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ChaMPs Public Health Network 
 
ChaMPs is the public health network for Cheshire and Merseyside PCts, NHS 
trusts, local authorities and wider organisations. Its overarching goal is to “build 
strategic partnerships to improve the health of the population”. 
 
For more information go to our website, www.champs-for-health.net, or call Viv 
Martindale at the ChaMPs support team on 0151 543 5369. 
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Improving the health of patients 
through practice-based commissioning 
 
 
 

Commissioning lifestyle interventions will: 
 
·  Improve the health of your patients 
·  Reduce contacts with the primary health care team 
·  Reduce hospital appointments and admissions 
 
… and savings can be reinvested in further beneficial health 
interventions. 
 

 
 
Chronic disease mortality and severity can be decreased by 
commissioning services and interventions which increase the rates of 
stopping smoking 
 
Interventions to stop smoking have been shown to reduce emergency 
admissions for stroke, MI and COPD. Cessation interventions offer excellent 
value for money when compared to other healthcare interventions. 
 
Current good practice: 
 

·  Current provision of GP/health professional led smoking cessation 
support, including NHS smoking cessation service, should be continued 
and improved 

·  Brief interventions in primary care should remain a corner stone of routine 
delivery of smoking cessation 

·  Primary care physicians should maintain and enhance brief interventions 
on smoking as part of routine consultations. 

 
Your PCT Tobacco Control Lead is: 

Insert their name here 
 
 
Prevent and reduce alcohol abuse 
 
Alcohol related disease accounts for up to 35% of all A&E attendances.  Brief 
interventions can reduce the number of repeat visits.  Alcohol treatment studies 
show that for every £1 spent on treatment, the public sector saves £5. 
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Current good practice: 
 
Brief interventions by healthcare professionals in primary care concerning alcohol 
use and misuse should become part of routine clinical management of patients, 
particularly women; as such interventions decrease alcohol intake. 

 
Your PCT Alcohol Lead is: 

Insert their name here 
 
 
Improve the management of high blood pressure 
 
If managed properly, blood pressure treatment could reduce hospital admissions.  
Drug treatment is recommended for blood pressure over 140/90.  But lifestyle 
changes are also effective: weight loss, increase in physical activity, reduction in 
salt and alcohol should be recommended. 
 

Your PCT Lead is: 
Insert their name here 

 
 
Increase rates of physical activity 
 
The direct impact on physical activity and contact with acute services is unclear.  
However increasing activity reduces the risk of heart disease and some cancers 
by a third.  It also lowers the risk of type 2 diabetes and obesity.  It can also 
improve other risk factors for heart disease, e.g. blood pressure, lipid profile and 
insulin resistance. 
 
There is strong evidence that individually adapted health behaviour change 
programmes in primary care are effective in increasing physical activity levels. 
 

Physical activity is effective in the treatment of depression and can be successful 
as psychotherapy or medication, particularly in the longer term – CMO, 2004. 

 
Your PCT Physical Activity Lead is: 

Insert their name here 
 

 
Increase rates of weight loss among those who are overweight or obese 
 
Even modest weight loss can reduce the risk of developing type 2 diabetes.  It 
also improves blood pressure and lipid profiles and reduces the risk of heart 
disease and cancer. 
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Current good practice: 
 
NICE guidance is expected in 2007 regarding the management of obesity.  We 
know that: 
 

·  The use of brief interventions in primary care for obesity management and 
healthy nutrition should be a routine part of all medical consultations. 
Monitoring BMI in primary care will help the monitoring of current and 
future interventions to address obesity. 

