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Glossary 
 
Scottish Index of Multiple Deprivation (SIMD): The SIMD is the Scottish 
Government’s official measure for identifying areas of deprivation within 
Scotland. It identifies small area concentrations of multiple deprivation across all 
of Scotland in a consistent way. 
 
Socio-economic groups (SEG): These enable the classification and 
measurement of people of different social grade and income and earnings levels, 
for market research, targeting, social commentary, lifestyle statistics, and 
statistical research and analysis. The different classifications are based on the 
occupation of the head of the household (or chief income earner) and are as 
follows: 
 
Grade Social class Head of household or Chief income 

earner's occupation 
A Upper middle class Higher managerial, administrative or 

professional 
B Middle class Intermediate managerial, administrative or 

professional 
C1 Lower middle class Supervisory or clerical and junior managerial, 

administrative or professional 
C2 Skilled working class Skilled manual workers 
D Working class Semi and unskilled manual workers 
E Non-working Casual or lowest grade workers, pensioners, 

and others who depend on the welfare state 
for their income 

 
 
 
 

http://en.wikipedia.org/wiki/Upper_middle_class
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Executive summary 
 

Background  
Immunisation is a highly successful public health intervention that protects 
individuals and communities from serious infectious diseases, saving many lives 
each year. In November 2017, a Memorandum of Understanding between 
Scottish Government, British Medical Association, Integration Authorities and 
NHS Boards was signed to review and transform vaccine delivery in light of the 
increasing complexity of vaccination programmes in recent years, and to reflect 
the changing roles of those, principally GPs, tasked with delivering vaccinations. 
The Vaccination Transformation Programme (VTP) aims to modernise how 
vaccination services are delivered to communities. VTP aims to empower NHS 
health boards and local partners to deliver vaccinations rather than the long-
standing arrangement of contracting delivery through general practice. 
 
VTP began on 1 April 2018 and will run for three years. New vaccination service 
delivery models will be developed, tested and implemented, but will only become 
operational when it is safe and sustainable to do so. As the redesign has to be 
managed in a way that will not adversely impact on current vaccination uptake 
rates, it is crucial that members of the public are involved at the outset in 
discussions about the redesign of vaccination services. 
 
NHS Health Scotland, on behalf of the Scottish Government’s VTP Stakeholder 
Communications and Engagement Group, commissioned this study to explore 
the views of adults on what they consider to be the key elements of an effective 
vaccination service delivery model for adults. The findings will be used to inform 
local health board’s VTP planning processes to redesign vaccination services for 
the adult vaccinations (only) of influenza, shingles and pneumococcal disease. 
 

Aims and objectives  
The overall study aim was to explore, based on the views of Scottish adults, how 
the vaccination service is delivered across Scotland, including how it could better 
meet the needs of the population. The detailed research objectives were:  

1. Explore what the target audiences currently value about vaccination. 
2. Identify any factors that might improve vaccination experience or likelihood 

to get vaccinated including: preferences for venues or locations, which 
health professionals should deliver vaccinations, communication channels. 

3. Identify common barriers to current service delivery and accessing 
information; and describe how these might be overcome. 

4. Identify common facilitators to current service delivery and describe how 
these might be utilised in the future. 

5. Identify factors that contribute to differences in delivery across Scotland.  
6. Identify key variations in service delivery across Scotland. 
7. Identify learning to further improve service delivery in the future. 
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Method 
Eighteen extended focus groups were conducted. Each group comprised up to 8 
respondents (giving a maximum total of 144 respondents) and was 2 hours in 
length. Recruitment was conducted on a free-find basis following agreed and 
detailed sample criteria and quotas. Using an informed consent process, 
respondents signed a written consent form before the focus group confirming 
their willingness to take part and were offered a cash incentive of £40 as a thank 
you for their contribution. Groups were held in six NHS health board areas: 
Lothian, Greater Glasgow & Clyde, Grampian, Tayside, Borders, and Forth 
Valley.  
 
The sample was split evenly between two main target audiences: those aged 18-
64 years with a health condition and therefore in an ‘at risk’ group eligible for flu 
vaccination; and those aged 65-75 years, an ‘older adult’ group eligible for flu, 
shingles and pneumococcal vaccinations. 
 
All research was facilitated by senior Scott Porter researchers. Each session was 
based on a discussion guide outlining all the necessary areas of questioning. 
 

Summary of key results 
The two sample groups of At Risk and Older Adult gave a broad spectrum of 
respondent demographics, different personal views, emotional responses and a 
wide variety of practicalities that affect daily life. The many variables for any one 
respondent led to only few overall definable sample group responses. Reporting 
is by exception, with differences noted, otherwise views reflect the whole sample.  
 
Vaccination overall was thought to have value, protecting people from a specific 
disease, but there was comment that this may not necessarily translate into the 
belief that a specific vaccine might be worth having at an individual level. 
 
Reasons for vaccination were consistent, led by a desire for protection and 
disease prevention. At Risk and Older Adult groups provided similar reasons, 
except Older Adults cited it was easier and more convenient for them to get a 
vaccine as they can be more time flexible. 
 
Reasons against vaccination fell into three areas. Fear of something included a 
fear of what they had heard by word of mouth or mass media stories, but also a 
worry about side effects (flu especially), as well as a fear of needles. Lack of 
knowledge exacerbated the worry, prompting questions about whether and why it 
is needed, and not being clear about the personal consequences that may arise. 
The practicalities of vaccination related to getting a suitable appointment. It 
should be noted that accessibility issues refer to access to primary care in 
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general. All in all, respondents felt vaccinations were good but not a high priority 
through a lack of information and having to overcome the practical difficulties. 
 
