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I. Executive Summary
Each year during the busy winter months
influenza presents particular problems to the
NHS which both threaten and test the Trust’s
health-service delivery. A major consequence
of influenza to Trusts is the high risk of
infection to front-line health-care workers
(HCWs)1,2 and a high related staff absenteeism3

which can cripple health-care services at a
time of already high demand. 

Influenza is also an occupational health
hazard to HCWs, particularly to clinical staff,
as a result of possible nosocomial transmission
from infected patients. HCWs with clinical or
sub-clinical influenza in the workplace, in
turn are a possible health hazard to patients.
Susceptible patients are at high risk of serious
or life-threatening sequelae of influenza,
which could extend their hospital stay or
result in readmission, thereby creating an
additional health-care burden on already
overstretched NHS services.

The scale of the problem is believed to be
considerably despite a high level of
misdiagnosis1. An infection rate of 23% in
HCWs in close contact with patients may be
typical1,2 based on serological antibody
evidence, and 59% of those infected may be
asymptomatic carriers.1 Attack rates of up to
80% often occur among both patients and
staff during outbreaks.4 Nosocomial influenza
infection between in-patients and staff is also
well documented.3,4 Absenteeism of 30% to
40% of Trust staff has been reported during
influenza outbreaks,3,5 at an estimated cost of
£741 per employee per absence.6 Vaccination
of HCWs against influenza is almost 90%
effective3 with the proven benefit of
significantly reduced HCW influenza-like
illness7 and a likely reduction in
absenteeism,3,8,9 as well as decreased in-
patient mortality during the influenza season.7

For Trusts this is clearly a “low-cost with high-
benefit” intervention.

A key message is that Every Worker in a
Trust Makes it Work. Since 2000, the Chief
Medical Officer (CMO) has recommended
that NHS employers should offer influenza
vaccination to all staff involved in the delivery
of care and/or patient support.10 This is

consistent with the Health and Safety at Work
Act (1984),11 as well as with other
Department of Health instructions on health
protection through infection control12, and
also supports ethical practice and informs
clinical governance. The CMO also asks
employers to keep records of staff immunised
and to monitor the effectiveness of their
vaccination programme.10

Against this background, HCW vaccination to
protect staff and patients, and safeguard the
delivery of health-care services during the
winter period is both appropriate and can be
justified. Despite a growing evidence-base
however, HCW influenza vaccine uptake
rates reported can be disappointing low,
ranging from only 5% to 10%13 up to 61%7.
More intensive vaccination programmes may
be more successful, with key factors for
improved uptake being (i) a change of culture
to one of vaccine acceptance with a focus on
“duty of care” (ii) addressing misconceptions
which affect uptake willingness, and (iii) easy
on-site access to free vaccination.14

Running an effective, annual vaccination
campaign for the Trust’s HCWs can increase
uptake and help to achieve target vaccination
rates. This in turn should lead to improved
infection control in the Trust and other
potential spin-offs, including reduced winter
absenteeism and considerable cost savings.
The annual uptake rates can be audited to
monitor the success of the campaign. These
rates can then be related to outcomes which
detect and measure effectiveness and
healthgain, such as reduced patient mortality,
improved quality of care and decreased
HCW absenteeism. They can also be used to
demonstrate compliance with DoH
recommendations on infection control.

To help implement this strategy, this HCW
Influenza Vaccination Uptake Pack provides
key information and outlines the rationale for
appropriate HCW vaccination uptake, for
decision makers in Trusts planning a
vaccination campaign. Also provided is a
range of useful tools for setting up and
running the Trust’s own annual HCW
vaccination programme, recording the annual
vaccine uptake rates achieved, and setting
next year’s target.