 
Your PCT Obesity Lead is: 

Insert their name here 
 
 
 

The spiralling costs of treating sexual ill health can be checked by 
commissioning effective and comprehensive sexual health services 

 
 
 
Screening and treatment for sexually transmitted infections, 
including Chlamydia 
 
Infection rates of STI and HIV are rising.  The British Association for Sexual 
Health and HIV has estimated the proposed national sexual health education 
campaign could increase attendance at GUM by 10-15%.  Failure to provide 
community-based services will see a rise in payments to specialist services 
through payment by results.  Reducing the rates of STI can dramatically reduce 
the costs associated with treatment and the associated costs of infertility caused 
by untreated and repeated infection with Chlamydia. 
 
Primary care has a role to play in improving access for their patients by providing 
alternatives to traditional GUM services, e.g: 
 

·  Increased Chlamydia screening in the community, e.g. at the practice, in 
community pharmacy, walk-in centre, self-testing kits 

·  Provision of treatment services for STIs 
·  Wider use of patient group directions in practice and community pharmacy 

 
 
Contraceptive services, including provision of long-acting reversible 
contraceptives 
 
For every £1 invested in contraceptive services there is a saving of £11 in 
associated NHS costs.  Practices should consider commissioning: 
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·  Free condom provision for high risk groups 
·  Provision of comprehensive and accessible treatment services with a full 

choice of contraceptive methods 
 

Your PCT Sexual Health Lead is: 
Insert their name here 

 
 

 
Hospital admissions can be reduced by commissioning 

 
 
Interventions to prevent people falling 
 
Interventions can reduce admissions to hospital by 20% and 27%.  Falls 
interventions will also lead to a reduction in GP visits and a reduction in hospital 
visits. Practices could: 
 

·  Commission a programme of strength and balance training with expert 
 patient style education on preventing falls and fractures 
·  Commission community based falls clinics 
·  Commission medication reviews of patients at risk from polypharmacy 
 (four or more medications) 
·  Prescribe (if not contraindicated) Vitamin D and calcium supplements 

 
Your PCT Lead is: 

Insert their name here 
 

 
Community-based management of those patients with long-term conditions 
 
“Coordinated management of people with chronic disease creates a win-win 
situation for patients and professions” – Modernisation Agency.  GP workload 
can be reduced by targeting and coordinating resources and preventing crisis 
episodes. 
 
Current recommendations for supporting people with long-term conditions: 
 

·  Multi-disciplinary teams should work across health and social care 
·  The team can include – GP, secondary care clinician, nurses, pharmacy, 

care home matrons, social workers, administrative staff etc 
·  Teams are coordinated by a senior professional, often a nurse or social 

worker 
 

Your PCT Lead is: 
Insert their name here 
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And remember to commission services which optimise prescribing 
practice. 
 

Your PCT Lead is: 
Insert their name here 
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APPENDIX 1: The evidence base and potential impact 
 

 
Improving the health of patients through practice-based commissioning 
 
Interventions to improve health, reduce illness and reduce demand on the NHS 

 
 

Priority Area 
 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Increasing the 
rates of stopping 
smoking 

Brief advice (3 mins). 
 
Brief advice and 
NRT. 
 
Intensive support. 

2.5% reduction after 
6 months with advice. 
 
5% reduction after 
6 months with NRT. 
 
8% reduction after 
6 months with intensive 
support. 

In 2 years time, if 
abstinence is maintained, 
around 1.25% of 
emergency admissions for 
MI and Stroke amongst 
smokers may be averted 
with just brief advice, rising 
to 2.5% when NRT is 
added.  Intensive support 
may reduce emergency 
admissions for MI by 4%. 
 
Given it is estimated there 
are 200 emergency 
admissions per 100, 000 
for COPD patients and that 
80% of these patients are 
smokers, a reduction in 4 
per 100, 000 emergency 
hospital admissions for 
COPD  

Cost per QALY3. 
Brief advice only £272-
£717 
Brief advice and NRT 
£971-£2821 
Intensive support4  
£1, 322-£3, 487 assuming 
1% effectiveness over 
control, reducing to  
£441-£1162 assuming 3% 
effectiveness over control. 
Average cost per life year 
saved is £7505 
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Priority Area 

 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Increasing the 
rates of stopping 
smoking 

  may be averted with brief 
advice alone.  This may be 
doubled to 8 per 100, 000 
emergency admissions for 
COPD when NRT is added 
to the intervention.  More 
intensive interventions may 
reduce COPD emergency 
admissions by 12-13 per 
100, 000 emergency 
hospital admissions. 
 