No specific patterns, or demographic or geographic differences emerged for the 
current delivery process. Most GP practices had their own systems so it 
depended where the person was registered as to their views. 
 
There were high levels of knowledge of eligibility for the flu vaccine. Most 
assumed they had been told by their GP or nurse or hospital specialist. There 
were lower knowledge levels for pneumococcal and shingles, knowledge 
increasing with age and most were informed at their GP surgery. In terms of 
invitation format, most mentions were of a letter, more often by Older Adults, 
either from the GP surgery or, recently, from the NHS (although they couldn’t 
specify exactly who this was from). Most did not actively engage with the letters. 
There was some mention of text message invitations, primarily for flu as a 
‘reminder’. Most were offered a vaccination ‘because you need it’ and received 
little information, so the decision was often not active, nor informed consent. 
 
Making the appointment was not deemed easy, the success, or not depending on 
the individual’s GP surgery systems. The vast majority were asked to call in and 
make a nurse or flu clinic appointment. Most were set appointment times, but 
some were given block times, e.g. ‘come in between 10 and 12 on x date’. Many 
voiced frustration at getting appointments, especially, but not only evident for 
younger, working respondents. Appointments were often only available within 
weekday work hours which meant finding a convenient time was difficult. This 
system was deemed unfriendly and inconvenient for patients. Older Adults were 
less worried as they generally had more time flexibility. The only vaccination 
related issue was a lack of vaccine stock (Grampian, Lothian), which was felt to 
be disorganised given GP surgeries should know when sending reminders if the 
vaccine is in stock. 
 
Most cited opening hours as weekdays, 9 to 5. Very few GP surgeries offered 
Saturday morning, late night, or early morning times (these were likely to be in an 
urban area) and only a few offered extra flu clinics, usually in October. A couple 
of respondents mentioned their GP surgery linked to local pharmacies for out of 
hours appointments. Discussion highlighted that even within the same area 
opening hours differed by practice. 
 
The actual appointment was quick and practical, unless a drop-in session had 
too many people for staff to cope with. One or two respondents said they might 
have glanced at a leaflet waiting to go in and some looked at posters. Many 
respondents reported nurses did not ask many questions. If they were, they 
related to how the vaccine was last year, how they were, any cold symptoms, 
arm preference, and egg allergies. There seemed to be an assumption that by 
being there people were consenting so no more information was necessary. 
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There seemed to be no consistent advice about what to expect after 
immunisations (herein referred to as aftercare. A few were told to sit for 5 or 10 
minutes before leaving, but many ignored this. The vast majority left with no 
information, just an assumption they would know if something felt wrong to 
contact their GP.  
 
There was a very individual response to the future of vaccination service 
delivery. If the current process worked for them, then they saw little need for 
change, if not, then suggestions were made for improvement. However, there 
was a consensus view that the current service could indeed be improved. 
 
When thinking of future contact there was an expectation that the NHS should 
note an individual’s communications preferences from a raft of formats and use 
them accordingly. However, for the majority a ‘letter from the doctor’ still held a 
certain seriousness and invited the person to take action. 
 
Respondents saw a need for two invitations. The initial (for flu) or single invite 
(pneumococcal, shingles) should always be an invitation, informing and 
emphasising the vaccinations’ importance. Reminders for flu vaccinations can be 
simple and quick with a link to more information. Those who miss flu vaccinations 
would need a repeat ‘formal’ invitation, saying ‘come back’ and ‘it’s important’. 
The format for the initial or single invite and ‘come back’ communications was a 
personal letter, not an ‘NHS generic’ letter. It should be addressed and feel 
relevant to the addressee and deliver the information needed. Many noted it 
could either be in paper or email format. Reminders for flu vaccinations should be 
quick formats such as emails and texts. 
 
Respondents said information was important and needed. Current leaflets state 
facts about the disease, but do not clearly state why someone should have the 
vaccine or tell people of the ‘successes’ of the programme. Respondents wanted 
to know more about: what the vaccine is, how it is made, what is in it, what it 
does, how it works, the side effects, as well as programme results across the 
years (e.g. number with flu, number hospitalised, likelihood of side effect rates). 
Respondents also wanted to see information on the consequences of the 
disease for the individual, their family, their work, and so on, thereby reminding 
people why flu is serious for everyday life. They felt communications should 
come across more as ‘the NHS recommend you have this because…’ More 
information at invitation stage should awaken interest and confirm the vaccine is 
a good choice, making the decision a priority action.  
 
Any new appointment booking system should be simple and convenient. This 
could include easily accessible telephone lines, perhaps a dedicated line. Some 
respondents suggested developing online booking systems. To support 
attendance, respondents were clear that opening hours MUST include out of 
hours opportunities, early or late opening, or Saturday or weekend options. 
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In terms of the appointment, respondents felt this should remain a simple slot, 
the same as for current appointments, but always be well organised. They also 
felt standard check questions should be covered, especially as patients may not 
feel they have the time to ask. Given appointments are quick these questions 
could either be asked by the health professional, or via a leaflet or checklist for 
the patient to review while waiting. 
 
There was a unanimous response to who should administer vaccinations, namely 
an NHS professional, trained at giving injections. A few respondents said some 
might prefer a nurse they knew but the vast majority did not mind who 
administered the injection, as long as they were competent. 
 
