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 INTRODUCTION 1

Health protection covers a wide range of “threats” to our health. These include many 
diverse areas such as infectious diseases, “superbugs”, flooding, radiation, poisons 
and food safety. It is important that the health, safety and protection of the population 
from all external threats to health is rigorously maintained. 

In England, at present, health protection functions are overseen by the Health 
Protection Agency (HPA), an executive Government agency independent of the NHS. 
Local areas are served by a Health Protection Unit (HPU), which work in conjunction 
with primary care trusts, general practices, hospital doctors, microbiology labs, and 
local authority environmental health departments.  

NHS Leicestershire County and Rutland has a statutory duty to protect the health of 
the population of Leicestershire. This is done with support and advice from the Health 
Protection Agency (HPA), which has the function to “protect the community (or any 
part of the community) against infectious diseases and other dangers to health” (HPA 
Act 2004). Other dangers to health may include chemical and radiological hazards. 
The HPA supports the PCT to prepare for and respond to emergencies. 

From April 2013, a new, dedicated, professional public health service – Public Health 
England – will be set up to strengthen the national response on emergency 
preparedness and health protection. Local government will continue to carry out its 
statutory duties under the Public Health (Control of Disease) Act 1984, as they do 
today.1 

This chapter of the JSNA reviews the following issues in detail: 
• Infectious diseases 
• Immunisations 
• Healthcare acquired infections 

Sexual health, including sexually transmitted infections, are covered in the JSNA 
report on sexual health.2 

 KEY ISSUES AND GAPS 2

As a result of the Health and Social Care Act 2012 Leicestershire and Rutland County 
Councils have acquired some new responsibilities with regard to protecting the health 
of their population. Specifically the local authority is required, via its Director of Public 
Health (DPH), to assure itself that relevant organisations have appropriate plans in 
place to protect the health of the population and that all necessary action is being 
taken. 

Under this duty, local authorities (and Directors of Public Health on their behalf) would 
be required to ensure that plans are in place to protect the health of the local 
population from threats ranging from relatively minor outbreaks to full- scale 
emergencies, and to prevent as far as possible those threats arising in the first place. 
The scope of this duty will include local plans for immunisation and screening, as well 
as the plans acute providers and others have in place for the prevention and control of 
infection, including those which are healthcare associated. 
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In order to discharge these responsibilities, a Health Protection Board is being 
established as a sub-committee of the health and wellbeing board. The nature of 
much of the health protection agenda means it is helpful to seek the necessary 
assurances on a Leicester City, Leicestershire and Rutland basis. Hence the proposal 
is for a single health protection board to be established as a sub-committee of each of 
the three health and wellbeing boards in LLR. 

The Health Protection Board is the way the health and wellbeing boards will be 
assured that the health protection agenda is being adequately addressed and 
considered in sufficient detail. It would also provide a route should a health and 
wellbeing board have specific health protection concerns. 

 RECOMMENDATIONS FOR COMMISSIONING 3

Infectious Diseases 

The changes in the NHS resulting from the implementation of the Health and Social 
Care Act 2012 reach across the whole breadth of the health and social care system. 
From April 2013 Public Health England will be established as a new organisation 
which will be responsible for undertaking the health protection functions that have 
been carried out by the health protection agency.  

From April 2013, the local authority is required, via its Director of Public Health (DPH), 
to assure itself that relevant organisations have appropriate plans in place to protect 
the population and that necessary action is being taken. 

It is essential that through this period of transition there is clear leadership and 
accountability for the continued health protection functions which must be held to 
account by the Health and Wellbeing Board.  

Immunisations 

The commissioning of childhood immunisation programmes is changing:  

• The Department of Health will continue to have responsibility for policy and 
securing necessary funds for new and existing programmes.  

• Public Health England (PHE) will be responsible for buying, storing and 
distributing vaccines, holding coverage and surveillance data, communication 
and providing expert advice. 

• The NHS Commissioning Board (NHS CB) will be responsible for 
commissioning all national immunisation programmes in line with agreed 
service specifications. 

• Local Authority Directors of Public Health will be responsible for ensuring there 
are plans in place to protect the health of the population within their locality, 
including immunisation and screening. 
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• Screening and immunisation teams are currently being recruited by Public 
Health England. They will be accommodated by the NHS CB Local Area Teams 
(LATs) for Leicestershire and Lincolnshire. 

It is important to ensure that the structural changes that are taking place in the NHS in 
April 2013 do not have a detrimental impact on the success of immunisation 
programmes in Leicestershire County and Rutland. The future commissioning 
arrangements for childhood immunisations must ensure:  

• that childhood immunisation rates are maintained and all areas hit the 95% 
uptake levels required for herd immunity; 

• that we continue to increase the uptake of seasonal flu vaccinations to the 
under 65 group with underlying health conditions, pregnant women and the 
over 65s; 

• that we continue to successfully implement HPV screening; 

• that we continue to respond to new national initiatives linked to immunisation.  

Healthcare Acquired Infections (HCAI) 

Infection prevention and control remains a prime importance within Leicestershire and 
Rutland and will continue to be reflected in future programs of work. NHS Leicester 
City and NHS Leicestershire County and Rutland continue to work with all provider 
organisations to embed good infection prevention and control practices and reduce 
HCAIs. The on-going commitment to reduce avoidable HCAIs is a requirement for all 
commissioners (which include the Areas Team) and providers of care which include: 

• The University Hospitals of Leicester (UHL)  

• Leicestershire Partnership Trust (LPT)  

• Independent Contractors, in particular dentists and general practices 

• Clinical Commissioning Groups (CCGs) 

• Prisons 

In 2012/13 the Operating Framework stated that the zero tolerance to all avoidable 
HCAIs would continue and that commissioners and providers were required to agree 
plans for reducing methicillin-resistant staphylococcus aureus (MRSAb) and over 
25,000 reports of clostridium difficile infection (CDI) in line with the national objective. 
NHS Leicester City, NHS Leicestershire County and Rutland and University Hospitals 
of Leicester have continued to make significant reduction in both MRSAb and CDI 
cases reported during 2011-12. This has resulted in a challenging target being set for 
all three organisations for 2012/13. In addition to this the new Department of Health 
guidance on the testing and reporting of CDI cases dictates that all positive cases of 
CDI are reported regardless of the presence of symptoms indicating signs of clinical 
infection which may affect each organisation’s ability to achieve set trajectories. 
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During 2011/12 the DH announced the requirement that GP practices register with the 
Care Quality Commission (CQC) by April 2013. The Heads of Infection Control for the 
CCG’s will continue to support GP practices in meeting their requirements for 
registration with CQC.  