 

 
1. QALY = The overall clinical impact of different interventions can be compared using the quality-adjusted life year (QALY), 

which incorporates the effect of the intervention on mortality reduction and its impact on quality of life.  The cost of the 
intervention can be estimated and the cost per QALY (£/QALY) can then be calculated.  In this way, the most effective and 
cost-efficient interventions can be identified. 

2. NICE Guidance on developing Technological Appraisals 2004 placed a £30,000 benchmark below which interventions were 
deemed cost-effective. 

3. QALY ration varied dependant on age and sex.  Evidence presented to PHIAC (NICE) December 2005.  Note calculations 
based on intervention duration 5 (brief advice only) – 10 minutes (brief advice plus NRT) 

4. Intensive support here refers to primary care nurse-led session of 30 minutes duration 
5. Health Technology Assessment 2002, Vol6: No. 16 
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Priority Area 
 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Preventing and 
reducing alcohol 
misuse 

Brief interventions in 
primary care. 
 
Screening and brief 
interventions in A&E 

Brief interventions can 
reduce consumption by 
13%-34%. 
 
Consistently implemented 
GP-based interventions 
could reduce high risk 
drinking to safe levels for  
250, 000 men and  
67, 5000 women each 
year. 
 
1:8 harmful drinkers reduce 
levels following brief 
interventions (smoking 1:20 
with BI, 1:10 BI + NRT) 
 
Fewer repeat visits to A&E.  
Reduced journey time 
through A&E. 
 

 Estimated costs of brief 
interventions for hazardous 
and harmful drinkers is 
approximately £1,3006 per 
year of ill health or 
premature death averted. 
 
UKATT study found for 
every £1 spent on 
treatment, the public sector 
saves £5.7 

 
 

6. Department of Health 2005 Alcohol Misuse Interventions: guidance on developing a local programme of improvement. 
7. UKATT trial cited in Department of Health 2005 Alcohol Misuse Interventions: guidance on developing a local programme of 

improvement 
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Priority Area 
 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Improve the 
management of 
high blood 
pressure 

Control by diet – fish 
supplements 
 
 
Control by 
medication 

Diet is more beneficial for 
people with hypertension. 
 
Possibly 35%-40% 
reduction in stoke, 50% in 
heart failure, 16% in 
coronary events and a 
10%-15% reduction in 
mortality 
 

If blood pressure is 
managed properly, there 
could be a reduction in 
admissions. 
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Priority Area 

 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Increase rates of 
physical activity 

 
 
 
Moderate activity of 
30 minutes daily. 

There is strong evidence 
that individually adapted 
health behaviour change 
programmes in primary 
care are effective in 
increasing physical activity 
levels.8 

Based on the evidence 
found, the impact on 
emergency hospital 
admissions cannot be 
estimated. 

Analysis of a range of brief 
interventions in primary 
care, including exercise on 
prescription, shows a cost 
per QALY less than 
£6,000, even assuming a 
high drop off rate of 95%.9   

Including future health care 
costs saved per participant 
made for a total cost per 
QALY of £2, 197  -  
£7, 269, depending on the 
exact nature of the 
intervention10 

 
 
 
 

8. Health Development Agency.  The evidence of effectiveness of public health interventions – and the implications.  HDA 
Briefing No. 1 June 2004 

9. Drop off rate refers to the number of participants in an intervention who do not maintain their level of physical activity long 
enough to gain health benefit 

10. Evidence presented to Public Health Interventions Advisory Committee, NICE, December 2005.  Guidance to be published 
April 2006 
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Priority Area 

 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Increasing the 
rates of weight 
loss among those 
who are 
overweight or 
obese 

Dietary advice based 
on a theory of  
behavioural change 
and nurse 
administered health 
checks 
 
(This intervention is 
probably best aimed 
at those of high risk) 
 
 
 
 
 
Support to initiation 
of breastfeeding. 
 