INFLUENZA VACCINATION
A case for appropriate uptake in health-care workers

Key Points
• Every worker in a Trust makes it work
• Influenza is responsible for a heavy NHS health burden
• Nosocomial influenza spread at work and into the home is a health hazard
• High influenza absenteeism threatens winter health service delivery
• Susceptible in-patients are at risk of serious influenza sequelae and death
• The vaccine is almost 90% effective against influenza in HCWs3

• HCW vaccination protects HCWs and patients, reduces in-patient deaths7 and absenteeism 
• Trusts, as employers, are obliged to protect their staff against occupational hazards (Health 

and Safety at Work Act, 1974)
• The vaccine is recommended for all staff by the CMO
• An annual HCW vaccination programme can be health-and-cost justified
• Uptake can be low and an appropriate vaccination uptake campaign is recommended
• Key factors for higher uptake are a positive vaccine culture, “duty of care” focus, addressing

misconceptions and free on-site vaccination 
• A realistic target should be set, uptake recorded and next year’s target reset
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II. Influenza
Influenza is an acute respiratory tract disease
which peaks during the winter. Caused by a
virus, it is highly infectious and can spread
rapidly particularly in hospitals, nursing homes,
long-term residential homes and institutions. 
Typically onset is rapid with systemic symptoms of
headache, fever, muscle pain and a general
feeling of being unwell, as well as a cold and
cough lasting up to 7 days. The disease is usually
self-limiting with full recovery in otherwise healthy
individuals. However susceptible individuals such
as the debilitated, chronically sick, the elderly and
the very young, are more prone to infection and
are also at higher risk of serious, and often life-
threatening, influenza sequelae, such as
pneumonia.

Mortality related to influenza outbreaks can be
significant. During the last major epidemic of
1989/90, almost 30,000 excess deaths due to
influenza were recorded in a 56 day period.15

Even in non-epidemic years 3,000 - 4,000
annual influenza deaths are common.16

The A and B strains of the virus are clinically
significant. Influenza A causes outbreaks of
infection most years, whereas type B tends to
occur at intervals of several years. Influenza A
viruses are subdivided into different types based
on their different haemagglutinin and
neuraminidase (H and N) surface proteins. Type
A strains tend to be genetically labile, whereas
type B is more stable undergoing little change
from year to year. Unfortunately, infection with
one viral subtype confers little or no protection
against different subtypes. As a consequence,
individuals can suffer repeated episodes of
influenza A during their lifetime. 

Repeat annual immunisation is recommended as
first-line intervention for continuous protection
for people at risk of complications of influenza10

and for HCWs to prevent related nosocomial
infection.10 Antiviral agents, such as amantadine
(effective against influenza A only) or
neuraminidase enzyme inhibitors, should not be
considered as a main treatment strategy, but may
be used selectively in patients at high risk of
influenza-related complications, to provide
prophylaxis or treat established influenza.17,18

III. Threat of Epidemics
Annual epidemics result from influenza A
undergoing continued genetic mutations (called
“antigenic drift”). Occasional pandemics or
worldwide epidemic spread occur when new
strains of type A emerge (“antigenic shift”). The

last pandemic of Hong Kong flu during
1968/6916,19 resulted from the new H3N2 virus
which was joined in 1976 by H1N1 “Red Flu”
first seen in 1957. Since then these two type A
strains together with influenza B have been
responsible for influenza outbreaks and
occasional serious epidemics in the UK, during
the influenza seasons of 1989/90, 1996/97 and
1998/99.20,21,22

Today the risk of epidemics and pandemics has
never been greater, as a result of high urban
population densities and rapid transport systems
across all the major continents, which facilitate
the rapid spread of infection. Against this
background the frequency of serious influenza
epidemics is likely to increase making the control
of influenza a key public-health issue.

