their decision
o Likely to have started thinking about the vaccination decision earlier
o Less likely to perceive that current vaccine research is adequate
o More likely to express preference for natural immunity
o Less happy to defer to medical advice about vaccines
o Less like to perceive their peers as supportive of their decision
•

Department of Health conducted annual tracking studies 1996-2006
among about 1000 parents of young children and reported that by 2006
more parents were confident in the safety of MMR vaccine. Importantly a
consistent finding over this 10 year period was that parents were more
likely to trust the information given to them by their GP, health visitor or
practice nurse than that given to them by the Government. (Smith et al,
2007)

•

A more recently conducted small study among 24 mothers of children
under three years of age who planned to either accept, postpone or decline
their child’s first MMR dose reported that parents who were rejecting MMR
vaccine expressed views which were anti-immunisation in general rather
than specifically anti-MMR. Those that were intent on using single measles,
mumps rubella vaccines felt that MMR vaccine was unsafe but were not
clear why they felt this to be the case. This may suggest that, for some
parents of young children, MMR is now considered to be just another
vaccine and not one that any longer warrants special concern (Brown et al
2012).

•

An analysis of factors affecting catch up by 5 years of age of 751 children
who were unimmunised with MMR at 3 years reported that those who
partially (1 dose) or fully caught up (2 doses) with MMR tend to be those
children whose families experienced practical issue or access issues,
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whereas the parents of children who remain unimmunised by 5 years of age
are more likely to have made a conscious decision not to accept the vaccine.
Among this group parents tend to be more highly educated (Pearce et al
2013 accepted for publication).
Parents’ Perceptions of vaccines and diseases
•

Parents’ attitudes are critically important, in particular concerning the safety
and
effectiveness of vaccines and the seriousness of diseases (Peckham 1989).
These will be influenced by prior beliefs and experience as well as by the
advice and information they gather from a variety of sources, including
health care professionals.

•

As might be predicted, parents who view the diseases as serious and the
vaccines as safe are more likely to have their child vaccinated than parents
who think otherwise (Peckham et al 1989, Sutton & Gill 1993). The solution
to this would superficially appear to be simply one of providing these
parents with evidence-based information about the seriousness of disease
and safety of vaccines. However, parents who have vaccinated their children
also express concerns about vaccine safety, and it is clear that the
relationship between perceptions and behaviour is complex (Evans et al
2001, Raithatha 2003, Salmon et al 2005).

•

Vaccines differ from other interventions in that they are administered to
healthy individuals at the instigation of health care professionals and so
there is a greater ethical imperative to show that their benefits outweigh the
risks. Although there is a significant body of evidence, both from research
and experience, showing that most vaccines have very low rates of serious
adverse reactions, the perception of risk and what is acceptable differs not
only between individuals, but alters depending on levels of herd immunity
and, therefore, disease in the local population.

•

Part of the perception of risk involves the definition of safety. Vaccines are
referred to in official literature as being ‘very safe’. While this is true, what it
really means is ‘relatively safe’. Nothing is totally risk free. For vaccines, the
adverse side-effects are well-documented, for example, there is a risk of
febrile convulsions within 6–11 days of the MMR vaccine of 1 in 3000 doses
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(Farrington et al 1995), whereas the risk of convulsions with natural
measles infection is reported to be 1 in 100. Clearly there are greater risks
associated with the natural infection than with the vaccine. This balance of
risks and benefits changes when vaccine uptake is high and the likelihood
of catching an infection diminishes; all the risks are then associated with
the vaccine. However, this is a delicate balance as any reduction in vaccine
uptake may once again lead to a resurgence of disease. This has been
graphically portrayed by Bob Chen (Chen 2005)

•

Studies report that some parents who decline to have their children
immunised do so on the basis that they believe vaccines do more harm than
good, that the diseases they are designed to prevent are not harmful and
may even be beneficial, by strengthening a child’s developing immune
system (Evans et al 2001, Rogers and Pilgrim 1995, Smailbegovic et al
2003; Samad).

•

Anti-vaccination groups disseminate the view that the risks of vaccines are
far greater than is acknowledged and, in addition to short-term risks, may
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have long-term side-effects. Diabetes, cancers, atopy (asthma, eczema and
hayfever), multiple sclerosis and autism have all been reported, albeit
misguidedly, to be associated with receipt of vaccines.
•

Perceptions of disease severity also determine whether or not a child is
immunised, but there is disagreement over the severity of some infections
between the orthodox medical community and other health care providers,
for example, homeopaths (Schmidt & Ernst 2003). It is argued that the
death rate from measles was declining long before vaccines came in and
that vaccination has had a minor and, possibly, even no part to play
(Schiebner 1993). Such extreme views are not supported by the significant
body of scientific evidence, but are commonly expressed, and every
practitioner will have been challenged to respond to them.

Decision to immunise
The decision to immunise a child is a dynamic process and may change over time.
Attitudes to vaccines and diseases are influenced by a range of other factors
including prior beliefs about health and medicine, use of alternative or
complementary therapies, advice from parents, friends and health care
professionals, as well as the influence of the media and more recently the Internet
and Social Media. Many studies report health professionals to be the key source of
information for parents about immunisation.
The experience of the immunisation process itself may also affect acceptance of
further vaccines (Harrington et al 2000).
•

Evans et al (2001) reported that many parents find the decision about
immunisation difficult and stressful, and parents have also been described
as experiencing severe emotional distress at the prospect of their child
being immunised (Harrington et al 2000). Such experiences can lead to
failure to complete immunisation courses and to decline immunisation for
future children.

•

Health care professionals need to recognise that some parents may need
considerable time and discussion before they feel able to make a decision
and to provide services that cater for this.
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•

McMurray et al (2004) highlighted the fact that some professionals have a
tendency to view a parent’s attendance at clinic as an indication of informed
consent when, in reality, at this point parents may still have questions and
professionals should be using that opportunity to offer information and
elicit questions as a matter of course. Parents appreciate health care
professionals who are empathetic, understand that they may have concerns
and who respond appropriately (Harrington et al 2000).

•

Trust in the source of advice has been found to be pivotal. For example
some parents express a lack of trust with the government (BSE, etc. having
dented their faith), with the Department of Health. However most say they
can trust their own individual GP or health visitor. This emphasises the
important role these professionals have.

•

However, studies conducted in the early 2000s at the height of the MMR
vaccine safety scare reported that some health professionals (GPs and Health
visitors) were:
•

poorly informed about vaccines (Cotter et al 2003, Harris et al 2001,
Henderson et al 2004, Petrovic et al 2001)

•

did not feel completely confident about explaining specific vaccine
issues (Henderson et al 2004, Petrovic et al 2001)

•

disagreed with or had reservations with some vaccine policies
(Henderson et al 2004, Petrovic et al 2001)

•

did not use or are not aware of nationally available resources on
immunisation (Cotter et al 2003, Petrovic et al 2001)

•

believed that single measles, mumps and rubella vaccines should be
available on the

•

NHS (Macdonald et al 2004).