The focus of work in 2012/13 includes:  

• Ensuring effective monitoring of CDI positive cases in light of the new testing 
and reporting guidance of the DH.  

• On-going clinical reviews of CDI positive patients cared for within the 
community 

• Supporting colleagues in primary care contracting relating to: 

o On-going monitoring of dental practice action plans following CQC 
concerns and in response to audit findings. 

o Support when remedial notices were issued to both Dental and GP 
practices 

• Collaborative working with contracting colleagues relating to infection control 
standards in Nottingham Rehabilitation Supplies (NRS) and Arriva Ambuline 
contracts. 
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 INFECTIOUS DISEASES 4

Control of infectious diseases is essential as these have the potential to affect large 
numbers of people and can make them very ill. There are a group of infectious 
diseases that clinicians who make a diagnosis have to report to the proper officer of 
the local authority. In practice the HPA performs this function on behalf of the local 
authority and notifications are received directly by the HPA.  

The prime purpose of the notifications system is speed in detecting possible outbreaks 
and epidemics. Accuracy of diagnosis is secondary, and since 1968 clinical suspicion 
of a notifiable infection is all that is required. 

4.1 The level of need in the population 

Between 2008 and 2010 there were 161 deaths from infectious and parasitic diseases 
to residents of Leicestershire County and Rutland (152 Leicestershire, 9 Rutland). This 
is a standardised rate of 4.5 (95% CI 3.8-5.3) per 100,000 European Standard 
Population. This rate is significantly lower than the England average of 6.4 (95% CI 
6.3-6.5). Deaths from infectious diseases do affect the younger population and 51 
(approximately one third) were in people aged under 75 years.3 
 
Table 1: Mortality from infectious and parasitic di sease (ICD10 A00-B99): 
Directly age-standardised rates (DSR): All ages: 20 08-10 (Pooled): per 100,000 
European Standard population 

 
Source: The NHS Information Centre for health and social care. © Crown Copyright. 

The mortality rate from infectious diseases has shown a gradual increase between 
1995-97 and 2008-10. There was a peak in the mortality rate in 2005-07, but this has 
dropped back down. Investigation into this peak by the HPA confirms that the increase 
in Leicestershire County and Rutland was due to a disease coding anomaly.  
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Figure 1: Mortality from infectious and parasitic d iseases 

 
Source: The NHS Information Centre for health and social care. © Crown Copyright. 

The infectious diseases that were notified to the health protection agency for persons 
resident in Leicestershire County and Rutland are detailed in Table 2. The most 
reported cases are for food poisoning (772 in 2011), mumps (170 cases), hepatitis C 
(88 cases).  

 
Table 2: Leicestershire County and Rutland Reported  Cases to Health Protection 
Unit East Midlands South 2008 to 2010 by Disease Ty pe 

Leicestershire County and Rutland Reported Cases to Health Protection Unit East Midlands 

South 2008 to 2010 by Disease Type  

  Leicestershire County Only  Rutland Only  

Disease  2008 2009 2010 2011 2008 2009 2010 2011 

Food Poisoning 

(Campylobacter/Salmonella and non-

specific food poisoning/Gastroenteritis)  648 668 747 728 58 58 44 44 

Hepatitis C  28 27 24 55 31 31 29 33 

Hepatitis B - Acute  6 8 <5 8 <5 0 0 <5 

Hepatitis B - Non Acute  25 18 14 28 11 0 <5 <5 
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Leicestershire County and Rutland Reported Cases to Health Protection Unit East Midlands 

South 2008 to 2010 by Disease Type  

  Leicestershire County Only  Rutland Only  

Disease  2008 2009 2010 2011 2008 2009 2010 2011 

Mumps  92 342 181 161 <5 13 13 9 

Pneumococcal Disease      5 12     0 <5 

Measles  37 50 22 20 <5 <5 0 <5 

Dysentery Amoebic 0 0 <5 <5 0 0 0 <5 

Dysentery (Shigella) 10 9 9 6 0 0 <5 0 

Scarlet Fever  23 34 31 38 0 <5 0 0 

Meningococcal Disease  31 23 24 16 <5 0 0 <5 

Rubella  10 24 10 9 0 <5 0 0 

Hepatitis A  <5 <5 <5 <5 0 0 0 0 

Pertussis (Whooping Cough) 47 48 13 19 0 0 <5 <5 

Typhoid/Paratyphoid <5 <5 <5 <5 0 0 0 0 

Legonnaires Disease  <5 <5 <5 <5 0 <5 0 <5 

Malaria <5 <5 <5 0 0 <5 0 0 

Haemophilius Influenzae infection      0 <5     0 0 

Listeriosis <5 <5 <5 <5 0 0 0 0 
<5 denotes numbers which are less than five. Low numbers have been suppressed to ensure patient confidentiality.  

Please note that these figures are considered to be provisional as they are based on clinical notifications (which are sometimes later 

denotified). The numbers above reflect all reported possible/probable and confirmed infections except the Meningococcal Disease 

which is based on Probable and confirmed cases only. Food poisoning refers to non-specific reports of food poisoning/Gastroenteritis, 

Campylobacter reports and Salmonella reports. Hepatitis B Non Acute refers to Chronic/Antenatal and Unspecified cases of Hepatitis B.  

Black fill indicates that the data was not routinely collected by the HPUs during this period.  

Source: East Midlands Health Protection Unit  

Tuberculosis 

Tuberculosis is caused by the bacterium Mycobacterium Tuberculosis. It can cause 
disease in the lungs as well as other sites such as the lymph nodes and bones. 