IV. Influenza in a Healthcare Setting 
The effects of influenza in the work place have
been widely reported with high levels of
associated absenteeism and lost productivity.23,24

In the health-care setting however influenza is a
more serious issue due to a number of factors
such as: 
(i) direct and indirect effect of 

nosocomial spread 
(ii) work burden on medical staff 
(iii) health-service delivery 

Nosocomial Spread
In both the acute25 and long-term healthcare
settings26 the spread of infection can occur from
HCWs to patients and vice versa.4 As influenza is
highly infectious HCWs, whether medical or
ancillary staff, are at risk of nosocomial infection,
although medical staff in close contact with
patients are at higher risk.4 Influenza contracted
in the workplace is an occupational health
matter covered by the Health and Safety at
Work Act of 1984.11 This should be investigated
by the employer and steps taken to avoid

Key Points
• Susceptible patients are at risk of 

serious influenza sequelae 
• Influenza-related mortality is high 

(3,000-4,000 excess deaths annually) 
even in non-epidemic years

• There is a continual threat of epidemics
and pandemics due to antigenic “drift” 
and “shift”

• Repeat annual vaccination as first-line 
protection for HCWs is recommended 
by the CMO 
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INFLUENZA
THREAT OF EPIDEMICS
INFLUENZA IN A HEALTHCARE SETTING

Table 1: Influenza
Pandemics and Epidemics
Recent pandemics due to
Influenza A:
Red Flu (H1N1) 1957
Hong Kong Flu  1968/69
(H3N2)

Recent outbreaks and
epidemics in the UK due to
Influenza A (H3N2 and
H1N1) and Influenza B:
1989/90, 1996/97,
1998/99.



recurrences. In practice however this is rarely
done.14

“Flu-like illness” and colds are very common
during the winter season. Without confirmation
by virological examination, most episodes of
genuine influenza will go unrecognised or flu
may be misdiagnosed: in one study only 30% of
patients recalling flu were serologically positive.1

However there is growing evidence that large
numbers of HCWs are commonly affected.1,3,4

During a winter influenza outbreak, 23% of
HCWs with regular patient contact had recent
serological evidence of influenza.1 As many as
59% of those seropositive could not recall
influenza and 28% had no recollection of
respiratory infection.1 These findings indicate that
probably a large number of infected HCWs are
asymptomatic carriers. Consequently the
potential for nosocomial influenza spread to
patients, other NHS staff and into home is also
likely to be considerable.

Absenteeism accounts for an estimated 4.9% of
working time lost in NHS Trusts.6 “Minor illness”
including colds and flu was the commonest
cause of absence, at an average cost to the NHS
of £741 per employee.6 In a clinical study 8% of
HCWs serologically positive for influenza had a
median of 4 days absence for influenza, based
on questionnaire recall.1 Reducing HCW absence
related to influenza would increase the Trust’s
staff resource available for health care provision
and possibly also result in more effective use of
the Trust’s budget. 

Indirect Effects from HCWs Infecting Others
The overall risk of nosocomial infection can be
related to the proportion of the total staff who
are infected.14 Highly dependent patients in
closer contact with medical staff are also known
to be at higher risk of influenza infection than
less dependent patients.27,28 Another problem is
that HCWs with symptoms of influenza may
continue to work, increasing the risk of infecting
patients and other staff.14 Infected HCWs may
also transmit the virus to family members and
social contacts, thereby spreading the infection
in the community. 

Work Burden on Medical Staff
Increased absenteeism from influenza creates
staffing problems during the demanding winter
months.3,5 The increased workload and strain on
remaining staff in turn may lead to increased
sickness rates, establishing a vicious cycle.14 Staff
returning to work post infection may also suffer
from residual debility, which can impair their
work performance and compromise patient
safety and care standards. 

Health-service Delivery
During the winter season there is an increase in
hospital admissions related to influenza for
conditions such as pneumonia that can be life
threatening. This creates extra demand for
intensive care and general medical beds, adding
to the heavy winter health burden on staff and
NHS resources. Coupled with a high, staff-
sickness rate during the winter, this can result in
problems with the quality and delivery of health-
care services. 

V. The Vaccination Programme 
Instructions from the DoH to NHS employers in
the Winter Care Initiative29 are to obtain
adequate supplies of the vaccine and set up
HCW immunisation programmes arranged
through occupational health services. The main
objective of a vaccination programme is to
achieve appropriate vaccine uptake by medical
and ancillary staff, and particularly by front-line
medical staff caring for patients who are at
greater risk of nosocomial infection.