•

had lost confidence in the safety of MMR vaccine (Smith et al 2001)

•

expressed reservations about giving their own child specific vaccines
(Brownlie & Howson 2006, Petrovic et al 2001).

Although these findings cannot be extrapolated to all health professionals, it may
in part explain why the MMR vaccine safety scare took hold.
Lessons for the future
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The uptake of MMR and other vaccines, in children going through the system now
is good, though there is still room for improvement. It is important to make full
use of the guidance already in existence.
2009 - NICE “Reducing Difference in the uptake of immunisations”. This provides
guidance on the action that should be taken, and by whom, to optimise
immunisation uptake. This allows one to redirect resources to children less likely
to be immunised without increased input. (NICE 2009)
2012 – Health Protection Agency “Quality criteria for an effective immunisation
Programme”. Defines the key elements required for the implementation and
delivery of a safe, equitable, high quality, efficient immunisation service which is
responsive to the needs of vaccine recipients and/or their carers.
http://www.hpa.org.uk/Publications/InfectiousDiseases/Immunisation/1207Quali
tycriteriaforimmprogramme/
2013 – Monitoring of the media can provide early warning of a potential issue.
This may arise within a country or anywhere in the world and with the advent of
social media scares can travel faster than any infectious disease, but an issue may
be recognised before it ‘takes off’.

A media surveillance system has been

established to monitor public concerns about vaccine Globally (Larson H et al,
2013).
To some extent, the MMR scare was predictable. Prior to the publication of the
Lancet paper in 1998, there had been some indication of what was coming. Up to
then there was no research into a possible link between MMR vaccine and autism.
However, the accompanying commentary in the Lancet, by two American vaccine
experts, did point out the limitations of the research. If more experts had been
willing to speak out and journalists had been better informed, the scare might
have been dealt with quicker. The Science Media Centre trains scientists in
presenting their case and how to interact with the media. They also lay on
sessions in relation to particular topics where experts are brought together with
journalists, so that hopefully the journalists better understand the issues.
Should immunisation be legally required?
Inevitably any outbreak of disease prompts discussion about the need to
introduce a legal requirement for immunisation.
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•

Few countries have compulsory vaccination

•

In, USA, there is a requirement for children to be immunised before entering
school – this cannot increase uptake in younger children

•

Exemptions on religious and philosophical grounds are allowed – States
vary in their level of enforcement.

•

There is evidence that vaccine refusal is increasing In USA and 1 in 10 use
an alternative, sometimes incomplete schedule (Dempsey et al 2011). It is
not clear how much of this is concerns about vaccination and how much is a
reaction, in principle, to what is seen as an infringement of parental choice.
The general view in UK is that we have achieved high uptakes without the
need to legislate. The uptake of MMR vaccine among 2 year olds in USA and
UK differed little in 2011.

•

If legislation were introduced, or benefits were linked to immunisation,
there is the potential to widen inequalities in child health & well-being
(Elliman and Bedford 2013)

•

A case can be made for checking immunisation status at key points i.e.
entry to nursery and school which acts as a reminder to parents, and of
excluding unimmunised children from communal groups in event of an
outbreak
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Agenda Item 4d

Mr.Vaughan Gething AC AM
Chair of Health and Social Care Committee
National Assembly for Wales
Cardiff Bay
CF99 1NA
29th May 2013

Dear Mr Gething
Further to your letter of May 14th 2013, please find attached answers to questions
you raised.
If you have further queries, please do not hesitate to contact me.
Yours sincerely,

Dr. Marion Lyons
Director of Health Protection / Cyfarwyddwr Adran Amddiffyn Iechyd
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Response to Vaughan Gething AC AM , Chair of the National Assembly for Wales’ Health
and Social Care Committee from Dr Marion Lyons, Director of Health Protection, Public
Health Wales

1. Is there any understanding of when the current outbreak will peak, and what the
full impact of this is likely to be?
The epidemiology suggests that the outbreak mainly centered in the Swansea, Neath
Port Talbot area peaked by the 22nd April. (Figure 1). Since then general
practitioners have continued to notify cases of measles, however, both the numbers
reported and the numbers confirmed as true measles has fallen weekly. This drop in
cases reported weekly will have been as a result of the successful local MMR
campaign to immunise thousands of individuals from the at risk pool of children and
young adults who had not received two doses of MMR vaccine.
Based on information received as at 20th May 2013, healthcare staff in Abertawe
Bro Morgannwg UHB had administered a total of 26,160 unscheduled doses of MMR
since March 2013. Of these 5,096 were administered to those aged between 10-18
years, representing 55% of those at risk in this age group because they had missed
previous immunisations.
Figure 1. Weekly numbers of notifications in Wales since November 2012 (Public Health Wales CoSurv
data)
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2. What factors have led to the current measles outbreak, and to what extent could
future outbreaks be anticipated and planned for in order to minimise their impact?
In the late 1990s, in response to extensive media coverage of a paper published in
The Lancet in 1998 and the claims of a few researchers that MMR, autism and bowel
disease were linked, uptake of MMR vaccine fell in the UK. In two year old children
in Wales uptake fell from an annual peak of 91% in 1996 to 80% by 2003 (Figure 2),
and from a quarterly peak of 94% to 78% over the same period, even lower in those
areas for local reasons most affected by the controversy, such as Swansea and Neath
Port Talbot. The Lancet paper has since been formally withdrawn, and the research
thoroughly discredited, with independent research overwhelmingly supporting the
safety of MMR.
Public health services and the NHS in Wales has been working continuously to
improve uptake of MMR vaccine, with the support of Welsh Government,
implementing a number of effective Wales wide initiatives since 1999. These
included ‘MMR Mythbyster’ pack for use with parents distributed to all practices in
2000; a national catch-up campaign in 2005-6 in which 53,708 school children
received one or more doses of MMR, reducing the number of children who had
missed MMR by 42.4%; and a change to the routine follow up of children to offer
MMR vaccine as primary and secondary school entry and with the teenage booster
to children identified as missing MMR vaccine (WHC 2005 081); and an audit of the
implementation of that circular by Public Health Wales in 2008, with consequent
correspondence between Welsh Government and Health Boards in 2009. These
efforts have undoubtedly significantly increased the number of children protected
against measles, so that the number affected and at-risk in the current outbreak is
much smaller than it otherwise would have been.
However, the consequences of the scare would be apparent for years to come as a
minority of children who were not routinely vaccinated over the years of the
controversy, many now of secondary school age, continued to have no protection
against measles, mumps, and rubella infection.

2
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Figure 2. Annual uptake of MMR vaccination (dose 1) in two year olds in Abertawe Bro Morgannwg
University Health Board area (Iechyd Morgannwg NHS area 1996 – 2003), compared to All Wales
figures, as reported in Public Health Wales Annual COVER report.