Tuberculosis, although curable with antibiotics, has re-emerged as a major public 
health problem and is the leading cause of death worldwide from a curable infectious 
disease. In England cases fell progressively until the mid-1980s but started to rise 
again in the early 1990s.4 

Case numbers in the UK are at their highest for nearly thirty years and now exceed 
9,000 per year. Much of this rise affects disadvantaged communities including certain 
ethnic minority groups and those with social risk factors such as homelessness and 
drug/alcohol misuse. This concentration in particular sections of the community 
provides unequivocal evidence for a need to strengthen efforts to control the disease 
through a range of measures targeted at key risk groups and in particular those living 
in urban areas. NICE have recently issued guidance on the management of TB in hard 
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to reach groups. TB is a disease associated with poverty and specific groups of the 
population are at heightened risk: 

• Close contacts of infectious cases; 
• Those that have lived in, travel to, or receive visitors from places where 

tuberculosis is still very common; 
• Those with immune systems weakened by HIV infection or other medical 

problems; 
• The very young and the elderly as their immune systems are less robust; 
• Those with chronic poor health and malnutrition because of lifestyle problems 

such as homelessness, drug abuse or alcoholism. 

Between 2009 and 2011 there were 42 new cases of TB reported per year (40 
Leicestershire, 2 Rutland). The incident rate per 100,000 population of 6.3 in 
Leicestershire (95% CI 4.5-8.5) is significantly lower than the England average of 15.4 
(95% CI 15.1-15.6). The Rutland rate is 5.2.5 

The health protection agency are currently undertaking a full health needs assessment 
of tuberculosis across Leicester, Leicestershire and Rutland.  

Influenza 

Influenza or 'flu' is a respiratory illness associated with infection by influenza virus. 
Symptoms frequently include headache, fever, cough, sore throat, aching muscles and 
joints. There is a wide spectrum of severity of illness ranging from minor symptoms 
through to pneumonia and death. 

Seasonal Flu 

• Influenza occurs most often in winter and usually peaks between December and 
March 

• Illnesses resembling influenza that occur in the summer are usually due to other 
viruses. 

• There are two main types of flu virus that cause infection: influenza A and influenza 
B. Influenza A usually causes a more severe illness than influenza B.  

• The influenza virus is unstable and new strains and variants are constantly 
emerging, which is one of the reasons why the flu vaccine should be given each 
year. 

• For most people influenza infection is just a nasty experience, but for some it can 
lead to more serious illnesses. 

• The most common complications of influenza are bronchitis and secondary 
bacterial pneumonia. These illnesses may require treatment in hospital and can be 
life threatening especially in the elderly, asthmatics and those in poor health. 

• The Health Protection Agency carries out laboratory tests to identify which strains 
of flu are in circulation, coordinates information at the UK level and communicates 
this information to other health professionals and to the public. This information is 
used to guide the development of policies for protecting the UK population from 
influenza. 

• The Health Protection Agency works closely with colleagues in Health Protection 
Scotland, Public Health Agency Northern Ireland, Public Health Wales, the Royal 
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College of General Practitioners, NHS Direct, the Department of Primary Care at 
Nottingham University and the Department of Health to conduct surveillance of flu 
activity in the UK and uptake of seasonal flu vaccine in England. 

Pandemic Flu 

Pandemics arise when a new virus emerges which is capable of spreading in the 
worldwide population. Unlike ordinary seasonal influenza that occurs every winter in 
the UK, pandemic flu can occur at any time of the year. 

4.2 Current services in relation to need 

Health protection services for the population of Leicestershire are provided by the 
Health Protection Agency. Health Protection Agency teams work alongside the NHS, 
local authorities and emergency services providing specialist support in communicable 
disease, infection control and emergency planning 

The East Midlands South Health Protection Unit provide expertise and advice for 
infection control, emergency planning and environmental health issues to safeguard 
the people living in the East Midlands. The mission of the unit is to:  

• Make sure threats to public health are identified, tracked and recorded 
• Offer advice and operational support to the NHS 
• Provide advice and support to the public 
• Conduct research and development to minimise health risks. 

The unit works in partnership with the local and regional NHS, local authorities and the 
emergency services. 

4.3 Projected service use and outcomes in 3-5 years  and 5-10 years 

The Health Protection Agency have been capturing data on notifiable diseases for 
nearly 30 years. This data is published annually.6 

The graphs below are a selection of the diseases for which there is data to give a 
sense of the overall trends.  

There are two main areas where there has been a significant upward trend in 
notifications – tuberculosis and food poisoning.  

Notifications of measles, whooping cough, mumps and rubella have all shown a 
significant downward trend, although the data does show outbreaks of these diseases 
periodically.  

Systems across Leicestershire and Rutland need to be able to respond to outbreaks in 
different illnesses, including pandemic flu, as and when these are detected in the 
population.  
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Figure 2: Notifications of Food Poisoning, England and Wales, 1982-2011 

 
Source: Health Protection Agency, 2012 
 
Figure 3: Notifications of Tuberculosis, England an d Wales, 1982-2011 

 
Source: Health Protection Agency, 2012 
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Figure 4: Notifications of Measles, England and Wal es, 1982-2011 

 
Source: Health Protection Agency, 2012 
 
Figure 5: Notifications of Scarlet Fever, England a nd Wales, 1982-2011 

 
Source: Health Protection Agency, 2012 

4.4 Evidence of what works 

The statutory notification of infectious diseases has been a crucial health protection 
measure in this country since the late 19th century. The purpose of notification is to 
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enable the prompt investigation, risk assessment and response to cases of infectious 
disease and contamination that present a significant risk to human health.7 

Vaccination is one of the greatest breakthroughs in modern medicine. No other 
medical intervention has done more to save lives and improve quality of life. 

Because of vaccination, we no longer see smallpox, and polio is heading towards 
eradication. The reduction in notifications for measles (Figure 4) demonstrates the 
effectiveness of the childhood immunisation programmes.  