Priority groups for vaccination may include day
and night nurses, doctors, therapists, porters,
domestic staff, ward cleaners and other ancillary
staff.30 Uptake achieved tends to be lower when
HCWs were left to make their own
arrangements for vaccination30 and higher with
the provision of a dedicated staff vaccination
programme.30 Typical uptake rates of 26% to
61% have been reported.3 An uptake of 50.9%
was achieved when HCWs received a letter
inviting them to be interviewed and considered
for vaccination.30 In contrast uptake was low
(4.9%) in hospitals not offering vaccination.30

Ninety per cent of uptake is by HCWs with
direct patient contact.1

A Flu Co-ordinator should be in place early and

Key Points
• Influenza in the workplace is potentially 

serious and hazardous
• Nosocomial spread to patients can cause

life-threatening influenza sequelae
• Infection of HCWs is an occupational 

health hazard
• An influenza infection rate among 

HCWs of 23% may be typical1

• “Silent” or asymptomatic HCW carriers 
may also contribute significantly to 
infection spread1

• Influenza-related staff absenteeism is 
considerable and threatens winter 
health-care delivery
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Table 2: Priority Groups for
Vaccination may include:30

• Day and Night Nurses
• Doctors
• Therapists
• Porters
• Domestic Staff
• Ward Cleaners
• Other Ancillary Staff

Table 3: HCW Vaccine
Update Rates Reported
• 26% to 61% uptake is 

typically reported3

• 50.9% uptake was 
achieved when 
HCWs received a 
letter inviting them to 
be vaccinated30

• Only 4.9 % uptake was 
recorded for hospitals 
not offering the 
vaccination

• 90% of uptake is in 
front-line HCWs1



work closely with Occupational Health planning
the campaign and the budget. Important factors
to the success of the Trust’s vaccination
programme are listed in Table 4.

Ownership
It is important to involve all key decision makers
and managers in the Trust’s campaign planning -
or at least to keep them informed. Central to the
programme will be Occupational Health, key
staff involved in the Control of Communicable
Diseases and Pharmacy. Every worker in a Trust
makes it work. Therefore ideally all staff working
at all levels in the hospital should be offered the
vaccine, not just clinical staff. This will be a boost
to morale, encouraging multi-level ownership by
the staff and also help to support and drive the
programme.14

Planning
Good planning is essential to the success of any
vaccination programme. Planning is a year-round
activity - as soon as the influenza season begins
one year, planning needs to start for the next
year (see the step-by-step Planner in the HCW
Influenza Vaccination Uptake Pack). The Flu
Co-ordinator should oversee the yearly planning
cycle and the key activities involved at each
stage. 

Planning for the forthcoming influenza season
starts in the spring, as the vaccination needs to
be administered during October to November
before the  influenza season begins. In particular
the target uptake rate needs to be set, the
number of vaccines estimated and vaccines
ordered well in advance. Ordering vaccine from
several different suppliers can help reduce
possible problems such as vaccine shortages. 

Adequate cold storage facilities for the vaccine
too need to be considered. The vaccine must
not be allowed to freeze - if this happens it
should be binned.

Publicity needs to be well timed to engage and
motivate staff before the vaccinating begins.
Advance planning of the resources required for
vaccinating (e.g. clinic times and arranging nurse
teams) is also important.

Setting Suitable Targets
Each year a suitable, achievable target vaccine
uptake rate should be set, to work towards and
continually improve on. Different targets may be
desirable for different staff categories, for
example setting higher targets for medical staff at
higher risk. The ideal would be 100% uptake but
40% may be an acceptable overall staff uptake
target depending on what has been achieved

previously.31 Targets set should be recorded (see
the Audit Sheet provided in the HCW Influenza
Uptake Pack) along with the uptake rate
achieved each year, and used to monitor
performance. 