In terms of where the vaccination should be administered many on first thought 
said the GP surgery. The positives being that it is a known, safe and secure 
environment. Having said this, discussion then focussed on that GP surgeries 
are getting less and less accessible to easily get appointments. So, there were 
spontaneous suggestions to consider other venues, potentially more accessible; 
offering longer opening hours; with more space; and a place that isn’t ‘the 
doctors’, leaving GP surgeries more time to do ‘their job’. 
 
A few negatives were mentioned in not having a GP surgery administrating 
vaccines, mainly referring to worries over who would handle the service and the 
location’s safety and hygiene, including whether adequate cold storage would be 
available. Cost implications were also cited, alongside a definite note that such a 
service should not be privatised. 
 
After much discussion the vast majority of respondents were open to using other 
carefully chosen venues, depending on the final cost analysis as to which 
location would be the most time- and cost-efficient method. Pharmacies were an 
obvious choice and in addition, mobile units were cited, such as mammogram 
screening units, or community venues, as blood donation services in the past.  
 
When speaking about a future service in Scotland respondents spoke about the 
development of an ‘NHS service’, meaning the NHS as a whole, for Scotland – a 
central ‘Vaccinations Scotland’ system.  
 
A system run centrally across Scotland seemed a sensible suggestion for most, 
simply with the caveat that it is run within the local community, easy to get to, 
with parking, is clean and private, and a NHS service with NHS staff and all 
patient information linked back to their central file. 
 
Aftercare demanded thought as, in theory, if the vaccinations were safe then 
nothing would be needed. However, many felt it would be good to have a specific 
leaflet or card or link detailing potential areas of concern and when to contact a 
GP. Many thought side effects should be acknowledged. This information could 
be reported back in a yearly review of the programme. 
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Respondents in Lothian and Borders mentioned apps. In Borders they stated it 
would be sensible to link the programme to the Borders NHS patient access app, 
enabling people to log on and make appointments. Respondents in Lothian 
suggested an app with a map of clinics in an area to choose one and register to 
have the jab there, thereby opening up appointment possibilities. Another format 
could be text reminders with links embedded for information and an online 
booking system. 
 
Respondents also noted a need to ensure patient identification was clear and 
that records were duly kept up to date. Some felt an adult vaccination book or 
passport would be useful for this, others suggested using the NHS number. 
 
Respondents felt the new service should be from the NHS and should educate 
people about flu and its seriousness for everyday life, not just hospital cases. It 
must be openly engaging in giving information on vaccination, the programme 
and benefits and risks (including side effects). It must be a practical, simple and 
accessible system, open and inclusive for all and use professional NHS staff 
(trained in giving injections). The location must be accessible, safe and private. 
Overall the service must be consistent across Scotland and forward thinking, 
both in the methods of informing people, and vaccine delivery. 
 
The vast majority felt that such a new system would encourage uptake if it was 
delivered by the NHS and made the issues ‘real’, thereby emphasising the 
specific vaccination is worth doing, easy to do and fits into daily life. Such a 
system would be for all Scotland, and the set-up would impress on the user that 
the NHS takes vaccination seriously and recommends its patients should too. 
This new system was also felt to work for all three adult vaccinations, flu, 
pneumococcal and shingles. Whilst flu was considered the ‘main’ vaccination 
purely in terms of the number of people who need it each year, both 
pneumococcal and shingles vaccinations should also be treated as important and 
included in and around the process used for flu giving a view that the whole 
programme was being administered in an efficient and cost-effective manner. 
 
A few respondents said they would still want to go to their GP surgery, so if this is 
not possible care would need to be taken with communication of the new service 
to allay any fears in this regard and make people feel comfortable. 
 
The respondents’ ideal process from start to finish for vaccinations would be: 

• Patients informed initially from a mix of sources that all feed into a central 
invite system: from GPs, practice nurses, hospital staff, pharmacists. 

• Central Scotland-wide invitation system, with one database that triggered 
paper or email initial invitations. Reminders for flu would also be sent on 
other formats. All communications would be as per patient preference. 

• Patients would decide based on having information that makes the 
vaccination relevant and important to them: why do I need this, what are 



 

  x 

the consequences if I don’t, what is the vaccine, what’s in it, what does it 
do, what side effects could it have, and so on. 

• Alongside this would be ongoing communications promoting the 
vaccinations service, stating why it is relevant and needed, busting myths, 
promoting correct information and giving programme updates. 

• The appointment must be easy to make and systems need to be created 
that can be accessed out of office hours, with self-booking systems and 
the assurance that appointments will be available with a call back or 
notification push if someone does need to wait for an appointment slot. 

• On the day the process would be simple, in a convenient/local location, 
with trained NHS staff, at a convenient time for the patient, by appointment 
or block time (e.g. 10am to noon for a certain block of patients) or fully-
free drop in (only if efficient), ID verified, linked into patient notes, with an 
information card to read up front and sufficiently engaging that the patient 
feels able to ask questions if they want to. 

• For aftercare there is a need to develop information cards, giving details of 
potential side effects, what to do, who to report them to. 

 

Conclusions  
People generally know and cite the fact that vaccinations are ‘good for them’, but 
there is a sense that the extent of the need for protection has been forgotten. 
 
Flu vaccination still has the highest awareness, out of the three adult vaccines 
included in this study, but seems to have lessened in importance, not being seen 
as immediately serious for some. In addition, there is a perception that there is 
little overt drive from the NHS to encourage people to get any of the three 
vaccinations and this lessens their perceived seriousness. Adult vaccinations are 
still seen as important, but in the absence of information to the contrary some are 
starting to think they aren’t needed. 
 