4.5 Equality impact assessments 

Infectious diseases can affect the whole population at different times. However, there 
are particularly vulnerable groups who are more prone to be affected by both 
infections and hazards and any control systems need to take particular care to ensure 
their needs are met. These particular groups have particularly high needs: 

• pregnant women; 
• infants and young children; 
• people over 65; 
• people with pre-existing medical conditions; 
• homeless people; 
• drug and alcohol misusers; 
• people who travel to areas where infectious diseases are prevalent.  

4.6 Recommendations for commissioning 

The changes in the NHS resulting from the implementation of the Health and Social 
Care Act 2012 reach across the whole breadth of the health and social care system. 
From April 2013 Public Health England will be established as a new organisation 
which will be responsible for undertaking the health protection functions that have 
been carried out by the health protection agency.  

From April 2013, the local authority is required, via its Director of Public Health (DPH), 
to assure itself that relevant organisations have appropriate plans in place to protect 
the population and that necessary action is being taken. 

It is essential that through this period of transition there is clear leadership and 
accountability for the continued health protection functions which must be held to 
account by the Health and Wellbeing Board.  

4.7 Recommendations for needs assessment work 

Of concern is the increasing incidence of tuberculosis (TB) nationally. Whilst local TB 
rates are below average this is an issue of concern and in response to this the local 
planning forum for TB has commissioned a detailed needs assessment of TB to inform 
the redesign of TB services to meet the growing levels of need in the population.  
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 IMMUNISATIONS AND VACCINATIONS 5

Vaccination against infectious disease is one of the most effective public health 
interventions. Primary care trusts aim to achieve the 95% childhood immunisation 
target prescribed by the Department of Health. Achieving this will provide sufficient 
herd immunity to protect unimmunised children. 

Vaccination is the most effective tool against infectious diseases. Vaccines trigger the 
immune system to produce its own antibodies against disease, as though the body 
has been infected with it. This is called 'active immunity'. If the vaccinated person then 
comes into contact with the disease itself, their immune system will recognise it and 
immediately produce the antibodies needed to fight it. 

When a vaccination programme is introduced, everyone in the population of a certain 
age or risk group is offered a specific vaccine to try and reduce disease. Vaccination 
programmes aim to protect people for life. They often concentrate on young children, 
as they’re especially susceptible to many potentially dangerous infections. Some 
vaccination programmes are targeted at older people or certain risk groups.  

If enough people in a community are vaccinated, it’s harder for a disease to pass 
between those who are not. This is called herd immunity. Herd immunity is particularly 
important in protecting people who can't get vaccinated because they're too ill or 
they're having treatment that damages their immune system. 

5.1 The level of need in the population 

There are a range of different immunisations for different groups in the population 
dependent on their age and needs. These can be broadly grouped into vaccinations 
for children and older people.  

Table 3 shows the current Childhood Immunisation Schedule for the UK.  

For older people and at risk populations there is a programme of annual flu 
vaccinations as well as a vaccination programme for pneumococcal disease. 
 
Table 3: Schedule of Childhood Immunisations 
 

When to immunise What is given 

Two months old 

Diphtheria, tetanus, pertussis, polio and 

Haemophilus influenza type b (DtaP/IPV/Hib) 

Pneumococcal (PCV) 

Three months old 

Diphtheria, tetanus, pertussis, polio and 

Haemophilus influenza type b (DtaP/IPV/Hib) 

Meningitis C (MenC) 

Four months old 
Diphtheria, tetanus, pertussis, polio and 

Haemophilus influenza type b (DtaP/IPV/Hib) 
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When to immunise What is given 

Pneumococcal (PCV) 

Meningitis C (MenC) 

Between 12 and 13 months old – within a 

month of the first birthday 

Haemophilus influenza type b, Meningitis C 

(Hib/MenC) 

Measles, mumps and rubella (MMR) 

Pneumococcal (PCV) 

Three years four months to five years old 

Diphtheria, tetanus, pertussis and polio 

(dTaP/IPV or DTaP/IPV) 

Measles, mumps and rubella (MMR) 

Girls aged 12-13 years Human Papillomavirus Vaccine (HPV) 

Thirteen to 18 years old Tetanus, diphtheria and polio (Td/IPV) 

Source: Immunisation against infectious disease - ‘The Green Book’ - 2006 updated edition 

In England  in 2011/12, 94.7% children reached their first birthday having completed 
primary immunisation courses against Diphtheria, Tetanus, Pertussis, Polio and 
Haemophilus influenza type b (DTaP/IPV/Hib). This was an increase of 0.5% as 
compared to 2010/11. England coverage was also increased for Measles, Mumps and 
Rubella (MMR) by the child’s second birthday from 89.1% in 2010/11 to 91.2% in 
2011/12. This is encouraging, however still below the World Health Organization target 
of at least 95%.8 

Pneumococcal Conjugate Vaccine (PCV) booster coverage at two years also 
increased in 2011/12 to 91.5% as compared to 89.3% in 2010/11. 8 

5.2 Current services in relation to need 

Childhood Immunisations  

In 2011/12 the East Midlands region achieved higher immunisation coverage than the 
England average for all routine childhood immunisations at age 1, 2 and 5 years. LCR 
has achieved even higher immunisation rates than the East Midland and England 
average for all routine childhood immunisation rates (See Table 4 and Table 5). 

In 2011/12 LCR achieved it’s highest immunisation percentage for children receiving 
their primary vaccinations of DTaP/IPV/Hib with 97.7% receiving it by their first 
birthday, 98.5% by their second and 98.6% by their fifth birthday. The immunisation 
receiving the lowest coverage was MMR, with 92.5% of children receiving both doses 
before their 5th birthday. However this is still higher than the regional and England 
average at 88.2% and 86.0% respectively.  
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Table 4: Percentage of children immunised by their 1st and 2nd birthday 
 

  

DTaP/IPV/ 
Hib MenC PCV MMR 

Hib/MenC 
(booster) 

PCV 
(booster) 

% of 
children 
immunised 
by their 1 st 
birthday 

England 94.7 93.9 94.2 N/A N/A N/A 
East Midlands 96.2 95.4 95.8 N/A N/A N/A 
Leicestershire 
County & Rutland 
PCT 

97.7 97.0 97.4 
N/A N/A N/A 

% of 
children 
immunised 
by their 2 nd 
birthday 

England 96.1 94.9 N/A 91.2 92.3 91.5 
East Midlands 97.4 97.0 N/A 92.9 94.8 93.7 
Leicestershire 
County & Rutland 
PCT 

98.5 98.4 
N/A 

94.6 97.3 95.7 

Source: The Information Centre, 2012. 
 