: http://howis.wales.nhs.uk/sites3/Documents/474/cover200366.pdf

Across Wales Health Boards, Local Authorities and Public Health Wales are again
working together to ensure all susceptible children and young people are offered
another opportunity now to have the MMR vaccine. If this campaign is successful
and the proportion of children immunised with two doses of MMR reaches 95%, that
would be sufficient to ensure further outbreaks of measles would be avoided. As
measles is currently endemic in England, Europe and other parts of the world we will
inevitably import cases of measles to Wales, but if the 95% is reached this would
ensure ‘herd immunity’, the point at which the sustained transmission of measles in
Wales would be interrupted. At that point the international goal of measles
elimination would have been reached in Wales.
COVER data, detailing the uptake of vaccines, including MMR by health board, has
been published quarterly in Wales since before MMR vaccine was introduced. A
range of additional surveillance tools at various population levels have been regularly
published. These provide information for action to health boards, and including data
at health board, local authority, and practice level on uptake of childhood vaccines
including MMR, so that health boards can target interventions and support individual
practices with low uptake reducing the risk of local outbreaks.

3
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3. The current outbreak has centered around Swansea, although there have been
cases of measles throughout Wales. Uptake data shows varying levels of MMR
coverage across Wales. Are there any other areas in Wales where there are
particular concerns, and if so, how is this being addressed?
All Health Boards in Wales recognise that an MMR uptake rate of 95%, required for
the elimination of measles, has not been achieved in older children and young adults
due to past controversy over the MMR vaccine. All Heath Boards have for a number
of years had plans in place to offer the MMR vaccine to all those susceptible to
measles mumps and rubella, now focusing more directly on those aged between 1018 years. Work is currently underway to deliver on the most recent plans for catchup immunisation arising from the current outbreak: all Health Boards are delivering a
school based immunisation catch-up programme inviting children identified as
missing MMR; some have introduced weekend and evening drop-in clinics and
across Wales general practitioners are offering both extra vaccination clinics and
opportunistic immunisation.
In addition to providing coverage data to help Health Boards identify those most at
risk of not having received MMR vaccinations, Public health Wales monitors the
success of the catch-up immunisation programme and feeds back to the Directors of
Public Health weekly.
4. In his letter to the Children and Young People Committee, the Minister stated that
all GP practices in the Swansea area have received lists of unvaccinated and
partially vaccinated children from the Child Health Office, and that GPs have sent
personalised letters to parents of those children. In what ways are unvaccinated
and under-vaccinated children throughout Wales being targeted?
Similar to the activity described for Abertawe Bro Morgannwg UHB all Health Boards
are identifying children up to 18 years who have no documented history of MMR
vaccination on the Child Health System. Parents are contacted and the child or young
person is invited to attend for MMR immunisation in either a school clinic session, an
MMR drop-in clinic or in primary care. General Practices and drop-in clinics are also
providing opportunities for children and adults to catch-up opportunistically on
MMR vaccinations they have previously missed out on.
5. The Minister’s letter also described arrangements that GP practices in the Swansea
area have in place to provide catch-up doses of the MMR vaccine. What
arrangements are there across Wales to ensure immediate access to the MMR
vaccine for those who are under-vaccinated? Have here been any resource issues
in relation to this, in terms of staff, facilities, supply of vaccine for example?
Across Wales all the Health Boards have for a number of years had Local Enhanced
Service Agreements in place such that general practitioners are reimbursed for
delivering unscheduled MMR immunisations. General practitioners are currently
delivering these either in special clinics, opportunistically or on a drop-in basis. The
response from primary care has been considerable. Across Wales, as at 20 th May
4
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2013, primary care had delivered 33,386 of the 61,396 unscheduled immunisations
given since March 2013.
There is no shortage of MMR vaccine and there is no delay in its delivery to the front
line.
All Health Boards in Wales and Public Health Wales have recognised the public
health significance of the measles outbreak centered in the Swansea, Neath Port
Talbot area and have responded accordingly. They have worked proactively with the
media to ensure that the public understand the risks associated with measles and
the benefits afforded by MMR vaccination. The high level of public and media
interest has offered a unique opportunity to engage with parents who had
previously decided against the vaccination of their children with MMR. They
recognised the urgent need to ensure that children in their area were not
susceptible to a similar outbreak. All Health Boards have made this public health
emergency a priority and there will inevitably be opportunity costs to this. There will
in addition be vaccine costs and staffing costs.
6. Public Health Wales has identified the worst affected age group in the current
outbreak as those between 10 and 18 years old. What action has been taken and
how would you assess the effectiveness of this action to raise public awareness of
the importance of vaccination to protect people from measles, particularly for the
10 – 18 age group, and to reassure the public about the safety and efficacy of the
MMR vaccine?
Public Health Wales carried out an analysis of the proportion of children
unvaccinated in each local authority by age group and school using data from the
Child Health System. On the 11th April Public Health Wales provided all Directors of
Public Health and Health Boards with figures showing the coverage levels of MMR in
schools in their area so that children aged between 10-18 years could be targeted
effectively. This was presented in the form of a league table so that health boards
could plan accordingly targeting those with the poorest uptake first.
By the 19th April all health boards in Wales had submitted their plans for a school
catch-up campaign for consideration and comment to the outbreak Senior Response
Team. The Health Protection Division of Public Health Wales developed systems to
collect data from Health Boards and report on the success of MMR catch-up
campaigns on a weekly basis from Monday 22nd April.
Arrangements had been in place to collect daily data on numbers of individuals
receiving MMR vaccination in response to outbreak measures on from General
Practice, through the Audit+ reporting system since the week commencing 18 th
March. Uptake in general practice, including an age profile of those receiving
vaccination, was reported back to Health Boards, through the Senior Response Team
(SRT) each Monday, Wednesday and Friday.
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The initial response to the school based clinics was felt to be disappointing. As a
result, it was requested that Public Health Wales undertake a rapid evaluation of the
non responsive parents (no consent form returned /vaccine refused) in the schools
where vaccine had been offered to inform future action by the Health Board and
others.
Information was provided to Public Health Wales on children who had not
responded to invitations to attend school based MMR vaccination clinics at one of
three Swansea Secondary Schools. The children had all been identified as being
susceptible to measles based on their immunisation status recorded on the Child
Health Computer System. School clinics were held in the week commencing 15 th
April 2013. Invitations, containing consent forms, were individually addressed and
given to the pupils at school during the previous week.
Analysis of the results showed that approximately 50% of the children had recently
received the MMR during the outbreak, others had previously received it overseas
and some parents claimed not to have received the letter. Around 3% of the total
sample had been told or believed that the vaccine was contraindicated due to other
health problems.
Only 15% of the overall sample remained unimmunised due to concerns about the
safety of the vaccine or vaccination in general, however these represented less than
2% of all children. The majority of this small group were concerned about the
outbreak and were receptive to receiving more information or discussing the issue in
more detail. Only a few parents were concerned about the safety of the vaccine.
Information from the above survey and from the high coverage of MMR in children
at their second birthday of over 95% suggests that almost all parents now consider
the MMR to be a safe and effective vaccine.
7. The response to the outbreak has involved a number of different agencies,
including Public Health Wales, local health boards, education authorities and
Welsh Government. How has a co-ordinated approach to dealing with the
outbreak been managed?
The multiagency response required has been supported at both a local and national
level.
At a local level, outbreaks have been overseen by multiagency outbreak teams and
delivery of the required public health response by a ‘silver’ operational group. This
has proven to be extremely effective in identifying resources for delivering the
programme of work.
At a national level, Public Health Wales has supported the response through its
Senior Response Team (SRT). The SRT has met weekly since its first meeting on the
18th February. This team provided advice to both Health Boards and Welsh
Government on the response required to deal with the outbreak and minimize
opportunities for further cases to arise across Wales. It oversaw the delivery of
consistent advice to professionals and the public. As Directors of Public Health from
6
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all the health boards are members of the SRT it allowed for the sharing of good
practice between health boards and offered a forum for discussion of issues as they
arose. Through the SRT, weekly data was provided on the impact of the various
interventions at health board level. The SRT fed back to Welsh Government after
each meeting and minutes of these meetings are copied to the Health Protection
Division, Welsh Government.
8. What further action is needed/planned to increase MMR coverage in order to
prevent future measles outbreaks?
When the school campaign is complete (end of May), Public Health Wales will
analyse MMR uptake by age group for each local authority and, with colleagues in
health boards, define communities /age groups with unacceptable levels of
susceptibility to measles, mumps and rubella.