Education and Publicity
Education and promotion could include sending
personal letters with information on the
vaccination to staff members, placing notes in
employees’ pay packets, sending emails,
displaying posters in staff areas, including articles
and making announcements in the hospital
newsletter etc. 

Positive Vaccine Uptake Culture
Changing the culture at work to one of the
acceptance that everyone should take the
vaccine, together with a focus on “duty of care”
is paramount.3,14 Word-of-mouth
recommendation to staff from the Chief
Executive Officer and managers will emphasise
the health benefits and personal responsibility, to
prevent nosocomial spread at work and to family
at home, especially to the young and elderly, as
well as avoiding absence from work which puts
pressure on colleagues. 

Easy Access
Arrangements should be made for vaccinating
HCWs on site. Flexibility is essential to maximise
the opportunities for uptake. Nurses going round
all the wards and departments with a vaccine
cart offering the vaccination has been shown to
increase uptake.4,14 Some prioritising may be
appropriate e.g. starting with intensive care and
elderly or cardiac wards. Clinics, organised by
occupational health nurses, can be run at set
times, with provision made for staff working
part-time, at weekends and on night shift.  Also,
staff who prefer to make their own arrangements
for vaccination through their General Practitioner
should be encouraged to do so.

VI. Reasons for HCW Vaccine Refusal

Reluctance of HCWs to be vaccinated against

Key Points
• Start planning early in the spring and 

for the forthcoming influenza season
• Set a realistic target uptake, and place 

an order for the vaccine required
• Aim to vaccinate in October/November
• Key factors are positive vaccine uptake 

culture, addressing misconceptions 
through education and easy on-site 
access to vaccination
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THE VACCINATION PROGRAMME
REASONS FOR HCW VACCINE REFUSAL

Table 4: Important Factors for
a Successful Trust Vaccination
Programme

• Ownership

• Planning

• Setting suitable targets

• Education and publicity

• Positive vaccine uptake 
culture

• Easy access to free 
vaccination



influenza has been clearly indicated in studies in
the UK and other countries.3,4 Surprisingly
medical staff who are at higher risk of
nosocomial infection transmission, often have a
lower uptake rate than ancillary staff.14

Reluctant HCWs should be reminded that
vaccine uptake is consistent with professional
and ethical standards and is part of their “duty of
care” to patients. All staff should be adequately
informed about the vaccine and its benefits.
Common reasons given by staff for not being
vaccinated and possible responses are listed in
Table 5.3 Misconceptions about the vaccine
should be addressed through education. For
example, any individuals concerned about side
effects should be informed that local injection-
site reactions may occur which are usually mild
and resolve within a few days, but other adverse
reactions are extremely rare.32

Training on good injection technique may help
reduce local reactions. Correct administration of
the flu vaccine is also important. The elbow
should be resting on a firm surface so that the
deltoid muscle is relaxed and the injection given
at a 90 degree angle with the needle reaching
the deep cutaneous tissue or preferably the
muscle. The arm injected should be supported at
the back, to avoid the risk of accidental self
injection by the Nurse. 

The vaccination can be given by occupational
health nurses or possibly a member of staff in
each department. If the vaccine is given by staff
who are not part of the occupational health
department, additional training is required to
ensure a history is taken to identify
contraindications to vaccination, to obtain
informed consent and to ensure accurate records
are kept. As some staff members may not wish
to divulge clinical information to staff they work
with, a mechanism is necessary to ensure that
these staff are referred to an occupational health
practitioner.

VII. Health, Mortality and Cost Benefits 

Health benefits of HCW influenza vaccination to
both HCWs and patients are well documented3,4

and include reduction in in-patient deaths.7 In a
randomised, prospective, double-blind study
conducted over three consecutive years8, HCW
influenza vaccination was associated with a
reduction in serologically proven infection
compared with controls (1.7% vs 13.4%), and a
reduction in cumulative days of febrile
respiratory illness reported (28.7 per 100
vaccinated subjects vs 40.6 per 100 of controls). 