In terms of the current process there is a range of different approaches across 
Scotland for all three vaccinations. Most GP surgeries have their own systems, 
from invitation to aftercare. As a consequence, for some patients it works, for 
others it does not, and there is simply no consistency. 
 
Two main issues hinder the process. The first is a lack of correct knowledge 
leading to fear, misunderstandings and the aforementioned view that it may not 
be that important to take up vaccinations. The second is appointments that can 
be hard to organise and sometimes, for some, not worth the bother. Whilst this 
affects the At Risk group most, appointment issues affect the Older Adult group 
too. 
 
The inconsistent or incorrect information about vaccinations leads to worry and 
misunderstanding. It can also lead to vaccinations, or rather the disease they 
prevent, not being taken seriously enough. Information about each vaccination is 
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not sufficiently offered or promoted by the NHS, leaving people sourcing from 
other, less correct, or less reputable sources. This excess of wrong information 
provides a good background reason for some not to get vaccinated. 
Invitations appeared to be inconsistent. The initial invitation, or being told, is often 
phrased ‘you should have this’ with no specific reasons why. Only few formal 
invites are sent out (in any form) and if they are, no information goes with them. 
Pneumococcal and shingles vaccines are no different. Reminders for flu are just 
that and have no information. This means assumptions are being made that 
people are happy to go on their health professional’s recommendation, leading to 
assumed rather than informed consent. This inconsistent, verbal system doesn’t 
champion clear and important information consistently. 
 
The issue of making appointments appears to be an ever-growing problem, not 
necessarily regarding vaccinations, but instead more a general issue within 
primary care. A lack of proactive approach from GP surgeries means the onus is 
always on the patient to follow up. This, and the perception that GP surgeries are 
too busy stops people trying to make an appointment. Appointment difficulties 
can be a barrier to people having their vaccinations, especially those with busy 
working lives. 
 
The majority support the idea of improving the system to be a simple, consistent, 
organised, easily accessible, central NHS system that promotes and offers 
information on why vaccinations should be considered important. 
 

Learning for the future 
 
Communication with patients: 
• Hard copy and electronic formats are needed, but it will be necessary to keep 

thinking to the future when developing electronic formats. 
• Apps, or an online portal, should be within the communication mix as they 

would cover multiple functions and offer many benefits: offering and holding 
information signposts, prompting with notifications for reminders and news or 
information, being a source for potential clinic sites, and allowing use of 
online self-booking appointment systems. 

• For personal communications (e.g. invites) a tailored format choice should be 
offered to each patient (to pick one that will get noticed by them the most). 

• For general communications the messages about why the vaccination is 
important need to come across as very relevant to all and ensure that the 
vaccination then appears to be worth doing for each individual. 

• Communications also need to be very visible and memorable. 
 
Vaccination programme information: 
• Consider ‘going back to basics’ when providing information about the 

programme, such as what the programme is, what it does, why it’s important 
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for more than just ‘old people and the vulnerable’ or ‘ill people who’ll end up 
in hospital’, what it has achieved. 

• Use information as applicable and available to show trend analysis for the 
programme across the years, for example, perhaps the number of days 
taken off for flu, the number of hospitalisations, the number of cases of 
complications, which strains worked or didn’t work so well, and so on. 

• Be factual and make the information about life as people know it (not just 
worst case scenario), for example there may be more impact for many 
knowing that getting flu could mean losing out on wages for two weeks, or 
wondering who will look after the children for this length of time. 

• Overall be proactive about being the voice of authority in this regard, 
especially for the flu programme and endeavour to instil that taking part is the 
‘done thing’, something that simply should be done. 

 
First invitation: 
• First time invitations need to be formal, ideally a personal letter directed at 

the individual and informing ‘why’ the individual needs the vaccination and 
the practical details of what to do next. 

• Consider referring to ‘flu’ as ‘influenza’ and thereby move it away from being 
linked to being ‘just a bad cold’ – re-educate and reinforce. 

• Focus information on the invitation on the specific vaccination, highlighting 
why it’s important for the individual, what it is, what it does, the side effects. 

• Additional or further information needs to be included, or source-able for the 
individual in the format of their choice (leaflet or electronic). 

• Include programme information – uptake year on year, side effect levels, 
number of people hospitalised, etc. 

• Quick and simple is best in terms of how to get the information across. 
• Paper letters still command a respect and get noticed, but electronic email 

versions need to be offered. 
 
Reminders (primarily for flu): 
• Repeat attendees are happy for a quick reminder and texts are well known 

for this from other services so these would be a useful method for many. 
• Ideally add links in the texts to online booking systems or clinic sites, as well 

as signposting to relevant information. 
• Remember to make any information included relevant and not the same each 

time, but instead highlighting new information, as in ‘this year …’ 
• Again, the format will need to be tailored to the individual and a short letter 

may still be needed for some. 
 
Making the appointment: 
• Making an appointment needs to be easy and simple and at the patient’s 

convenience, so consider dedicated phone lines and develop electronic 
booking systems for self-service booking. 

• Drop in sessions could be considered, but only if run very efficiently. 
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Opening hours: 
• Make people feel they can easily ‘pop in’ to get vaccinated, so extending the 

availability of opening hours is a necessity, include early mornings (from 
6.30/7am), later evenings (to 9/10pm), and weekends. 