·

·
·

·

·

Public Health Wales will:
Continue to work closely with Health Boards to ensure all available measures are in
place so that children who have missed MMR are identified and offered vaccine at
primary and secondary school entry and at the time of teenage booster vaccination,
as required in WHC (2005) 081.
Working with Health Boards to identify ‘hard to reach’ under-immunised groups
across Wales and ensure MMR is offered.
Maintain the current level of reporting of routine vaccination uptake at national,
Health Board, Local Authority and General Practice level and introduce new
measures to allow Health Boards to monitor overall coverage of MMR in their school
aged populations both by year group and by school.
Routinely publish information on MMR uptake by deprivation quintiles to allow
Health Boards to monitor inequalities in vaccine uptake and support local action to
improve uptake the groups most at risk of being unvaccinated.
Maintain and build on the current level of support offered to Health Board
Immunisation Coordinators, through the Public Health Wales Vaccine Preventable
Disease Programme, in improving coverage of MMR and other routine vaccinations.

7
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Appendix 1

Descriptive Epidemiology of the South-West Wales Measles Outbreak
Between November 1 2012 and June 16 2013, there were 1,430 notifications of measles in
Wales, of which 1,202 were from the health board areas of Abertawe Bro Morgannwg,
Hywel Dda and Powys in South-West and Mid Wales. Notifications from this area,
designated the outbreak area, were at around 20 per week from November 2012 to
February 2013, then increased sharply in early March 2013, peaking during March and April
2013 (Figure 1). The outbreak was declared over on July 2 2013 when more than two
incubation periods had passed without a confirmed case of measles in the outbreak area.
Provisional analysis of linked laboratory and notification data indicate that the distribution
of confirmed cases from the outbreak area reflects that of notifications, with the peak in
laboratory confirmations at around the same period, possible peaking slightly earlier. Of
1,202 notifications of measles from the outbreak area, 430 (36%) were laboratory
confirmed.

Figure 1. South-West Wales measles outbreak: Epidemic curve
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Similar numbers of male and female cases were notified from the outbreak area (620 males,
574 females, 8 gender not recorded). Notifications were most frequently in those aged five
to fourteen years (Figure 2). However, when notification rates were calculated, incidence
was highest in those aged under one year (Figure 3). Provisional analysis of linked
laboratory and notification data indicate that the distribution of confirmed cases from the
outbreak area was different in that more confirmed cases were identified in older children
and young adults. This may reflect different testing patterns or different background rates
of rash-illness in different age groups. Data on age-specific testing rates are available but
have not yet been analysed.
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Figure 2. South-West Wales measles outbreak: Age distribution of cases

Figure 3. South-West Wales measles outbreak: Age distribution of cases expressed as
notification and confirmation rates per 100 000 population
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The peak of the epidemic curve was primarily cases in children, although there was a
significant burden of infection in younger adults (Figure 4).

Figure 4. South-West Wales measles outbreak: Epidemic curve by age group

Local authority of residence was known for 1,177 of the 1,202 notifications (98%). Between
November 1 2012 and June 16 2013, notifications from the outbreak area were most
frequently from Swansea (650 notifications) and Neath Port Talbot (232). Smaller numbers
were notified from Powys (99), Carmarthenshire (66), Pembrokeshire (60), Bridgend (49)
and Ceredigion (21). Notification rates are shown in Figure 5. Notifications from
Pembrokeshire were associated with the initial increase in cases in November 2012. The
main peak in the epidemic curve comprised cases mainly from Swansea and Neath Port
Talbot local authority areas (Figure 6).

Figure 5. South-West Wales measles outbreak: Incidence by local authority of residence
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Figure 6. South-West Wales measles outbreak: Epidemic curve by local authority of
residence
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Genotyping was carried out on a proportion of laboratory cases. Provisional data on clinical
notifications in the outbreak area that were notified, indicate that three genotypes were
associated with the outbreak: D8 Taunton, D8 Swansea and D8 Frankfurt. Whilst it is
possible that further genotyping data will become available in the coming weeks, early
analysis indicate an intriguing molecular epidemiology, with three successive epidemic
waves associated with different genotypes (Figure 7). The D8 Frankfurt genotype was
confined to North Powys and is likely to represent a distinct cluster. The Taunton genotype
occurred early on in the outbreak and was distributed in Pembrokeshire, Carmarthenshire,
Swansea and Neath Port Talbot. The Swansea genotype occurred as a later wave affecting
Swansea and Neath Port Talbot. Whilst the data are incomplete and should be interpreted
with caution, the succession from D8 Taunton to D8 Swansea ‘epidemic waves’ raises some
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interesting questions. Did the Swansea genotype represent a drift in the D8 strain or was it a
new introduction?

Figure 7. South-West Wales measles outbreak: Temporal distribution of measles D8
strains
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Agenda Item 4e
Health and Social Care Committee
Inquiry into the measles outbreak 2013 – Evidence from the Welsh
Government
Purpose
This paper provides a report on the recent measles outbreak and the
specific issues raised by the Committee:
•

the factors that have led to the current measles outbreak;

•

the actions taken by public health professionals, in partnership
with other agencies, in response to the outbreak;

•

the lessons that could be learned in order to prevent future
outbreaks.

The Role of the Welsh Government
The Welsh Government is responsible for setting policy and strategic
direction and this includes policy and strategy issues that arise during
the course of or because of a public health outbreak. The extent of the
Welsh Government's involvement will depend on the scale and nature
of the outbreak.
During the recent measles outbreak, Welsh Government officials have
worked proactively with Public Health Wales, the Outbreak Senior
Response Team and Health Boards to:
•

establish clear lines of communication to ensure the provision of
regular and timely information and advice to Ministers and
others (as appropriate);

•

set up effective liaison and working relationships between all
agencies involved;

•

assess the effectiveness of the local or national response and
consider the impact of the outbreak on national policy or
strategy.