A modest increase in HCW vaccine uptake (from
26% to 38%) has been shown to reduce the
frequency of serologically-proven influenza.33

Vaccination of HCWs and patients can reduce
influenza-related morbidity and mortality in
patients, presumably by reducing the potential
for nosocomial transmission.

Interestingly, in a study of 1,059 patients in 12
geriatic, medical long-term care centres, a
significant reduction in total patient mortality
from 17% to 10%, and reduced influenza-like
illness were associated with HCW vaccination
but not patient vaccination.7 In another study
involving long-term elderly care hospitals30, the
all-cause mortality was 102 per 1000 patients in
hospitals with an average of 50.9% HCW
influenza-vaccination uptake, compared with
154 per 1000 patients in hospitals with no or
low (4.9%) HCW vaccine uptake. Despite this
reduction in all-cause mortality associated with
the higher HCW vaccination rate, there was no
decrease in influenza-related morbidity in these
patients.  

In contrast, a Japanese study of 12,784 residents
in 149 long-term care facilities for elderly people
showed a high correlation between resident and
staff vaccination levels, with high vaccine uptake
among staff and residents being associated with
lower influenza rates and low uptake with higher
influenza infection rates.34

Absenteeism during the influenza season can
approach high levels. Winter absence rates of
30% to 40% have been reported in Trusts3,5

causing staff shortages, increased employment
costs due to replacement agency staff and
reduced efficiency. In one study 8% of HCWs
with serological evidence of influenza were
absent for a median of 4 days based on recall.1

This seasonal shortfall in staff levels is a
predictable threat to health-care delivery.
Numerous studies have demonstrated a
reduction in absenteeism associated with HCW
vaccination (see Table 6).  

In the three consecutive-year study of influenza-
vaccinated HCWs compared with control
subjects outlined earlier,8 the reduction in
proven influenza and febrile respiratory illness
with vaccination was associated with a 53%
decrease in absence, from 21.1 days per 100
control subjects to 9.9 days per 100 vaccinated
HCWs.

Another study conducted in two paediatric
hospitals9 reported that HCW influenza
vaccination was associated with a statistically
significant decrease in days of work lost with
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Table 5: Reasons for not being
Vaccinated and possible
Responses include:3

Fear of adverse
reactions to the
vaccination

Needle phobia

Inconvenience
of administration
Confidence in
own immune
system
protecting
against flu

Perception that
flu is only a
minor illness

Perception of
being at low risk
of flu infection

Doubts about
the vaccine’s
efficacy

Advise that local
injection site
reactions may
occur which are
usually mild and
transient. Other
adverse reactions
are rare
Convince of
vaccine benefits
and use of good
technique
Make it convenient
in wards, clinics etc
Advise on high rate
of seropositive
asymptomatic
carriers and effects
on susceptible
patients if infected
Advise it is more
serious than colds
and of possible
effects on
susceptible patients
Advise on actual
rates (23% of
HCWs  have
serological
evidence of flu
infection)

Convince of almost
90% efficacy in HCWs

HEALTH, MORTALITY AND COST BENEFITS

Table 6: Reduced Absenteeism
with HCW Influenza Vaccination 

• 28% reduction in total days
HCWs felt unable to work
(3.5 to 2.5 days)9

• 53% reduction in absence
(21.1 days per 100 to 9.9
days per 100)8

• 25% reduction in average 
annual sick leave              
(6.4 to 4.8 days)14



respiratory infections (1.0 days for vaccinees vs
1.4 days in controls), and in the total number of
days on-or-off duty that HCWs felt unable to
work (2.5 days vs 3.5 days, i.e. a 28% decrease
for vaccinated HCWs).

Research carried out recently in a London-based
NHS Trust35 revealed that flu immunisation of
HCWs reduced the average annual sick leave of
vaccinated HCWs by 25% (6.4 to 4.8 days). 