Clinic location: 
• Opening up the range of locations patients can choose may support 

attendance as people can go to the venue with the most convenient hours. 
• The clinic needs to feel local or nearby to all, with easy access (to get to, to 

park at and to get around), be private, clean, and safe, and have the ability to 
link to NHS systems (for patient record updates). 

• Locations could include any of the following: GP surgery buildings; 
pharmacies (although limited space was acknowledged); community venues 
– town/village halls, community/leisure centres; local hotels, function rooms 
(although maybe not if it was deemed too much like ‘going to the pub’); or 
mobile units (as blood banks or breast screening), which would be assumed 
to be in supermarket carparks, or somewhere similar. 

• Pick locations that are most cost effective and can become ‘the place to go 
for vaccinations’ (same place each year). 

 
Central system: 
• Everything must be NHS delivered, with trained, professional staff who are 

experts in giving injections, in vaccines and in the specific programmes. 
• Only very few respondents wanted to know the person administering the 

vaccine to maintain comfort levels, so it would be suggested that there is an 
option to go to the GP/nurse, or that this is addressed perhaps by introducing 
the team in year one and then being consistent with the staff across time in 
individual locations so people can get used to the new team. 

• A central service (‘NHS’ equates to ‘all Scotland’) is seen to offer scope for 
efficiencies in time, expertise, and costs, so ‘Scotland’s Vaccinations Service’ 
will be accepted and trusted if the system and staff prove their worth. 

• The new service should incorporate all vaccines and the same processes 
should apply for all, so if a central system used, consider for example a twice 
yearly ‘vaccine time’, say May and October and all who become eligible in 
the months in between get invited each time. 

• ID systems will be paramount if the service moves away from primary care to 
ensure records are up to date so develop a suitable ID system for all to use, 
for example: CHI numbers, or bar codes (as in bowel screening). Consider a 
format people can remember or have their number to hand: for example, a 
vaccines book/passport, an NHS card of some sort. 

 
The vaccination appointment: 
• The appointment should be quick and efficient, but not so quick and efficient 

that the individual feels unable to ask a question if they want to. 
 
Advice on what to expect after immunisations: 



 

  xiv 

• Consider a ‘take away’ note, a small leaflet or credit card sized ‘keep me’ to 
say ‘thank you, it was important to do this’; listing side effects, how people 
might feel, what to do and when if they feel unwell; with a signpost to more 
information; and with a reminder for flu that side effects may not happen 
each time due to the changing vaccine, so please come back next year. 
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1. Introduction 
 

1.1 Background to immunisation and the vaccination programme 
Immunisation is the safest way to protect individuals and communities from 
serious diseases. The Scottish Immunisation Programme (which is part of the 
Scottish Health Protection Network) impacts almost every individual in Scotland.  
 
The Scottish Immunisation Programme’s schedule involves a number of different 
vaccination programmes, each of which provides protection against infectious 
disease to individuals or populations at different stages of life, including:  

• routine infant and childhood vaccinations (through general practice); 
• school-age vaccinations – including human papillomavirus (HPV) and 

childhood influenza (flu) (in schools by NHS health boards); 
• adult vaccinations – such as influenza (flu), pneumococcal and shingles 

(through general practice); 
• vaccinations delivered to ‘at risk’ individuals on the basis of specific clinical 

need or identified risk factors (e.g. people who are immunocompromised) 
(through general practice); and 

• travel-related vaccinations (if NHS funded – through general practice). 
 
In November 2017, a Memorandum of Understanding between Scottish 
Government, British Medical Association, Integration Authorities and NHS Boards 
was signed to review and transform vaccine delivery in light of the increasing 
complexity of vaccination programmes in recent years, and to reflect the 
changing roles of those, principally GPs, tasked with delivering vaccinations. The 
Vaccination Transformation Programme (VTP) aims to modernise how 
vaccination services are delivered to communities. VTP aims to empower NHS 
health boards and local partners to deliver vaccinations rather than the long-
standing arrangement of contracting delivery through general practice. 
 
This programme of change has been prompted by a number of recent 
developments: the significant expansion in the vaccination schedule, the 
increasing complexity of vaccinations and the modernisation of the roles of those 
involved in delivering vaccinations (the majority of programmes having been 
administered up until now through general practice).  
 
VTP began on 1 April 2018 and will run for three years. Business change 
managers have been identified in each NHS Health Board and will work with their 
local Health and Social Care partners, Integration Joint Boards, Primary Care 
colleagues and communities to redesign vaccination service delivery models. 
New vaccination service delivery models will be developed, tested and 
implemented, but will only become operational when it is safe and sustainable to 
do so. 
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While the UK Joint Committee on Vaccination and Immunisation (JCVI) will 
continue to guide national policy and the vaccination programmes, delivery will 
be managed and implemented by NHS Health Boards and their local partners to 
suit their local population, geography and workforce. 
 
As the vaccination service delivery redesign under the VTP has to be managed in 
a way that will not adversely impact on current vaccination rates, it is crucial that 
members of the public have a say in this and that they are involved at the outset 
in discussions about the planning and redesign of their vaccination services. 
 

1.2 The vaccination services to be considered 
The focus of this research is on the delivery of three adult vaccination 
programmes: 
 
Influenza (flu) is a highly communicable, acute viral infection of the respiratory 
tract. Data are currently derived from the information technology (IT) systems of 
99% general practitioner (GP) practices across Scotland. The flu vaccine uptake 
in those over 65 years by GP practice in Scotland (2016-17 season) showed that 
the average uptake for GP practices is 73% (half of GP practices have an uptake 
between 69% and 77%). Flu vaccinations are available annually to ‘at risk’ 
individuals on the basis of specific clinical need or identified risk factors (18-64 
year olds) as well as all adults aged 65 years and older. Seasonal influenza 
vaccination uptake in the ‘at risk’ individuals is low, with less than half of those 
who are eligible being vaccinated. 
 