Background and factors that led to the current outbreak
Prior to the introduction of measles vaccination in 1968, annual
notification of measles across the United Kingdom varied between
160,000 and 800,000 cases a year, with a peak every two years and
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100 deaths from measles every single year. The introduction of the
MMR vaccine in October 1988 revolutionised that position. In the 20
years between 1992 and 2012, there have been only two deaths from
acute measles infection across the whole of the United Kingdom. As a
consequence of the MMR vaccine by the mid 1990s the transmission of
measles had been interrupted with very low levels of cases.
During the late 1990s and early 2000s, levels of MMR vaccination fell
sharply. This followed articles published in 1997/98 by Andrew
Wakefield and a few other researchers claiming a link between MMR
and autism and bowel disease. These articles have subsequently been
completely discredited but the media coverage which arose at that
time led to public concern about the safety of the vaccine.
Consequently, uptake of the MMR vaccine reduced across the UK. In
Wales, uptake fell from a quarterly peak of 94% in 1995 to 78% by
2003 in two year old children. In Swansea, the uptake rate in 2003 fell
to 67.5%. Whilst this was clearly a national phenomenon, data shows
that the decline in the Swansea and Neath Port Talbot areas occurred
both earlier and was steeper than in the rest of Wales. It is likely this
may have been due to a combination of local media campaigns such as
the South Wales Evening Post’s campaign “MMR Parent's Fight for
Facts”, together with comments from community leaders about the
safety of MMR. Parental concern was raised in this area.
The only way to prevent outbreaks of measles is to ensure that at least
95% of the population has received two doses of MMR vaccine to
achieve so called “herd immunity”. Since the Wakefield scare, a series
of actions and campaigns have been instigated by the Welsh
Government and Public Health Wales to reverse the drop in MMR
uptake. Key amongst these have been:
•

In 2000, the “MMR Mythbuster” was published and distributed to
all GP practices.

•

In 2005, the Welsh Government issued a Welsh Health Circular
requiring Health Boards to participate in a national catch up
programme for 11-25 year olds. Over 60,800 children and
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young people were vaccinated with one or more dose of MMR
during the campaign.
•

In 2008, an audit of implementation of the recommendations to
improve MMR uptake was carried out by the National Public
Health Service (NPHS). As a result, in 2009, the Welsh
Government wrote to all health boards to encourage full
compliance with the Welsh Health Circular (2005).

•

In 2009, the Welsh Government required all health boards to
appoint immunisation leads and full time immunisation coordinators.

•

In 2010, the Wales Immunisation Group was established to
advise on policy and implementation of vaccination
programmes.

•

In 2011, the Programme for Government included a commitment
to eradicate the health problems caused by measles, mumps and
rubella, to be measured by the uptake of MMR vaccine by age
two years.

Since the low point in 2003, uptake of MMR at routine ages has seen a
sustained, upward trend. At the start of the outbreak, uptake of the
first dose of MMR at two years had reached 94% across Wales. Whilst
many more infants were having the vaccine as part of the routine
schedule, a large number of children who had missed out in the past
remained susceptible to the disease.
The measles outbreak around Swansea started in November 2012.
Between 9 and 16 November, three notifications of measles cases were
received by Public Health Wales. By 27 November, transmission of the
disease in schools was evident and clusters of cases were being
reported in the Abertawe Bro Morgannwg University and Hywel Dda
Health Board areas.
Response to the outbreak
The integrated public health system in Wales enabled a swift response
to the outbreak to be achieved. A multiagency response was necessary
to minimize the impact of the outbreak.
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The initial response to the outbreak was dealt with by a local,
multidisciplinary team comprising officers from Abertawe Bro
Morgannwg University Health Board and Public Health Wales. The
actions taken focused on raising awareness of circulation of the
disease and encouraging MMR uptake. These actions included:
targeted school vaccination sessions; letters to primary care; letters to
all schools; tailored letters to parents of unvaccinated children in
schools where measles had been reported and a press release.
By 7 February, a total of 168 notifications had been received. The
decision was taken therefore to implement a nationally led response
by establishing a Senior Response Team which met for the first time
on 18 February. The SRT provided advice to health boards, including
primary care, the education sector and Welsh Government on the
actions needed to deal with the outbreak and to minimize
opportunities for further cases of measles to arise across Wales.
The good working relationships established between Welsh
Government officials, health professionals and the media during the
outbreak enabled accurate, clear information to be provided to the
public; thus raising awareness of the seriousness of measles and the
importance of MMR vaccination. All concerned should be commended
for their hard work and sustained efforts over recent months to
combat the spread of the disease.
Actions
Since being made aware of the outbreak back in November 2012, the
Welsh Government has been monitoring the progress of the outbreak
through reporting lines established with Public Health Wales and the
Senior Response Team. As the number of cases increased, daily
reports were provided on the numbers of cases and the actions being
taken. This enabled officials to ensure that all necessary and
appropriate measures to reduce the impact of the outbreak were being
taken. These actions were aimed at:
•

ensuring as many children as possible between one and 18
years of age were up to date with their MMR vaccinations.
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•

enabling those children who had not received the MMR vaccine
to be vaccinated, to protect themselves, family members and
others in their community.

•

proactively working with the media to raise public awareness of
the importance of MMR vaccination and the actions that people
could take to help others and themselves.

•

engaging with health professionals – including GPs, midwives
and health visitors to identify vulnerable individuals and
facilitate vaccination.

•

providing catch-up vaccination sessions at schools, GP surgeries
and walk-in open access clinics in the outbreak area and across
Wales.

•

providing clear advice and information for the public including
in minority languages.

•

promoting the uptake of vaccination amongst healthcare staff.

•

working with the prison service to facilitate vaccination sessions
for prisoners.

•

implementing changes to speed up laboratory testing and
diagnosis.

•

introducing enhanced surveillance to allow progress of the
disease to be tracked and the response to our actions, especially
vaccination rates, to be monitored.

On 17 April, the Chief Medical Officer announced plans to vaccinate
all unprotected school aged children as part of a Wales-wide
campaign, with the aim of completing the task as soon as possible and
no later than 24 May 2013. This task was completed on time and over
12,000 vaccinations were delivered in schools.
Communication
The media response has been led by Public Health Wales but closely
co-ordinated with Health Boards, local authorities and the Welsh
Government. Over a 100 regular media interviews were given, biweekly press releases were issued and internet and social media sites
were used for promotional messages. The positive relationship built
up with the media greatly assisted with reaching the public’s attention.
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The Chief Medical Officer (CMO) gave a number of media interviews to
raise awareness of the outbreak and the importance of MMR
vaccination and to reiterate the actions that people can take to help
themselves and others.
The CMO and the Permanent Secretary also wrote to their counterparts
in other UK countries to inform them of actions being taken in Wales
to prevent the spread of the disease.
I have endeavoured to keep Assembly Members and others fully
informed:
15 March

I responded in detail to a letter from the Children
and Young People Committee which raised key
points on the handling of the outbreak at that time.