When planning a vaccination campaign the main
costs for the Trust to consider include the
purchase of the vaccine for appropriate HCW
uptake, administrative and planning time,
implementation e.g. providing occupational
health nurses and facilities for vaccinating, as
well as the costs of staff leaving their post to
receive the vaccination. The example in Table 7
for a Trust with 5,000 employees outlines how to
calculate the total vaccine required and its cost,
to cover the target uptake set by the Trust for the
forthcoming influenza season. 

The vaccination-related costs can be weighed
against the potential reduction in HCW
absenteeism (costing an estimated £741 per
employee per absence6). Other health and cost
benefits include a reduction in HCWs infected
with influenza and the cost savings from reduced
nosocomial spread. 

Cost-benefit analyses have shown that influenza
vaccination of healthy working adults in the USA

has substantial health and economic benefits as
well as being cost saving.24,36 According to
preliminary results from a recent UK study,35

vaccination of only 11% of a Trust’s 6,000 health
care workforce at a cost of £6,621 produced a
saving of £140,866 excluding staff replacement
costs. This is further evidence of HCW influenza
vaccination as a low-cost with high-benefit,
healthgain strategy. Considering the example
Trust with 5,000 employees in Table 7 it is
reasonable to assume that a 45% HCW vaccine
uptake could result in related savings in the
order of £500,000.

VIII. Efficacy of Influenza Vaccination

In order to be effective, the vaccine needs to
protect against the predominant influenza strains
in the coming winter. Prediction of the strains is
based on continuous WHO surveillance of
influenza prevalence in different countries. To
date this method has been shown to be very
reliable, producing a good match between the
vaccine and the circulating virus strains each
year.14 

Current influenza vaccines are trivalent
containing two types of strain A and one type of
strain B, and are 70% to 80% effective against
infection in patients with the strains related to
those in the vaccines.16 In the elderly protection
may be lower. In health-care workers the
vaccine has been shown to be 88% to 89%
effective.24 The vaccine is available in two
different types - split virus or surface antigen -
which have a similar efficacy in practice. Due to
continual antigenic drift in the virus, annual
vaccination is recommended by the CMO. 

IX. Administration

The vaccine is provided in pre-filled syringes and
doses can be given subcutaneously or
intramuscularly. For dosages and administration
details please see the appropriate prescribing
information. Immunisation should be given
during October to December, ideally in
October/November. 
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Table 8: Vaccine Efficacy
Against the Viral Strains in
the Vaccine
Group Efficacy
High risk 
patients16 70-80%

Healthy
HCWs3,24 88-89%

EFFICACY OF INFLUENZA VACCINATION
ADMINISTRATION

Table 7: Cost of Influenza Vaccine for a Trust with
5,000 Staff and an Overall Uptake Target of 45%. 

Target uptake = 60% for medical staff, 30% for ancillary staff
and 45% overall. 

HCW Category           

a) Clinical Staff Total Nos Target (60%)
• Medical 400 240
• Nursing, Midwifery

and Health Visitors 2,150 1,290
Total 2,550 1,530

b) Non-clinical Staff Total Nos Target (30%)
• Scientific, Therapeutic, 

and Technical 700 210
• HCAs and Support 550 165
• Administration 

and Estates 1,100 330
• Ambulance 100 30

Total 2,450 735

Total number to be vaccinated = 1,530 + 735  = 2,265
Cost of the vaccine                = £5.20 x 2,265 = £11,778

(All values and targets are provided as a rough guide only).