Table 5: Percentage of children immunised by their 5th birthday 

  DTaP/IPV/ 
Hib Hib 

DTaP/IPV/ 
Pertussis 

Dose 
1 
MMR 

MMR 
(1st & 
2nd) 

% of 
children 
immunised 
by their 5th 
birthday 

England 95.4 94.9 87.4 92.9 86.0 
East Midlands 96.9 96.4 90.2 94.1 88.2 
Leicestershire 
County & 
Rutland PCT 

98.6 98.0 94.3 95.9 92.5 

Source: The Information Centre, 2012. 
 
When ranking LCR’s 2011/12 performance out of the total 151 Primary care 
organisations, LCR was;  

• In the top 10 PCTs for children reaching their first birthday having completed 
primary immunisation courses against DTaP/IPV/Hib (7th), Men C (10th) and 
Pneumococcal Disease (PCV) (5th). This changes to 8th for DTaP/IPV/Hib and 
6th for Men C for children reaching their 2nd birthday having completed these 
vaccinations.  

• LCR was ranked 2nd for Hib/ Men C booster and 15th for PCV booster uptake 
before the child’s second birthday.  

• LCR was ranked 22/151 PCTs for MMR immunisation by the child’s second 
birthday and 8th for completing both doses of MMR by the child’s fifth birthday. 

In 2011/12 LCR is one of the highest performing primary care organisations for 
immunisation coverage, in the East Midlands area. Vaccinations occurring within the 
first year of life have a higher coverage than those of older ages. This trend is seen 
across the East Midlands area. Figures comparing the East Midlands performance on 
the childhood immunisation coverage in children aged up to years one and two can be 
seen in Appendix 1 and 2.  

In 2011/12, 7547 children aged 13-18 years in LCR received a school leaving dose of 
Diphtheria, Tetanus and Polio.  
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Figure 6: Childhood Immunisations 

 
Source: The Information Centre, 2012. 

 
HPV Vaccination 

This programme was introduced in 2008 to reduce the incidence of cervical cancer in 
young women. Girls receive a course of 3 vaccinations in school at age 12-13 years. 
Research shows this is the age at which a good immune response is made.  

During the academic year 2011/12, uptake across Leicestershire and Rutland shows 
dose 1 – 96.7%, dose 2 – 96.7% and dose 3 - 96.6%. This means that 3,932 girls 
received the full course of HPV vaccinations. The uptake is the third highest in 
England. In second place were Halton & St Helens PCT who achieved 97% with 1,615 
girls and first were N.E. Lincolnshire Care Trust Plus who achieved 97.2% with 833 
girls.9 
 
Pertussis (Whooping Cough) in Pregnancy  

There has been a considerable increase in pertussis activity since the middle of 2011. 
The highest rates are in infants less than three months of age who are at the highest 
risk of complications and death. They are too young to gain protection from the 
childhood immunisation schedule. 

A temporary programme of immunisations for pregnant women after 28 weeks of 
pregnancy began in September 2012. The purpose is to boost antibodies in the 
vaccinated women so that pertussis antibodies are passed from the mother to her 
baby. This aims to protect the infant before routine immunisation can be started at 
eight weeks of age. 
 
Seasonal Flu Immunisation 
 
Influenza (seasonal flu) immunisation is recommended for all people aged 65 years 
and over.  

Local No.
Per Year

Local 
Value

Nat. 
Avg

Nat. 
Worst

Nat. 
Best

1 1st birthday - DTaP/IPV/Hib - Primary 7183 97.7 94.7 84.9 98.0

2 1st birthday - Men C - Primary 7134 97.0 93.9 81.4 98.0

3 1st birthday - PCV - Primary 7164 97.4 94.2 83.8 97.9

4 2nd birthday - DTaP/IPV/Hib - Primary 7180 98.5 96.1 85.7 98.7

5 2nd birthday - Men C - Primary 7168 98.4 94.9 80.0 98.4

6 2nd birthday - MMR 1st dose 6893 94.6 91.2 78.7 96.5

7 2nd birthday - Hib/Men C Booster 7093 97.3 92.3 75.7 97.9

8 2nd birthday - PCV Booster 6972 95.7 91.5 74.7 96.6

9 5th birthday - DT/IPV - Primary 7288 98.6 95.4 85.0 98.6

10 5th birthday - Hib - Primary 7246 98.0 94.9 85.3 98.4

11 5th birthday - DTaP/IPV - Booster 6969 94.3 87.4 64.9 96.6

12 5th birthday - MMR - 1st dose 7093 95.9 92.9 79.8 97.3

13 5th birthday - MMR - 1st and 2nd dose 6836 92.5 86.0 69.7 93.7

14 5th birthday - MMR - Hib/Men C booster 7012 94.8 88.9 69.5 97.8

Legend:

Significantly worse than National average

Not significantly different to National average

Significantly better than National average

No significance can be calculated

National 
w orst

National 
best

   National averageRegional average

25th Percentile 75th Percentile

National RangeIndicator
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Across England as a whole 74.0% of persons aged 65years and over were immunised 
against Influenza in 2011/12. This is higher than the East Midlands and LCR coverage 
at 73.9% and 73.2% respectively. 
 
Additional groups at risk of flu such as those with chronic conditions such as diabetes, 
heart, liver, kidney disease etc. are also recommended vaccination, but these are not 
specifically counted in this data. However, uptake for this group during 2011/12 was 
only 48.4% in LCR. This group are particularly susceptible to a poor outcome if they 
contract flu including exacerbation of their illness and hospitalisation. 
 