The live attenuated shingles vaccine was introduced in Scotland in 2013. From 
September 2018, all adults who have recently turned 70 years old will be offered 
a single dose. In addition, all those who were previously offered the shingles 
vaccine but did not take up the offer, will remain eligible until their 80th birthday. 
The shingles vaccine has a number of contraindications. Data are currently 
derived from GP IT systems (and linked to the Scottish Index of Multiple 
Deprivation (SIMD)). The latest Shingles vaccine uptake figures for the 2017/18 
programme showed a drop in cumulative uptake levels, 42.6% for those offered 
the vaccine when they turned 70 years old (compared to 44.37% in the same 
time period 2016/17). When the shingles vaccine uptake rate was studied by 
deprivation (SIMD) for routine and catch up cohorts in 2016/17, it was found that 
there was an inequality gap for both the routine and catch-up cohort (i.e. 43% 
uptake in most deprived areas versus 51% uptake rate in the least deprived 
areas for 70 year old cohort; 36% uptake in most deprived area versus 45% in 
the least deprived area for the catch up cohort of 76 year olds). 
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Pneumococcal disease is the term used to describe infections caused by the 
bacterium Streptococcus pneumoniae (also called pneumococcus). There is a 
seasonal variation in pneumococcal disease, with peak levels in the winter 
months. A single dose of the pneumococcal vaccine is available to adults aged 
over 65 years. At the time of reporting, there is no uptake data available for this 
vaccine. 
 

1.3 The purpose of this research 
NHS Health Scotland, on behalf of the Scottish Government’s VTP Stakeholder 
Communications and Engagement Group, commissioned this study to explore 
the views of adults on what they consider to be the key elements of an effective 
vaccination service delivery model for adults.  
 
The findings from this study will be used by VTP business change managers to 
inform their local health board’s VTP planning processes during the period April 
2019 to March 2021. High level VTP plans indicate that many of the health 
boards will redesign the vaccination services for the three adult vaccine-
preventable diseases in years 2 and 3 of the VTP. 
 

1.4 Aims and objectives  
The overall study aim was to explore, based on the views of Scottish adults, how 
the vaccination service is delivered across Scotland, including how it could better 
meet the needs of the population.  
 
Specifically this included views of the adult vaccination programmes: flu, shingles 
and pneumococcal. The routine infant and childhood, school-age and travel-
related vaccination programmes were out of scope for this research as they were 
being addressed by other means. 
 
The detailed research objectives were as follows:  

1. Explore what the target audience currently value about vaccination. 
2. Identify any factors that might improve vaccination experience or likelihood 

to get vaccinated including: 
• establishing preferences for service delivery venues or locations 
• establishing which health professionals are preferred to deliver 

vaccinations and whether is it important to be vaccinated by a 
health professional known to them 

• establishing the preferred communication channels to receive 
information about the infectious disease and the vaccination 

• establishing the preferred form of engagement about getting 
vaccinated.  

3. Identify common barriers to current service delivery and accessing 
information; and describe where possible how these might be overcome 
from the perspective of the target audience. 
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4. Identify common facilitators to current service delivery and describe how 
these might be utilised from the target audience’s perspective. 

5. Identify factors that may be contributing to differences in service delivery 
across Scotland from the target audience’s perception.  

6. Identify key variations in service delivery across Scotland from the 
perspective of the target audience. 

7. Identify learning to further improve service delivery in the future. 
 

1.5 Report structure  
This report details all the results from this research. It outlines the method and 
samples chosen, then illustrates the findings from the study before drawing 
together a discussion of these results and providing conclusions and learning for 
the future service to aid the development of the VTP for these three adult 
vaccination programmes.  
 
Sections 3, 4 and 5 of the report show the findings from the 18 extended, 2-hour 
focus groups conducted. Section 3 starts with some contextual background to 
highlight the respondents’ background and then discusses knowledge about and 
views of the value of vaccinations, and reasons for and against vaccination. 
Section 4 reviews the current vaccination delivery process in detail and Section 5 
provides respondents’ thoughts on a future vaccination delivery process. After 
detailing the findings and discussing them, conclusions and learning for the 
future service are presented. 
 
Please note all reporting is done by exception. This means that specific 
audiences are only mentioned if they differ from the majority. If no mention is 
made to a specific audience then the response illustrated is relevant across the 
whole sample and there was no difference between sample groups. 
 
Appendices 1 to 4 of the report show all the research material (participant 
information sheet – 1, consent form – 2, recruitment questionnaire – 3, and 
discussion guide – 4). 
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2. Methodology  
 

2.1 Considerations for study design 
A number of issues were considered when designing the specifics of the 
approach to the study and the sample composition. 

2.1.1 The sensitivity of the subject 
Previous experience with the general public about vaccinations and screening 
programmes had shown these subjects can be sensitive for some people. Whilst 
some would be happy to speak about health issues such as this, for others their 
personal health would not be something they would speak about. Vaccinations, 
although not linked to having a specific condition, and not, like screening, linked 
to the potential to discover ‘bad news’, are nevertheless a reminder of illness and 
as such some may have been less than happy to speak of their thoughts on this. 
Any research needed therefore to be treated in a sensitive manner, enabling 
people to give responses in an open and comfortable way via a route that 
allowed them to feel that they could respond at the level they wished to.  