Long-term interventions 
reduce dietary fat by about 
1% to 4%. 
 
Blood total cholesterol 
reduced by 3% (1.8%-
4.1%) in the least intensive 
dietary interventions and by 
7.66 (6.2%-(%) in the most 
intensive.  This would 
translate to a reduction in 
CHD risk of between 3% - 
18% 
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Priority Area 
 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Sexual Health Free condom provision 
for high risk groups 
 
Outreach and targeted 
health promotion for 
men who have sex with 
men 
 
Behavioural HIV risk 
reduction sessions for 
high risk groups 
 
Antenatal STI 
screening programmes 
 
Chlamydia screening 
 
Comprehensive and 
accessible treatment 
services with full choice 
of contraceptive 
methods. 
 

  For every £1 invested in 
contraceptive services 
there is a saving of £11 in 
associated NHS costs.11 

 
 
 

11. Department of Health 2005 Delivering Choosing Health: making healthier choices easier 
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Priority Area 
 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Interventions to 
prevent falls 

Multi-factorial 
screening and 
intervention. 
 
 
 
Muscle strengthening. 

Multi-factorial screening 
and intervention reduces 
falls by 27%. 
 
 
Muscle strengthening 
reduces falls by 20% 
 

 
 
Based on the evidence 
found, the reduction in 
admissions could be 
between 20% - 27%. 

New Zealand study 
showed cost per fall 
prevented ranged from 
NZ$1803 falling to NZ$155 
when hospital admission 
savings were incorporated 
(1998 figures)12 

 

A US study using multi-
factorial programme 
showed a US$2, 000 cost 
saving after one year, even 
taking into account the cost 
of the intervention.14 

 

 
 
 

12. Gillespie LD, Gillespie WJ, Robertson MC, Lamb SE, Cumming RG, Row BH. Interventions for preventing falls in elderly 
people.  The Cochrane Database of Systematic reviews 2003, Issue 4 

13. Study quoted at www.fallprevention.org/pages/fallfacts.htm 
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Priority Area 

 

 
Proposed 

Intervention 

 
Intervention Outcome 

 
Estimated Impact on 

Emergency Admissions 

 
Cost effectiveness of 
interventions (QALY1,2 

where available) 

Community 
bases 
management of 
patients with long 
term conditions 

Annual influenza 
immunisation for those 
at risk. 
 
 
 
 
 
 
 

Significant reduction in 
hospital admissions for 
the over 65’s. 

Over half of the patients 
admitted for influenza are 
aged over 65 – a reduction 
in the number of these 
admitted can be expected 
of between 28% - 72% 

Cost per QALY £769-
£10,184 depending on 
population group.14 

 
14. Turner D et al.  Systematic review and economic decision modelling for the prevention and treatment of influenz A and B.  

Health Technology Assessment, 2003, 7935):1-202 
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APPENDIX 2 : Sources of data 
 
The following data is available and may help with planning and developing 
services. 
 
 
Data sources 

 
Smallest geographic 

area 

 
How to get data 

To be completed locally 
 

 
Smoking 

  

·  local smoking cessation service 
activity and outcome 

Practice  

·  QOF Practice  
·  Local lifestyle surveys Postcode  
·  Prescribing data Practice  
·  Market research 
 

Postcode  

 
Alcohol 

  

·  Hospital episode statistics Postcode  
·  A&E attendances   
·  Local lifestyle surveys Postcode  
·  Market Research Postcode 

 
 

 
High blood pressure 

  