During the pandemic in 2009/10 pregnant women who contracted flu did not do well 
and some were admitted to hospital. Therefore it is important that they have the 
seasonal flu vaccination to protect them and their unborn child. Uptake for this group 
during 2011/12 was 29.3% but this has increased to 46.1% in 2012/13. .  
 

5.3 Projected service use and outcomes in 3-5 years  and 5-10 years 

The graphs in Figure 7-Figure 11demonstrate the year on year progress that has been 
made across Leicestershire County and Rutland in improving the uptake of childhood 
immunisations. The uptake that has been made locally is exceptional with 
improvements across all key areas.  

 
Figure 7: Trends in immunisation April 2003- Septem ber 2012 – DtaP/IPV/Hib 
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Figure 8: Trends in immunisation April 2003- Septem ber 2012 – DtaP/IPV/Hib 
Booster 

 
 
Figure 9: Trends in immunisation April 2003- Septem ber 2012 – MMR 
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Figure 10: Trends in immunisation April 2003- Septe mber 2012 – PCV Booster 
 

 
 
 
 
Figure 11: Trends in immunisation April 2003- Septe mber 2012 – Hib/MenC 
Booster 
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Despite the excellent progress that has been made locally, maintaining this level of 
coverage will be very challenging as will further improvements. Leicestershire 
continues to strive to meet local targets of 95% uptake in all of the childhood 
immunisations.  

For the annual flu uptake there is a need locally to improve uptake from 73.2% locally 
to the WHO target of 95%.  

There are a number of new immunisation programmes that are being introduced 
nationally. These are detailed below. 

Rotavirus 

Rotavirus causes around 140,000 diarrhoea cases a year in the under 5s. This results 
in hospital admissions for 1 in 10. 

An oral vaccine will be given to babies in 2 separate doses with other routine 
immunisations at around 4 months old. The programme will be introduced in 
September 2013 Studies in the United States have shown that rotavirus-related 
hospital admissions for young children have been cut by more than two thirds since 
rotavirus vaccination was introduced. 

Seasonal Flu Vaccinations to Children 

During 2011 the Joint Committee for Vaccination and Immunisations (JCVI) 
recommended an extension to the existing seasonal flu programme. From September 
2014 children aged 2 – 17 years will be offered the seasonal flu vaccination. It will 
provide protection to children and reduce the spread to those they come into contact 
with.  

Shingles Vaccinations to Older People 

The JCVI considered medical, epidemiological and economical evidence as well as 
vaccine efficacy and safety and concluded that a universal herpes zoster vaccination 
programme would be introduced for adults aged 70 and up to and including 79 years. 
A start date for this programme is not known at this time.  

5.4 Evidence of what works 

Since 2010 monthly reports have been sent to general practices showing their uptake 
rates for each childhood immunisation compared to targets. Lists of unimmunised 
children approaching their respective birthdays are also sent to allow practices to 
forward invitations. 

Significant work was carried out on verifying the data held on both the Community 
Child Health database and that held in general practice. 

Practices that appear to have a low uptake are visited and, in agreement and where 
appropriate internal service provision is adjusted to meet the needs of patients 
accessing services. 
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This targeted approach has been very effective in driving improvements in uptake in 
practices, 

5.5 Equality impact assessments 

In 2005, the Department of Health published “Vaccination Services reducing 
inequalities in uptake”.10 This report reported the following inequalities in immunisation 
uptake among disadvantaged groups and areas 

• Practices serving populations living in socially deprived areas and with poorer 
health were less likely to achieve the 95% target for childhood immunisations.11 

• Non-completion of DTP and polio immunisation was significantly associated with 
local deprivation.12 

• Children with physical or learning difficulties were significantly less likely to be 
immunised13 and the more severe the disability, the less likely the child was 
vaccinated.14 

• In 2000, uptake for influenza was lower among women and people aged over 85 
and those in the most deprived areas.15 

• There is a slight gradient in the uptake of flu vaccination among over 65s by area 
deprivation, with the most deprived fifth of PCTs having the lowest uptake and the 
least deprived fifth having the highest uptake.16 

 

5.6 Recommendations for commissioning 

The commissioning of childhood immunisation programmes is changing:  

• The Department of Health will continue to have responsibility for policy and 
securing necessary funds for new and existing programmes.  

• Public Health England (PHE) will be responsible for buying, storing and 
distributing vaccines, holding coverage and surveillance data, communication 
and providing expert advice. 

• The NHS Commissioning Board (NHS CB) will be responsible for 
commissioning all national immunisation programmes in line with agreed 
service specifications. 

• Local Authority Directors of Public Health will be responsible for ensuring there 
are plans in place to protect the health of the population within their locality, 
including immunisation and screening. 

• Screening and immunisation teams are currently being recruited by Public 
Health England. They will be accommodated by the NHS CB Local Area Teams 
(LATs) for Leicestershire and Lincolnshire. 
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It is important to ensure that the structural changes that are taking place in the NHS in 
April 2013 do not have a detrimental impact on the success of immunisation 
programmes in Leicestershire County and Rutland. The future commissioning 
arrangements for childhood immunisations must ensure:  

• that childhood immunisation rates are maintained and all areas hit the 95% 
uptake levels required for herd immunity; 

• that we continue to increase the uptake of seasonal flu vaccinations to the 
under 65 group with underlying health conditions, pregnant women and the 
over 65s; 

• that we continue to successfully implement HPV screening; 

• that we continue to respond to new national initiatives linked to immunisation.  

5.7 Recommendations for needs assessment work 

Review impact of flu programme in 2012 to assess the effectiveness of the feedback 
to practices and midwives 
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 HEALTHCARE ACQUIRED INFECTIONS 7

Healthcare Acquired Infections (HCAI) are infections that are acquired as a result of 
healthcare interventions. There are a number of factors that can increase the risk of 
acquiring an infection, but high standards of infection control practice minimise the 
risk of occurrence. 