Key Points
• Potential healthgain for the Trust’s staff 

and patients from HCW influenza 
vaccination is considerable

• Reductions in in-patient mortality during
influenza outbreaks are associated with 
a high HCW vaccination uptake

• Winter absenteeism rates are likely to 
reduce in vaccinated HCWs

• Benefits to the Trust include improved
winter efficiency and cost savings



7 X. Adverse Reactions and
Contraindications

Influenza vaccines have a good safety record.32

Adverse reactions are rare. Mild local injection
site reactions may occur, and very occasionally
systemic symptoms for 1-2 days.32 Very rarely the
Guillan-Barré syndrome may occur (one case per
million vaccinated). The main contraindications are
sensitivity to chicken or egg proteins, and febrile
illness.14

XI. Vaccine Cost and Deliveries

Details of the vaccine cost, supply and payment
terms are available from the local Wyeth
Representative. Orders placed will be dealt with
promptly to ensure vaccine is available when
required and extra vaccine delivered on time.

XII. Company-based Support

Company-based resources are available to
provide information and advice to Trusts and to
handle vaccine orders: 
• Dedicated Hospital Sales Specialist
• Dedicated Vaccine Sales Specialist
• Medical Information with 24 hour support

Tel: 01628 604377

XIII. Support Materials from Wyeth

A range of support materials for Hospital Trusts
setting up and running their own HCW influenza
vaccination comapign is provided by Wyeth
Vaccines. This includes the following items
which are available on request:
(i) The HCW Influenza Vaccine Uptake Pack

• Rationale document
• Planner
• Audit sheet
• Invitation letters (to Clinical/Ancillary staff)

(ii) Hospital Posters
These posters can be tailored to the 
hospital’s needs and have a space for 
advertising the specific arrangements for 
vaccinating staff

(iii) Pre-and Post-Injection Leaflets
These leaflets are suitable for all staff. 
The pre-injection leaflet provides

information to help identify any
patients who have
contraindications to influenza vaccination 
(e.g. sensitivity to chicken or egg protein).

The post-injection leaflet advises on how to 
deal with any effects following vaccination, 
such as a sore arm.

XIV. Wyeth Vaccines

Wyeth is a leading supplier of prescription
medicines and vaccines in the UK, with a broad
portfolio of leading products across a wide range
of treatment areas, including infectious disease,
women's healthcare, gastrointestinal disease,
mental health, prostate cancer, haemophilia,
rheumatoid arthritis and transplantation.

Wyeth is a major force in preventative medicine,
developing, manufacturing and marketing a
wide range of paediatric and adult vaccines.
Working in partnership with government, public
health agencies and physicians, Wyeth Vaccines
helps to support disease prevention policies
around the world. In particular, Wyeth has taken
a leading role in the development of conjugate
vaccine technology, enabling new vaccines to be
introduced against a number of serious
childhood infections. 

Influenza and Pneumococcal Vaccine
In the UK, Wyeth markets influenza vaccine and
pneumococcal polysaccharide vaccine.

Hib Vaccine
Wyeth's conjugate vaccine against Haemophilus
influenzae type b (Hib) disease was first
introduced in 1992 as part of the primary
immunisation series for infants. Since then, Hib,
previously one of the commonest causes of
bacterial meningitis, has virtually been
eradicated in this country.

Meningococcal C Vaccine
Wyeth’s conjugate vaccine against
meningococcal group C disease was developed
and manufactured as a company priority in
response to public health needs. This vaccine,
through the Department of Health’s
immunisation programme, is continuing to make
serious and impressive inroads into this major
cause of meningitis and septicaemia.

Pneumococcal Conjugate Vaccine
In 2001, Wyeth introduced a conjugate vaccine
against invasive pneumococcal disease, a
significant cause of meningitis, pneumonia and
bacteraemia in young children, especially those
under the age of 2. This conjugate
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pneumococcal vaccine is currently being
evaluated by the Department of Health and its
advisers, for incorporation into the primary
immunisation schedule to help protect against
the relatively high levels of mortality and
morbidity associated with invasive
pneumococcal disease.

DTP Vaccine
Also available from Wyeth Vaccines in the UK is
trivalent vaccine against diptheria, tetanus and
Bordetella pertussis. This vaccine provides
effective protection against DTP and can be used
for routine childhood immunisation.

For futher information on any of the above
vaccines please contact Wyeth Vaccines on Tel:
01628 604377.
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