2.1.2 The potential for peer pressure within group situations 
It was also necessary to consider how people may react to speaking about this 
subject within a group setting. It could be said that health issues would be best 
considered one-to-one and that in a group setting people would offer responses 
that conformed to the social norm. However, for the objectives it was necessary 
to discuss the best process for vaccinations, the practical, as well as emotional 
aspects that make up a good service. Any one person may or may not have gone 
through each of the vaccinations and as such may or may not have knowledge of 
and thoughts about the current processes. Discussing them in a group allowed 
more and varied experiences to be drawn in the discussion and used as 
examples of good and bad practice, thereby allowing a better evaluation of the 
different aspects of the vaccination process. 

2.1.3 The need to encourage and develop thoughts within research sessions 
The main objective was to understand how the vaccination service could best be 
delivered across Scotland. However, for the general public, their experiences at 
first thought may not be very in-depth. It was necessary to encourage discussion 
within the sessions and also to allow the development of thoughts and ideas so 
that they could be discussed, reviewed and then the ideal service evaluated. To 
do this it was necessary to hold extended focus group sessions to enable the 
incorporation of different research techniques to allow the flow of ideas to be fully 
developed. 
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2.1.4 The target audience/sample 
The research covers two main audiences: 18-64 year old ‘At Risk’ and those 
aged 65 to 75 (Older Adult). Given the need to cover all three vaccinations there 
was, by definition, an overall older respondent population within the research. It 
was important to explore how the younger ‘At Risk’ group’s views were different 
to the Older Adult group and to understand how this may affect the ideal process 
for each audience.  
 
It was also necessary to think about the impact if a sample comprised 
respondents from only the most deprived areas in SIMD 1 and 2 postcodes. 
Recruiting only from these areas would give their views of an ideal vaccination 
service but not the views of the remaining 60% of the population and higher 
social grades. This could have meant the service as devised might not have 
been suitable for the whole population and a caveat to this effect would need to 
have been be added to the results when devising new services. All SIMD 
postcodes were therefore included within the sample to mitigate this.  
 
The final sample for the study is describe in the later section 2.3.2 Sample. 

2.1.5 Three vaccinations and different levels of experience 
The different sample groups had different experiences of vaccinations. Taking 
out the experiences of vaccinations as a child or young person, the At Risk 
audience only had experience of the flu vaccination and any travel vaccinations 
they may have had, whilst the Older Adult respondents may or may not have 
experienced either flu, or shingles or the pneumococcal vaccinations.  
 
In order to ensure that we learned as much as possible about what might make 
up the ideal vaccination process it was necessary to gather insight from all 
vaccination processes by recruiting people who had had different experiences 
across the different vaccinations. Which and how many vaccinations people had 
experienced was considered when drawing up the sample profile to allow varied 
views to be included and discussed within the research sessions. 

2.1.6 Locations: the need to cover all of Scotland 
The vaccination programme is to cover all of Scotland and will be implemented 
by the different Health Boards, therefore it was necessary to review the current 
situation across a good mix of Health Board areas to ensure the learning for the 
future can apply in all areas. Care was therefore needed when looking into 
research locations, bearing in mind what is currently available in terms of 
vaccination processes and general infrastructure, from rural to urban locations. 
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2.1.7 Differences in the current vaccination programme across Health Boards 
The differences across Health Boards and between GP practices with regards to 
current vaccination processes, meant it was necessary to consider how best to 
allocate the research sample to account for these. For example, if one GP 
practice routinely contacts those turning 70 to tell them about the shingles 
vaccination and another does not, then potential respondents from each practice 
would have a fundamentally different knowledge and view of the service. It was 
therefore necessary to consider this as a variable within the sample. 

2.1.8 Feasible possibilities for the new service 
The objectives stated that there was a need to explore how the vaccination 
service is delivered across Scotland to better meet the needs of the population. 
With this in mind, it was necessary to consider how blue-sky the research was to 
be, or how wide and open the responses were to be with regards to what people 
want of a service. For example, could the response be that a home vaccination 
service would be desired? If this would not be feasible then knowing this in 
advance would enable respondents to challenge and temper responses given to 
ensure the learning for the future is realistic.  
 

2.2 Method 
A qualitative approach was deemed the most appropriate given the more 
exploratory nature of the research objectives. Moreover, a single methodology, 
consisting of extended focus group discussions was deemed necessary given 
the different requirements posed by the objectives and sample. An extended 
group format was therefore used, with a total of 18 focus groups being 
conducted, each session comprising up to 8 respondents (giving a maximum of 
144 respondents) and running to 2 hours in length. 
 
The more creative and interactive aspects of the extended group methodology 
offered a number of advantages, particularly given project’s developmental focus. 
The more open and discursive approach, together with the longer time available 
to develop ideas, was ideal in maximising the vaccination programme user 
learnings, especially in terms of the value associated with the different 
vaccinations and differentiating critical quality drivers for the process from added 
value or engagement elements. The research focus could be more strategic in 
identifying what really mattered and what (else) was valued or desired. 
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2.3 Recruitment 
Recruitment was conducted on a free-find basis using Scott Porter’s network of 
freelance recruiters who followed agreed and detailed sample criteria, quotas 
and timings. Experienced recruiters from the specific research locations sourced 
potential respondents from the area who were of the appropriate age and risk 
category, therefore eligible to receive the various vaccinations. This was done via 
approaching people on the street and talking to them, and then also by 
snowballing potential contacts as appropriate. 
 