·  Qof   
·  Prescribing Practice  
·  Hospital episode statistics Postcode 

 
 

 
Physical activity 

  

·  Local lifestyle survey Postcode  
·  Exercise prescriptive 

programmes 
 

Practice  

 
Obesity 

  

·  Local lifestyle survey Postcode  
·  Qof PCT/GP Practice  
·  Childhood BMI Monitoring 

(Post. Sept. 2006) 
School/Postcode  

·  Prescribing PCT/GP Practice  
·  Hospital data (specialist 

dietetic/medical/surgical clinics) 
 

Postcode  
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Data Sources 

 
Smallest geographic 

area 

 
How to get data 

To be completed locally 
 

 
Sexual Health 
 

  

·  Health Protection Agency GUM 
Waiting times 

PCT  

·  Chlamydia screening   
·  GUM/Contraceptive services 

activity 
PCT  

·  Abortion data Postcode  
·  Conception rate Postcode  
·  Teenage pregnancy Postcode  
·  Prescribing PCT/GP practice 

 
 

 
Falls 
 

  

·  Hospital admission data Postcode  
·  A&E data Postcode  
·  Long Term Conditions   
·  Case management activity and 

outcomes 
PCT/GP Practice  

·  Qof: CHD, diabetes,  mental 
health, epilepsy 

 

PCT/GP Practice  

 
 

Other generally available information includes patient survey, mortality, births, census 
data, ONS statistics and reports, index of multiple deprivation, population estimates and 
projections for electoral wards. 
 
 
Availability of data on health of practice populations: additional notes 
 

1. Increase rates of stopping smoking 
 

Estimates of smoking prevalence are available from a number of sources: As part of 
the LDP, data is available at GP Practice level on the number of patients aged 15-75 
for whom a smoking status is recorded, and of these what percentage smoke. 
 
Smoking prevalence rates are also available at local area level as synthetic 
modelled estimates based on lifestyle surveys, thus proxy prevalence rates could be 
calculated at GP Practice level based on the geographical distribution of Practice 
populations 
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Information on the number of referrals to the Stop Smoking service should be 
available at GP Practice level from the Smoking Cessation teams 
 
Information on number of successful four-week quitters should also be available at 
Practice level along with overall success rate 
 
Information on admissions to hospital is available from inpatient records. Information 
for smoking related conditions could be extracted and rates calculated at Practice 
level.  
 
2. Prevent and reduce alcohol misuse 
 
Estimates of the prevalence of binge drinking are available at local area level. 
Proxies could be calculated at GP Practice level based on the geographical 
distribution of Practice population  
 
Information on admissions to hospital is available from inpatient records. Information 
for alcohol related conditions could be extracted and rates calculated at Practice 
level.  
 
3. Improvement in the management of high blood pressure 
 
Information is available at Practice level from the QMAS system: Figures can be 
obtained on the number of hypertensives on the Practice list, along with the 
proportion being managed appropriately. 
 
4. Increase rates of physical activity 

 
Information may be available from individual GP systems on the number of referrals 
to exercise on prescription schemes 
 
5. Increase weight loss amongst those who are overweight or obese 

 
Data is available at GP Practice level on the number of patients aged 16+ for whom 
a BMI is recorded, and of these and of these what percentage have a BMI greater 
than 30. 
 
Additionally, estimates of the prevalence of obesity are available at local area level. 
Proxies could be calculated at GP Practice level based on the geographical 
distribution of Practice population  
 
6. Provide a full range of contraceptive methods 
 
Information on prescribing of the contraceptive pill will be available from prescribing 
databases and could be accessed from PCT medicines management teams 
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7. Strategies to prevent older people falling 
 
Data on admissions to hospital as a result of a fall can be obtained from the inpatient 
database. Rates can be calculated per head of Practice population aged over 65 
 
8. Optimise prescribing  
 
Information on prescribing is available at individual GP Practice level for a range of 
drug categories, and can be accessed through PCT medicines management teams 

 
There is a toolkit available to help measure the impact of health promoting 
interventions on your practice population (see appendix 3). 

