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HOW GPs HELPED THE UK 
BECOME A LEADER IN 

CHILDHOOD VACCINATION
The second important clinical development chosen by the RCGP focuses on 

childhood vaccination. Dr Mary Ramsay, director of public health programmes 
at the UKHSA, explains why it is increasing in importance in the UK

The development by Edward 
Jenner of the smallpox vaccine in 
1796 showed the lifesaving value of 
vaccination, and since the creation 
of the NHS in 1946, the breadth 
and scope of the routine child-
hood programme in the UK has 
expanded. 

Children born in the UK to-
day are largely protected for life 
from diseases such as diphtheria, 
polio, measles, mumps, rubella, 
and group C meningitis and sepsis. 
Public health experts regularly re-
spond to outbreaks and rising cases 
of infections with the introduction 
and rollout of reactive vaccination 
programmes, such as the response 
to the increase in group W men-
ingitis in 2015. Our programmes 
are also protecting the very young 
by vaccinating pregnant women, 
and older people with an increas-
ing range of vaccines for over-65s 
including shingles and of course 
Covid-19. Successful vaccination 
programmes against hepatitis B 
and human papillomavirus are 
now reducing the risk of two ma-
jor cancer killers. And with the 
added benefi t of ‘herd immunity’ 
– because vaccinated people are 
less likely to spread infection – the 
whole community is benefi ting. 

The numbers are impressive – 
we estimate that measles vaccina-
tion has prevented more than 20 
million measles cases and 4,500 
deaths since its introduction in 
1968. In the year before the vac-

cine was introduced, almost 
500,000 cases and 100 deaths from 
measles were reported in England 
and Wales. This vaccination pro-
gramme, now with added protec-
tion against mumps and rubella, 
is the reason why cases have gone 
down. But this only occurred be-
cause the NHS has been able to 
reach a high proportion of chil-
dren, through the eff orts of doc-
tors and nurses working in a local, 
accessible primary care service, free 
at the point of delivery. 

The early digitisation of reg-
istered practice populations and 
of local child health information 
systems gave the UK a head start 
in being able to identify and call 
eligible individuals for vaccination 
and coordinate these programmes 
to achieve eff ective rollout and 
equitable coverage. This also pro-
vided the building blocks for our 
Covid-19 rollout, which was faster 
than many comparable countries. 

Recently, we have made some 
important changes that are help-
ing improve the eff ectiveness and 
effi  ciency of UK’s programmes. 
The successful HPV vaccination 
programme in schools was been 
updated to include young boys in 
2019. Since it started in 2008, we 
have reduced the number of doses 
from three jabs to one, while sus-
taining high levels of protection. It 
was initially rolled out to girls aged 
12-13 and we have already seen 
close to a 90% reduction in cervical 

cancer in these cohorts. As this was 
the most common cancer in wom-
en under 35, we’re confi dent this 
programme will have a lasting lega-
cy for the whole population.  

Despite immunisation being 
off ered more widely now than ever 
before, a range of factors have im-
pacted uptake of our routine pro-
grammes over the past 10 years. 
This gradual decline was unfortu-
nately not helped by the pandem-
ic. Disruption caused by Covid-19 
also forced health services to pri-
oritise emergency care and, while 
GPs remained open for routine 

immunisations during this period, 
we saw a drop in uptake as people 
followed guidance to stay at home. 

As a consequence, the fi rst in-
fection that we expect to return 
now that we are all mixing again 
is measles. We are already seeing 
an outbreak in the West Midlands 
– in the inner-city populations in 
Birmingham and Coventry. We al-
ready know that in London, where 
coverage has been consistently low-
er for many years, we have a real 
risk of tens of thousands of cases. 
In 2022, we even saw poliovirus cir-
culate in parts of London, thank-
fully with no cases of paralysis. 

This is a wake-up call. Getting 
rates up to the 95% WHO target 
to eliminate these diseases will take 
sustained eff ort and a long-term 
commitment across the public 
health system. The UK Health Se-
curity Agency is now working to 
support providers to address the 
backlog of routine childhood im-
munisations across the UK.

There is much focus in the me-
dia on misinformation and vac-
cine hesitancy but, although we 
shouldn’t be complacent about 
this, it is not driving the long-term 
decline. Our annual survey of at-
titudes to vaccines among parents 
shows high confi dence in NHS 
childhood and adolescent pro-
grammes. Parents largely trust the 
advice they get from GPs, practice 
nurses and pharmacists, and rank 
this as far more trustworthy than 
the internet and social media. In 
our 2022 survey, of 1,485 parents 
of children aged 0-5 who respond-
ed, more than 90% agreed that vac-
cines work and are safe. 

Declining uptake is more like-
ly a combination of some com-
placency about the risk of diseases 
with changes in people’s lifestyles 
and fi nding the time to ensure 
your baby or child attends their 
appointment. The new NHS Eng-
land Vaccination Strategy aims to 
improve the ‘front door’ to vacci-
nation, ensuring more fl exible ap-
pointment booking systems and 
diff erent vaccines are more widely 
available across locations, improv-
ing access and responding to each 
community’s needs. 

Despite the recent challeng-
es, we predict a positive future for 
the routine childhood programme 
across the UK. The most recent 
meeting of the JCVI advised the 
Government on the introduction 
of a universal varicella (chicken-
pox) vaccination as part of the 
childhood schedule, via a com-
bined MMRV vaccine. In coun-
tries that already have this, rates of 
chickenpox are now very low. 

We know most of the diseases 
we vaccinate against hit hardest in 
the most deprived communities 

– but this means they also stand 
to benefi t more from eff ective 
vaccination. Improving vaccine 
coverage is therefore one of our 
most eff ective tools in reducing 
and ultimately preventing health 
inequalities.

‘MMR vaccine uptake was con-
stantly in the news for public 
health reasons, and also since GP 
pay was linked to immunisa-
tion targets. GPs also reported to 
Pulse at the time that the refus-
al of then Prime Minister Tony 
Blair to say whether his son Leo 
had the jab led to more parents re-
fusing the vaccine, showing how 
political the issue had become.’ 
Brian Kelly was clinical reporter 
and clinical news editor, 2001-2005

Successful vaccination programmes are a cornerstone of public 
health, ranking second only to clean water as the most eff ective 

intervention for preventing disease. In the two centuries since the 
fi rst scientifi c proof that vaccination works, millions of vaccines 
have been used globally successfully to prevent illness and death.  
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‘Vaccinating their child 
against serious diseases is 
one of parents’ most impor-
tant health interventions. 
General practice is key to the 
programme’s smooth running 
and to reassuring patients 
vaccines are safe, thereby 
making many serious diseas-
es a rarity and saving lives.’

RCGP chair Professor 
Kamila Hawthorne on why the 
college picked childhood vac-
cinations as one of its major 
breakthroughs

Edward Jenner
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