HCAIs can cause significant morbidity to those affected and incur considerable costs 
for the NHS. In 2009/10 there were nearly 2000 reported incidences of meticillin-
resistant staphylococcus aureus (MRSA) and over 25,000 reports of clostridium 
difficile infection (CDI) at a cost to the NHS of around £260 million.17 In addition, in 
2009, 77 trusts reported 831 outbreaks of norovirus, the majority of which led to 
some form of ward closure.18 A range of policies and measures introduced by the 
Department of Health have been successful in helping the NHS reduce rates of 
MRSA bloodstream infections and CDI, but HCAIs remain a significant financial 
burden for the NHS and as a result, infection prevention and control continues to be 
a key priority for the NHS. 

NHS Leicester City (NHS LC) and NHS Leicestershire County and Rutland (NHS 
LCR) produced an annual report for HCAI – “Healthcare Associated Infection Annual 
Report April 2011 to March 2012” which is the basis for this chapter.19 

There are four healthcare acquired infections that are reported on a mandatory 
basis: 

• Meticillin-resistant Staphylococus aureus (MRSA) 
• Meticillin-susceptible Staphylococcus aureus (MSSA)  

 
Staphylococcus aureus is a bacterium that commonly colonises human 
skin and mucosa (e.g. inside the nose) without causing any problems. It 
can also cause disease, particularly if there is an opportunity for the 
bacteria to enter the body, for example through broken skin or a 
medical procedure. 
 
If the bacteria enter the body, illnesses which range from mild to life-
threatening may then develop. These include skin and wound 
infections, infected eczema, abscesses or joint infections, infections of 
the heart valves (endocarditis), pneumonia and bacteraemia (blood 
stream infection). Staphylococcus aureus also produces toxins, which if 
the bacteria contaminate incorrectly prepared food can cause food 
poisoning and have also been linked with toxic shock syndrome. Some 
strains also produce another toxin called Panton-Valentine Leukocidin 
(PVL), these tend to cause more severe disease. PVL typically affects 
young, healthy people in the community and predominantly causes skin 
and soft tissue infections such as boils, cellulitis and eye infections. 
PVL can cause more severe infections such as necrotising pneumonia, 
necrotising fasciitis and osteoarthritis.  
 
Most strains of S. aureus are sensitive to the more commonly used 
antibiotics, and infections can be effectively treated. Some S. aureus 
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bacteria are more resistant. Those resistant to the antibiotic meticillin 
are termed meticillin-resistant Staphylococcus aureus (MRSA)  and 
often require different types of antibiotic to treat them. Those that are 
sensitive to meticillin are termed meticillin-sensitive Staphylococcus 
aureus (MSSA) . MRSA and MSSA only differ in their degree of 
antibiotic resistance: other than that there is no real difference between 
them with respect to their morbidity and mortality. 

• C. difficile 
Clostridium difficile infection is the most common cause of hospital-
acquired diarrhoea. Clostridium difficile is an anaerobic bacterium that 
is present in the gut of up to 3% of healthy adults and 66% of infants. 
However, Clostridium difficile rarely causes problems in children or 
healthy adults, as it is kept in check by the normal bacterial population 
of the intestine. 
 
There are certain risk factors that predispose an individual to 
clostridium difficile acquisition. These include age (over 75yrs), 
repeated use of broad spectrum antibiotics, recent hospital admission, 
prolonged use of proton pump inhibitors and a range of gastrointestinal 
interventions/conditions. When certain antibiotics disturb the balance of 
bacteria in the gut, Clostridium difficile can multiply rapidly and produce 
toxins which cause illness. Clostridium difficile infection ranges from 
mild to severe diarrhoea which can on occasions result in severe 
inflammation of the bowel and occasionally death. 
 
Clostridium difficile infection can be spread on the hands of healthcare 
staff who come into contact with symptomatic patients or their 
environment (e.g. horizontal surfaces such as door handle, bedpans, 
toilets and frames) and in the stools of symptomatic patients 
contaminated with the bacteria or its spores.  
 
Spores are very hardy and can survive in the environment for long 
periods of times. Experience has demonstrated that the most effective 
cleaning methods are two stage: cleaning with detergent and water 
followed by disinfection. 
 

• Escherichia coli (E coli) 
 
Most strains of Escherichia coli form part of the normal intestinal 
microflora in humans and warm-blooded animals. However, some 
strains have the ability to cause disease in humans through the 
presence of specific virulence factors. 
 
These diseases include food poisoning, eg E. coli O157, or infections 
outside the intestinal tract such as urinary tract infections (UTIs), and 
bacteraemia. E. coli are also becoming an important reservoir of 
extended-spectrum beta-lactamases (ESBLs). 
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The recent increase in ESBL’s is a cause for concern which has led to 
mandatory surveillance in acute NHS trusts. 

7.1 The level of need in the population 

The report “Healthcare Associated Infection Annual Report April 2011 to March 
2012”19 includes data on HCAI for NHS Leicestershire County and Rutland and for 
University Hospitals of Leicester.  

The data in  

Table 6 is the annual published data for Leicestershire County and Rutland from the 
Health Protection Agency.20 

For the population of Leicestershire County and Rutland:  

• 227 people were identified as having Clostridium Difficile toxin in their stool 
specimen. The rate per 100,000 population was similar to the England 
average, 

• 347 people were diagnosed with an E Coli bacteraemia. The rate per 100,000 
population is significantly lower than the England average, 

• 12 people were diagnosed with an MRSA bacteraemia (MRSAb), 

• 100 people were diagnosed with an MSSAb. The rate per 100,000 population 
was similar to the England average. 

• University Hospital of Leicester Trusts recorded a MRSAb rate per 100,000 
bed days of 1.53 in 2011/12. This gives them a rank of 101 out of 163 
providers. The average of all trusts is 1.63. However, it is important to 
recognise the size of UHL and it would be more useful to compare them 
against similar trusts if this data was available.  