 
If you would like information on this please contact: 

Insert name here 
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APPENDIX 3: Measuring the impact 
 
 

For further advice on using this tool, please contact your PCT Public Health 
Department:  
 
Contact name …………………………………………………………………………… 
 
Email……………………………………………………………………………………… 
 
Telephone Number …………………………………………………………………… 

 
 

 
Using population impact measures for prioritisation of resources for 
practice-based commissioning in Cheshire and Merseyside 
 
 
Professor Dick Heller and colleagues from the Evidence for Population Health Unit at 
Manchester University have recently developed a methodology to provide an evidence 
base for population as well as individual health problems. 
 
It is intended to help professionals and commissioners use evidence to improve the 
health of the population, and can be tailored to fit the population size e.g. PCT or 
primary care centre.  It has a potentially similar impact to that of evidence based 
medicine in the clinical arena. Population Impact Measures (PIMs) have been 
designed to take into account the impact of an intervention on the population as a whole 
using local data. 
 
They have been used to estimate the population impact of implementing a variety of 
health care recommendations.  For example they can be used to estimate the impact of 
pharmacological or lifestyle based intervention for people with heart disease. 
 
A web based calculator is available on www.phsim.man.ac.uk that can calculate a 
number of different PIMs (vide infra).      
 
Number of Events Prevented in your Population (NEPP) is a population impact 
number and is defined as  “ the number of events prevented by the intervention in 
your population”  (Heller, BMC, Public Health 2003).  It can be used to estimate the 
population impact of a pharmacological or lifestyle based intervention among a group of 
people with a disease e.g. treatment of post AMI patients with aspirin.  They are simply 
an extension of the Absolute risk reduction ARR and the PAR, concepts with which 
public health practitioners will be familiar. 
 
The NEPP formula is: 
NEPP =  N * Pe * [Pd *] BR * RRR 
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N  =  no. of people in population of interest 
Pd  =  prevalence of the disease in the population 
Pe =  Proportion eligible for treatment [note: this is difference between the 
proportion currently treated and the proportion who should be treated according to your 
treatment goal or ‘best practice’] 
BR  =  baseline risk of an event in 5 years [note this depends on the outcome 
chosen, ie death, hospitalisation etc] 
RRR  =  relative risk reduction associated with the treatment  
 
The advantages are that they can express an abstract concept in real numbers, and 
can help decision makers assess the impact of an intervention in their own population.   
The disadvantages are that it can sometimes be difficult to get hold of the data and 
that mis-specification of the input data could lead to misleading results 
 
The following data is needed to make the calculations 
- Size (and characteristics) of your population 
- Frequency of the condition in your population 
- Best practice treatment levels (from guidelines) 
- Current treatment levels in your population 
 
 
EXAMPLE 1: ACE- inhibitor after acute MI 
 
What would be the impact of increasing treatment of post MI patients with 
statins? 
 
 
STEP 1 
Go to www.phsim.man.ac.uk  
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STEP 2 
 
Click on the NEPP hyperlink and enter  key information required for the calculator as 
follows: 

�  The RRR for death in post AMI patients from NICE guidance 1 = 0.21 (CI = 0.10- 
0.30) 

�  The number in your population of interest.  In this case, the population of England 
over 55 = 12,984,595 

�  The prevalence of people living with recent MI.  This information can be national 
e.g. Health Survey for England.   In this case, the prevalence (Pd) = .008, which 
was calculated from a population of 7148  

�  The baseline risk of event is the risk of death in post AMI patients the literature2 = 
0.0923/201114 

�  Proportion eligible for treatment (Pb) is  the best practice treatment goal  in an 
example in the literature3  = 0.80; Proportion treated now (Pt) = 0.71 from a study 
sample size of 246 