26 March

I wrote to Assembly Members, Members of
Parliament, Council Leaders and Chairs of Health
Boards in Wales to offer an update and to request
their assistance as community leaders, in tackling
the spread of the disease.

16 April/23 May

I issued written statements giving the latest position
and urging young people and parents of children
who had not been fully vaccinated to contact health
professionals.

11 June

Plenary debate was held on the measles outbreak
and new vaccination programmes.

Outcome
Notifications of measles cases reached a peak by 15 April when nearly
200 cases were received in a single week. By mid May, weekly
reporting had fallen to a tenth of that figure. The graph at Appendix 1
shows the impact of the combined actions on the outbreak.
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During the period 18 March to 23 June, 72,790 unscheduled MMR
vaccinations were given in a range of settings. The majority, 45,080
were given in primary care through general practices; 12,427 were
given through the schools programme and 5,639 were provided in
open walk-in sessions. A breakdown by Health Board is provided at
Appendix 2. In addition, over 1,600 prisoners and over 5,600
healthcare staff have received MMR vaccinations since March.
Public Health Wales has estimated that, in November 2012, there were
41,129 children in Wales from two to 18 years of age who had not
received any MMR vaccination and a further 35,926 who had received
one dose. The highest proportion of children likely to be at risk were
considered to be in the 10 to 18 years age range where it was
estimated 50,887 children and teenagers in Wales had not received a
full two dose course of MMR.
The graph at Appendix 3 shows the effect of the MMR uptake
campaign in reducing the number of unvaccinated children in Wales.
The greatest impact was in the outbreak area where the response was
most concentrated.
Modelling work undertaken by Public Health Wales through the
University of Warwick, has provisionally suggested that, without a
catch up immunisation campaign, the epidemic would have continued
until late autumn of 2013, with the peak number of notifications
around late June. The combined efforts have reduced the length of the
outbreak, by an estimated 10 weeks and its severity by a factor of 20.
With 88 hospitalisations as a result of the outbreak, it is easy to see
what its impact might otherwise have been.
Lessons learned for future outbreaks
In line with the Outbreak Plan for Wales and national public health
policy, a comprehensive report on the factors contributing to the
outbreak and the actions taken by all parties in response will be
compiled following the announcement that measles is no longer
circulating within the community. Public Health Wales will lead on
this and its purpose will be to identify gaps in the strategies and
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systems employed during the outbreak and make recommendations
for further improvements for future application. The Outbreak and
Incident Sub-Group of the Health Protection Committee will review the
recommendations and lessons learned. The Outbreak Plan for Wales
will be reviewed and updated in light of the recommendations.
In the meantime, some useful findings have already emerged from
work already undertaken. Telephone surveys have been carried out by
Public Health Wales with parents of school children who were recorded
as incomplete for MMR immunisation in some schools in Swansea and
Monmouth. The surveys found that an extremely small proportion of
these parents reported continuing safety concerns about the MMR
vaccine as a reason for not consenting to immunisation. This suggests
that for the vast majority of parents, the MMR vaccine is now
considered safe and effective.
In addition, emerging data from the Swansea outbreak area shows that
two doses of the MMR vaccination has been more than 99% effective in
preventing infection, with fewer than 10 confirmed cases in people
who have previously been vaccinated. The data also suggest that one
dose of MMR vaccine has shown to protect against measles in more
than 95% of cases vaccinated – higher than previous experience.
These findings are encouraging but it is important to guard against
complacency. We have seen in recent weeks that there are still
individuals and organisations prepared to promote the single measles
vaccine. The Welsh Government does not support the use of
unlicensed vaccines and we will continue to reinforce the message
that the MMR vaccine is the only safe and effective option.
Conclusion
The measles outbreak has enabled the Welsh Government and health
professionals to re-engage with the public, and parents in particular,
about the importance of vaccination in preventing not just measles but
other potentially serious diseases.
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The latest quarterly COVER report from Public Health Wales has shown
that the national average uptake of the first dose of MMR in two year
olds has reached 95% for the first time ever and that this level is being
achieved in a record number of Welsh local authorities. This is the
result of a long term positive trend, a consequence of combined
efforts over a number of years and boosted by the efforts of Health
Boards, General Practices and Public Health Wales in recent weeks.
Further efforts are needed to maintain this level and to improve the
MMR uptake rate of two doses of MMR for children reaching 5 years
and 16 years of age which are currently 90% and 82% respectively.
Officials and Public Health Wales will work with health boards to
ensure that all available measures are in place to allow children who
have missed vaccinations to catch up, including those in ‘hard to
reach’ groups. This will be underpinned by the new NHS Delivery
Framework which includes as a Tier 1 measure the need to ensure that
95% of children are fully immunised by the age of four years.
The response to the measles outbreak in Wales has prompted the
three other UK countries to introduce catch up vaccination
programmes for teenagers in their areas. As I have outlined above,
the timely actions taken here have reduced the severity of the
outbreak and shortened its duration.
It is clear that the response in Wales benefited from a national public
health system capable of leading and co-ordinating an intense and
effective effort involving primary care, local authorities and the
voluntary sector. This enabled services to respond quickly and
establish processes to deliver large numbers of vaccinations efficiently
and effectively outside routine arrangements.
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Appendix 1

Notifications of measles in Wales by week
Chart of number of notifications from week commencing 29/10/2012
to week commencing 17/06/2013

* Data until end of week 25 2013 (17/06/13 - 23/06/13). Data for week 25 is provisional and
may increase due to late notifications being received.
Source: CoSurv Notifications, Public Health Wales
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Appendix 2
Cumulative number of MMR vaccines given at non-routine ages:
18/03/13 – 23/06/13

GP*

Drop-

School

Occupational

in

Sessions

Health

Total

Clinics

Abertawe Bro

16859

8764

1749

2600

29882

Aneurin Bevan HB

9233

2940

2094

472

14739

Betsi Cadwaladr UHB

3132

0

1344

548

5024

Cardiff and Vale UHB

4442

214

1283

1108

7047

Cwm Taf HB

3402

0

1640

466

5508

Hywel Dda HB

5527

570

1204

386

7687

Powys Teaching HB

2485

29

330

59

2903

45080

12427

9644

5639

72790

Morgannwg UHB

Total Wales

* Figures for latest week may increase as late data is submitted. Data submitted by
approximately 90% of General Practices in Wales. Data collection began part-way through
week commencing 11/03/2013.