 
Table 6: Annual counts and rates of healthcare acqu ired infection by Primary 
Care Organisation (PCO) 2011/12 Financial Year unle ss stated 

 
Source: Health Protection Agency 2012 
(NB: the data in this table for E.Coli includes one case which is not included in the PCT Cluster 
Healthcare Associated Infection Annual Report 2011-2012. This is because this case was removed 
from local monitoring due to a successful local appeal of the case. The HPA were unable to remove 
this from the national database from which these figures have been compiled) 
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7.2 Current services in relation to need 

The Health Protection Agency assists infection control and the control of 
antimicrobial resistance in the healthcare setting by monitoring these infections with 
mandatory and voluntary surveillance schemes covering bacteraemia (blood stream 
infections) caused by Staphylococcus aureus - both meticillin-resistant 
Staphylococcus aureus (MRSA) and meticillin-sensitive Staphylococcus aureus 
(MSSA), E.coli and glycopeptide-resistant enterococcus(GRE) as well as Clostridium 
difficile infection (C. diff/CDI), surgical site infections (of which some orthopaedic 
categories are mandatory) via the surgical site infection surveillance scheme 
(SSISS). Other healthcare associated infections, including antimicrobial (antibiotic) 
resistant micro-organisms are also monitored via a voluntary microbiology laboratory 
reporting system. 

7.1 Projected service use and outcomes  

Clinical Commissioning Groups (CCG) are commissioning services containing 
quality clauses to monitor and reduce HCAI in the population. The CCGs are working 
towards attainment of a quality premium. The quality premium will be paid in 2014/15 
to clinical commissioning groups that in 2013/14 improve or achieve high standards 
of quality in a number of measures which include the incidence of healthcare 
associated infections (MRSAb and Clostridium difficile infections). 

The NHS has set organisations trajectories for the reduction of HCAI in 2012/13.21 
The trajectories for 2012/13 are included in Table 7 and Table 8. Each year 
organisations are required to show a year on year improvement against these 
trajectories. 

 
Table 7: CDI 
 

Organisation Trajectory 
2011/12 

Outturn 
2011/12 

Trajectory 
2012/13 

NHS LC 7 5 (local 3) 5 
NHS LCR 11 12 (local 11) 11 
UHL 9 8 (local 7) 6 

Source: Healthcare Associated Infection Control Quarterly Report April 2012 - June 2013 (Q1) 
 
Table 8: MRSAb 
 

Organisation Trajectory 
2011/12 

Outturn 
2011/12 

Trajectory 
2012/13 

NHS LC 93 83 86 
NHS LCR 242 227 219 
UHL 152 108 113 

Source: Healthcare Associated Infection Control Quarterly Report April 2012 - June 2013 (Q1) 

7.2 Evidence of what works 

NICE has published a quality improvement guide on the prevention and control of 
healthcare associated infections (HCAIs) in secondary care settings. Produced in 
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partnership with the Health Protection Agency (HPA) as part of a pilot project, the 
guide identifies the organisational characteristics, arrangements and practices that 
describe excellence in care and practice to prevent and control HCAIs. 

The quality improvement guide is aimed at trust boards and senior management in 
secondary care settings including commissioners, auditors, managers and providers. 
The guide consists of eleven quality improvement statements describing a level of 
excellence in infection prevention and control at a management or organisational 
level. Evidence of achievement markers accompanying each statement allow trust 
boards to assess their compliance or progress towards each statement. In addition, 
the guide provides practical examples of the types of management and structural 
processes and associated interventions that need to be in place in order to reduce 
harm from infection. 

An example of some of the quality improvement statements in the guide include: 

• Trusts have a surveillance system in place to routinely gather data and to 
carry out mandatory monitoring of HCAIs and other infections of local 
relevance to inform the local response to HCAIs. 

• Trusts ensure there is clear communication with all staff, patients and carers 
throughout the care pathway about HCAIs, infection risks and how to prevent 
HCAIs, to reduce harm from infection. 

• Trusts ensure standards of environmental cleanliness are maintained above 
the national minimum requirement. 

• Trusts work proactively in multi-agency collaborations with other local health 
and social care providers to reduce risk from infection. 

The quality improvement guide is available on the NICE website at 
http://www.nice.org.uk/guidance/phg/hcai/QualityImprovementGuide.jsp  

7.3 Recommendations for commissioning 

Infection prevention and control remains a prime importance within Leicestershire 
and Rutland and will continue to be reflected in future programs of work. NHS LC 
and NHS LCR continue to work with all provider organisations to embed good 
infection prevention and control practices and reduce HCAIs. 

The on-going commitment to reduce avoidable HCAIs is a requirement for all 
commissioners (which includes the Areas Team) and providers of care which 
include: 

• The University Hospitals of Leicester (UHL)  

• Leicestershire Partnership Trust (LPT)  

• Independent Contractors, in particular dentists and general practices 

• Clinical Commissioning Groups (CCGs) 
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• Prisons 

In 2012/13 the Operating Framework stated that the zero tolerance to all avoidable 
Healthcare Associated Infections (HCAIs) would continue and that commissioners 
and providers were required to agree plans for reducing MRSAb and CDI in line with 
the national objective. NHSLC, NHSLCR and UHL have continued to make 
significant reduction in both MRSAb and CDI cases reported during 2011-12. This 
has resulted in a challenging target being set for all three organisations for 2012/13. 
In addition to this the new DH guidance on the testing and reporting of CDI cases 
dictates that all positive cases of CDI are reported regardless of the presence of 
symptoms indicating signs of clinical infection which may affect each organisation’s 
ability to achieve set trajectories. 

During 2011/12 the DH announced the requirement that GP practices register with 
the Care Quality Commission (CQC) by April 2013. The Heads of Infection Control 
for the CCG’s will continue to support GP practices in meeting their requirements for 
registration with CQC.  

The focus of work in 2012/13 includes:  

• Ensuring effective monitoring of CDI positive cases in light of the new testing 
and reporting guidance of the DH.  

• On-going clinical reviews of CDI positive patients cared for within the 
community 

• Supporting colleagues in primary care contracting relating to: 

o On-going monitoring of dental practice action plans following CQC 
concerns and in response to audit findings. 

o Support when remedial notices were issued to both Dental and GP 
practices 

• Collaborative working with contracting colleagues relating to infection control 
standards in NRS and Arriva Ambuline contracts. 
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