�  Proportion who adhere (Pa) = 0.072 
 
 

 
 
Scroll down the page to see the following which details the calculation 
 
 

                                                 
1 Ward S, Lloyd Jones M, Pandor A, Holmes M, Ara R and Ryan A.  Statins for the Prevention of 
Coronary Events. NICE 
2 MacIntyre K, Stewart S, Capewell S, Chalmers JW, Pell JP, Boyd J et al.  Gender and survivial: A 
population – based study of 201,114 men and women following a first acute myocardial infarction. J Am 
Coll Cardiol 2001; 38; 729-35 
3 Heller RF, Edwards R, McElduff P.  Implementing guidelines in primary care: can population impact 
measures help? BMC Public Health 2003; 3; art - 7 
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How is this relevant to my locality? 
 
The calculation was done for a population of the whole of England.  If you have local 
survey data, you can use more local prevalence data e.g. from commissioned surveys 
for your  PCT where the population (n) could be 500,000 , or for your local practice, 
where the population is 5000. 
 
 
Example 2: Flu and pneumoccocal vaccinations 
 
How many admissions could be prevented in a typical  primary care trust 
population in Cheshire and Merseyside aged over 65 years by increasing the 
uptake of influenza and pneumococcal vaccination in line with the new BTS/NICE 
guidelines in COPD ?  
  
The following concept was worked through in Trafford PCT.4 In line with the new 
BTS/NICE guidelines in COPD [2004], the number of admissions prevented in the 
Trafford population aged over 65 years by increasing the uptake of influenza and 
pneumococcal vaccination was examined. 
 
Data needed: 

�  Population size and incidence  
o Office of National Statistics  
o Local PCT’s data on  admissions 

�  Relative risk reduction from meta-analyses data  
o 0.33 for fluvac [Kelly et al 2004] 
o 0.48 for pneumovac [Nichols 1999]  

 

                                                 
4 Thanks to Arpana Verma, Islay Gemmell, Lisa Davies and Dick Heller 
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The current level of immunisation in  >65-year olds for fluvac and pneumovac was 72% 
and the aim was to increase this to 90%. The population size for Trafford was as 
follows: 

�  Total = 225,000 
�  Aged >65 = 45,000  
�  Pe = 90% - 72% = 18% or 0.18 
�  BR is 4.3 hospitalisations/1000 or 0.0043 

 
NEPP = N * Pe * [Pd *] BR * RRR 
Fluvac = 45000 * 0.18 * 0.0043 * 0.33 
Pneumovac = 45000 * 0.18 * 0.0043 * 0.48 
 
 
Using the web calculator: 
 
Fluvac 
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Pneumovac 
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What did it mean locally? 
�  Trafford average LOS for COPD 

�  11.1 days 
�  Cost of a bed day 

�  £300 
�  Without any intervention 
 

 
  Fluvac (95%CI) Pneumococcal (95% CI) 

Pe 0.18 0.18 
BR 0.0043 0.0043 
RRR 0.33 

(0.27-0.38) 
0.48 

(0.16-0.62) 
NEPP 11.5 

(9.3 to 13.8) 
16.7 

(8.3-24.7) 
Potential cost 
saving* 

£38,000 £56,000 

 
 
*The potential cost savings need to be considered in light of other factors e.g. cost of 
programmes to improve uptake. 
 
Therefore, if Trafford PCT were to increase the vaccine uptake from 72% to 90% in their 
>65 year population, they showed using this method, that they could theoretically 
prevent 11.5 and 16.7 admissions/year using fluvac and pneumovac at a cost saving of 
£38,000 and £56,000/year. 
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However, different populations with differing demographics, immunisation rates and 
baseline risk will have differing results which will influence policy making decisions 
 
So in conclusion, the utility of PIMs is to help prioritise and implement national 
guidelines based on recent evidence and local data by comparing the different cost 
savings afforded by reducing the number of admission prevented.  
 