Source: Public Health Wales - GP data from Audit+ DQS, Abertawe Bro Morgannwg University
Health Board, Aneurin Bevan Health Board, Betsi Cadwaladr University Health Board, Cardiff
and Vale University Health Board, Cwm Taf Health Board, Hywel Dda Health Board and Powys
Teaching Health Board

Page 197

Appendix 3
The change in the proportion of 10 to 18 year olds in Health Board
areas recorded as not having had any MMR doses between November
2012 and May 2013

Data source: NCCHD, February 2013 and May 2013 refreshes
Public Health Wales

Page 198

Agenda Item 5
Health and Social Care Committee
Meeting Venue:

Committee Room 1 - Senedd

Meeting date:

Thursday, 6 June 2013

Meeting time:

09:30 - 15:40

This meeting can be viewed on Senedd TV at:
http://www.senedd.tv/archiveplayer.jsf

Concise Minutes:

Assembly Members:

Vaughan Gething (Chair)
Rebecca Evans
William Graham
Elin Jones
Darren Millar
Lynne Neagle
Gwyn R Price
Ken Skates
Lindsay Whittle
Kirsty Williams

Witnesses:

Gwenda Thomas, Deputy Minister for Children and Social
Services
Albert Heaney, Welsh Government
Mike Lubienski, Welsh Government
Julie Rogers, Welsh Government
Dame June Clark
Professor Ceri Phillips, Swansea University

Committee Staff:

Fay Buckle (Clerk)
Llinos Madeley (Clerk)
Claire Griffiths (Deputy Clerk)

Page 199

Catherine Hunt (Deputy Clerk)
Joanest Jackson (Legal Advisor)
Stephen Boyce (Researcher)
Victoria Paris (Researcher)
Philippa Watkins (Researcher)
Eleanor Roy (Researcher)

TRANSCRIPT
View the meeting transcript.

1 Introductions, apologies and substitutions
1.1 There were no apologies or substitutions.

2 Inquiry into the implementation of the National Service Framework for
diabetes in Wales and its future direction - Consideration of draft report
2.1 The Committee discussed the draft report.

3 Access to medical technologies in Wales - Consideration of terms of
reference
3.1 The Committee agreed the terms of reference.

4 Preparation for the general and in-year financial scrutiny sessions on 18
July
4.1 The Committee discussed the issues on which it wished to receive information at
the scrutiny sessions on 18 July.

5 Social Services and Well-being (Wales) Bill: Evidence Session 5
5.1 The Committee took evidence from the Deputy Minister for Social Services.

6 Social Services and Well-being (Wales) Bill: Evidence Session 5
6.1 The Committee took evidence from Dame June Clark and Professor Ceri Phillips.

7 Papers to note
7.1 The papers were noted.
7.1 Social Services and Well-being (Wales) Bill: Disability Wales - Additional Information
7.2 Disability Wales - Additional Information: WLGA & ADSS - State of the Nation
7.3 Social Services and Well-being (Wales) Bill: WLGA - Regional Safeguarding Boards
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7.4 Social Services and Well-being (Wales) Bill: Letter from the Deputy Minister dated 8
May 2013
7.5 Social Services and Well-being (Wales) Bill: WLGA - Additional Information
7.6 Social Services and Well-being (Wales) Bill: NSPCC - Additional Information (10 May
2013)
7.7 Social Services and Well-being (Wales) Bill: Letter from the Deputy Minister dated 14
May 2013 'When I'm Ready'
7.8 Social Services and Well-being (Wales) Bill: Carers Wales - Additional Information
7.9 Social Services and Well-being (Wales) Bill: Children's Commissioner for Wales Child Rights Impact Assessment
7.10

Social Services and Well-being (Wales) Bill: Care Leavers Denbighshire -

Additional Information
7.11

Social Services and Well-being (Wales) Bill: Older People's Commissioner -

Additional Information
7.12

Social Services and Well-being (Wales) Bill: NAW Outreach work on engagement

with focus groups
7.13

Social Services and Well-being (Wales) Bill: Letter from the Deputy Minister dated

20 May 2013
7.14

Social Services and Well-being (Wales) Bill: NSPCC - Additional Information (22

May 2013)
7.15

Social Services and Well-being (Wales) Bill: Care Forum Wales - Additional

Evidence
7.16

Social Services and Well-being (Wales) Bill: Alice (Barnardo's Group 16 May) -

Additional Evidence
7.17

Social Services and Well-being (Wales) Bill: Hywel Dda Local Health Board -

Additional Information
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7.18

Social Services and Well-being (Wales) Bill: Care Council for Wales - Additional

Information
7.19

Social Services and Well-being (Wales) Bill: WLGA/ADSS - Definition of adults at

risk
7.20

Social Services and Well-being (Wales) Bill: Advisory Group Paper

7.21

Social Services and Well-being (Wales) Bill: WLGA, ADSS Cymru, Welsh NHS

Confederation - letter to the Chair (3 June 2013)
7.22

The Smoke-free Premises etc. (Wales) (Amendment) Regulations 2012 - Letter

from the Minister for Health and Social Services
7.23

The Smoke-free Premises etc. (Wales) (Amendment) Regulations 2012 - Letter

from the Chairs of the Sub Committees

8 Motion under Standing Order 17.42 to resolve to exclude the public
from the meetings on 12, 20 and 26 June
8.1 The motion was agreed.
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1 Legislative Consent Memorandum: Care Bill
1.1 The Committee considered the Legislative Consent Memorandum and agreed to
report on its conclusions.

2 Social Services and Well-being (Wales) Bill: Key issues and
recommendations
2.1 The Committee considered and discussed key issues that had emerged from the
evidence received on the Social Services and Well-being (Wales) Bill.
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1 Legislative Consent Memorandum: Care Bill : Consideration of the
Committee's draft report
1.1 The Committee agreed its report on the Care Bill Legislative Consent
Memorandum.

2 Social Services and Well-being (Wales) Bill: Consideration of the
Committee's draft report
2.1 The Committee considered and discussed key issues that had emerged from the
evidence received on the Social Services and Well-being (Wales) Bill.

3 Social Services and Well-being (Wales) Bill: Consideration of the
Committee's draft report
3.1 The Committee considered and discussed key issues that had emerged from the
evidence received on the Social Services and Well-being (Wales) Bill.
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Concise Minutes:
Private
Assembly Members:

Vaughan Gething (Chair)
Rebecca Evans
William Graham
Elin Jones
Darren Millar
Lynne Neagle
Gwyn R Price
Ken Skates
Lindsay Whittle
Kirsty Williams

Witnesses:

Committee Staff:

Fay Buckle (Clerk)
Claire Griffiths (Deputy Clerk)
Joanest Jackson (Legal Advisor)
Stephen Boyce (Researcher)

Page 207

1 Social Services and Well-being (Wales) Bill: Consideration and
agreement of Committee's final report
1.1 The Committee considered and discussed key issues that had emerged from the
evidence received on the Social Services and Well-being (Wales) Bill.
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Health and Social Care Committee
Meeting Venue:
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Committee Staff:
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1 Motion to elect temporary Chair
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1.1 The Clerk called for nominations for the election of a temporary Chair. Rebecca Evans
nominated Lynne Neagle, who was duly elected.

2 Introductions, apologies and substitutions
2.1 Apologies were received from Vaughan Gething and Ken Skates. Mick Antoniw and Jenny
Rathbone substituted.

3 Papers to note
3.1 The papers were noted.
3.1 Social Services and Well-being (Wales) Bill: Letter from the Deputy Minister to the
Chair dated 11 June 2013
3.2 Social Services and Well-being (Wales) Bill: Letter from the Deputy Minister to the
Chair dated 17 June 2013

4 Motion under Standing Order 17.42 to resolve to exclude the public
from the meeting for the following business:
4.1 The motion was agreed.

5 Social Services and Well-being (Wales) Bill: Consideration of the draft
report
5.1 Members considered the draft report.
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Agenda Item 5b
Health and Social Care Committee
Inquiry into the measles outbreak 2013 – Evidence from RCN Wales
ABOUT THE ROYAL COLLEGE OF NURSING (RCN)
The RCN is the world’s largest professional union of nurses, representing over
400,000 nurses, midwives, health visitors and nursing students, including over
23,000 members in Wales. The majority of RCN members work in the NHS with
around a quarter working in the independent sector. The RCN works locally,
nationally and internationally to promote standards of care and the interests of
patients and nurses, and of nursing as a profession. The RCN is a UK-wide
organisation, with its own National Boards for Wales, Scotland and Northern Ireland.
The RCN is a major contributor to nursing practice, standards of care, and public
policy as it affects health and nursing.
The RCN represents nurses and nursing, promotes excellence in practice and
shapes health policies.

The Royal College of Nursing praised the dedication of nursing staff in South Wales, who
worked tirelessly to provide vaccinations to curtail the current measles outbreak. In all, over
61,500 non-routine vaccinations have been given since 1 March. This includes 17,440 people
aged 10 to 18 who are said to be the group hardest hit by the measles outbreak centred on
the Swansea area.i
Martin Semple, Associate Director (Professional Practice), RCN in Wales, said: “Nurses are
particularly skilled at working in partnership with communities and networking locally across
different agencies, helping the community to address challenges. As usual, nurses have
shown dedication and have been working beyond the call of duty to help out. They have also
encouraged the communities’ parents and carers to get children vaccinated as soon as
possible.”ii

Issues raised by clinical staff
Impacting factors that led to the outbreak
• The impact of Andrew Wakefield’s study upon parents’ willingness to consent to the
MMR and the anxiety that this also created for Health Visitors (and the impact of the
portrayal in the media)
• The impact of the local media /press reports and their high profile negativity towards
the MMR vaccine
• The impact of the local JABS group (high profile group led by a local mother)
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• Increasing numbers of children diagnosed with autistic spectrum disorder at the same
time influencing parents’ beliefs with no clinical evidence to link the same.
• Availability of single MMR vaccines.
• Cultural attitudes towards vaccines for older children (i.e. at 3 years) – i.e. seemingly
less importance placed on vaccinating older ones
• Change in who and where immunisations and vaccinations may be administered
Responding to the Outbreak from Health Board perspective
• An Emergency Planning approach was taken with a Senior response team - which
incorporated key health /social care and education leads and incorporated a detailed
media approach to the same ensuring that a variety of communications was applied to
ensure that all susceptible individuals were targeted
• Operationally there was an integrated Nursing response to support vaccination
sessions (District Nurse, Health Visitors & School health Nurses supported school
sessions/drop-in clinics in the 3 main Hospital settings and in support of the
Occupational Health dept to vaccinate HB staff)
Prevention of future outbreaks
• Need to consider the way public health messages/information is disseminated and
communicated and by whom to ensure that there is a consistent approach and that the
public have confidence in the same
• Where possible to utilise lay members of the public who support the public health
messages/information to influence their local communities
• Consistent national approaches that aim to increase immunisations of older children
by changing attitudes towards the same
• Consideration given to mechanisms to alert young people/young adults of issues

Background clinical information
What is measles?
Measles is an acute viral illness, characterised by the onset of fever, cold like symptoms,
conjunctivitis and cough. The rash commonly starts at the head and spreads to the trunk
and limbs over three to four days.
How is it spread?
Measles is spread by airborne or droplet transmission. Individuals are infectious from
when the first symptom appears to four days after the appearance of the rash. It is one of
the most highly communicable infectious diseases. The incubation period is about ten
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days (ranging between seven and 18 days) with a further two to four days before the rash
appears.
What are the complications of measles?
• The most common complications of measles infection are otitis media (7 to 9% of
cases), pneumonia (1 to 6%), diarrhoea (8%) and convulsions (one in 200).
• More rare complications include encephalitis (overall rate of one per 1000 cases of
measles) and sub-acute sclerosing pan-encephalitis
• Death occurs in one in 5000 cases in the UK. The case–fatality ratio for measles is
age-related and is high in children under one year of age, lower in children aged one
to nine years and rises again in teenagers and adults
• Complications are more common and more severe in poorly nourished and/or
chronically ill children, including those who are immunosuppressed.
Epidemiology
• Notification of measles began in England and Wales in 1940. Before the introduction of
measles vaccine in 1968, annual notifications varied between 160,000 and 800,000,
with peaks every two years and around 100 deaths from acute measles occurred each
year.
• From the introduction of measles vaccination in 1968 until the late 1980s coverage
was low and was insufficient to interrupt measles transmission. Therefore, annual
notifications only fell to between 50,000 and 100,000 and measles remained a major
cause of morbidity and mortality. Between 1970 and 1988, there continued to be an
average of 13 acute measles deaths each year. Measles remained a major cause of
mortality in children who could not be immunised because they were receiving
immunosuppressive treatment. Between 1974 and 1984, of 51 children who died
when in first remission from acute lymphatic leukaemia, 15 of the deaths were due to
measles or its complications. Between 1970 and 1983, however, more than half the
acute measles deaths that occurred were in previously healthy children who had not
been immunised
• Following the introduction of measles, mumps and rubella (MMR) vaccine in October
1988 and the achievement of coverage levels in excess of 90%, measles transmission
was substantially reduced and notifications of measles fell progressively to very low
levels.
• Because of the substantial reduction in measles transmission in the UK, children were
no longer exposed to measles infection and, if they had not been immunised, they
remained susceptible to an older age. A major resurgence of measles was predicted,
mainly affecting the school-age population. Small outbreaks of measles occurred in
England and Wales in 1993, predominantly affecting secondary school children. In
1993–94, a measles epidemic, affecting the west of Scotland, led to 138 teenagers
being admitted to one hospital.
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• A UK vaccination campaign was implemented in November 1994.
Children under ten years of age
• The first dose of MMR should be given between 12 and 13 months of age (i.e. within a
month of the first birthday).
• A second dose is normally given before school entry but can be given routinely at any
time from three months after the first dose.
• Children with chronic conditions such as cystic fibrosis, congenital heart or kidney
disease, failure to thrive or Down’s syndrome are at particular risk from measles
infection and should be immunised with MMR vaccine.
Children aged ten years or over and adults
• All children should have received two doses of MMR vaccine before they leave school.
• MMR vaccine can be given to individuals of any age. Entry into college, university or
other higher education institutions, prison or military service provides an opportunity
to check an individual’s immunisation history.

i

http://www.bbc.co.uk/news/uk-wales-22641698

iihttp://www.rcn.org.uk/newsevents/news/article/uk/rcn_praises_tireless_work_of_nurses_i

n_swansea_measles_epidemic
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