The process for the recruitment was as follows: 

• At the start, the ‘invite to research’ material was designed to approval. 
• Locations were confirmed to ensure sufficient potential respondents could 

be sourced from which 8 respondents per group could be recruited. 
• Recruiters were sent the appropriate documentation and then received a 

full telephone briefing on the project requirements.  
• All screening was done via a recruitment questionnaire devised by Scott 

Porter and signed off by the NHS Health Scotland prior to recruitment 
starting. This document included all the criteria needed to determine the 
sample groups and reach quotas. This can be seen in Appendix 3. 

• If they qualified for inclusion and were willing to participate in principle the 
respondent was given a ‘Research Information Sheet’, showing full details 
of the project and who to contact for further information. See Appendix 2. 

• Once they had read this and were happy to proceed, formal consent was 
gained in writing. Respondents were also given a formal invitation 
confirming the focus group date, time and venue details. See Appendix 1. 

• All received a phone call or text message a day or so before the groups to 
check they were still willing to take part (a further verbal consent). 

• In addition, on arrival at the group session respondents were reminded of 
the research process, including audio recording, confidentiality and data 
protection, they then gave written consent confirming that they had been 
informed and were happy and willing to participate.  

 
All respondents were offered a cash thank you for their time and contribution, as 
is customary in research studies of this kind, receiving a £40 incentive at the end 
of their participation.  
 

2.4 Sample 
To evaluate the vaccinations programme with a robust qualitative sample the full 
range of sample criteria was reviewed and the relative weighting of each 
considered, to find a rounded and relevant final sample frame. The following 
constituted the key variables that were considered when designing the sample 
specification for this project. 
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2.4.1 Target audience 
The research sample was split by two main target audiences. 

• Audience 1: males and females aged 18-64 years with a health condition 
that placed them in an ‘at risk’ group eligible for the flu vaccination 

o incl.: asplenia/dysfunction of the spleen, asthma, bronchitis, chronic 
heart disease, chronic kidney failure, cystic fibrosis, diabetes, 
emphysema, HIV infection, liver, morbid obesity, multiple sclerosis. 

• Audience 2: males and females aged 65-75 years who were eligible for 
flu, shingles and pneumococcal vaccinations 

o flu and pneumococcal: all ages from 65 to 75 
o shingles: from age 70. 

2.4.2 Age 
The 18 to 64 age group was split into three brackets to place people of roughly 
similar ages into one session – 18 to 34, 35 to 49 and 50 to 64 years old. For the 
65 to 75 age group there was a nominal split of 65 to 69 and 70 to 75, with the 
shingles vaccine taking predominance in this second group as people need to be 
70 and above to be eligible for this vaccine. 

2.4.3 Up-take of the vaccinations 
The sample included primarily those who have been vaccinated (although they 
may not have had all the vaccines they were eligible for) to understand the 
motivators and barriers to up-take and have some knowledge of the vaccination 
process. Previous experience of vaccinations was covered in two ways: 

• flu: included a mix of those who had been regularly vaccinated every year, 
those vaccinated at least once, and those who had not been vaccinated at 
all 

• shingles and pneumococcal: as they are both one-off vaccinations it was a 
yes or no response, so a mix of both were included. 

 
As the research was primarily about the vaccination process, it was decided that 
it would not add anything to the sample to hold groups pertaining to one or other 
of the vaccinations alone, the process being more important in this case than the 
specific vaccination. It was decided to include as many experiences of 
vaccinations as possible in each session. 
 
Regarding those who had never been vaccinated, a decision was taken, in 
agreement with the Project Commissioning and Advisory Group, that if a 
respondent had no knowledge of the system at all they would have little to 
contribute, and may need ‘educating’ about the process, which would hinder the 
discussion, so they were excluded from the research. Inviting people who had a 
mix of experiences, having taken up one or two, but maybe not all three 
vaccinations, meant sufficient knowledge could be gained from them of the 
reasons why they do and do not get vaccinated.  
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2.4.4 Level of deprivation/socio-economic group 
The research brief stated that the research was to concentrate on those who live 
in more deprived areas as defined by the SIMD quintiles 1 and 2, but given adult 
vaccination programmes serve the whole population the views of those in SIMD 
areas 3, 4 and 5, the more affluent areas were also included. 
 
For recruitment, the SIMD 1 and 2 sample reflected the lower social grades of 
socio-economic groups (SEG) C2, D and E as postcode definitions that define a 
property in a SIMD area do not necessarily translate into the appropriate social 
grade household. Likewise, the SIMD 3, 4 and 5 were matched to the higher 
social grades – SEG C1, B and A. 

2.4.5 Gender 
The groups would not have benefitted greatly from being single gender, so there 
was mixed gender in each group. 

2.4.6 NHS Health Board area/locality 
Respondents lived in a mix of urban and rural locations in NHS health board 
areas: Lothian, Greater Glasgow & Clyde, Grampian, Tayside, Borders, and 
Forth Valley. ‘Urban’ locations were deemed to be larger towns and cities, ‘mid-
way’, smaller towns out of the major conurbation areas and ‘rural’ to include 
villages and those living in the countryside. No formal definition was given, but 
locations were chosen to represent these broad categories. 

2.4.7 Exclusion criteria 
There were also two recruitment exclusions. The first exclusion was anyone who 
rejected the concept of vaccinating people against illnesses (agreed strongly to, 
“I am opposed to the idea of vaccinating people against illnesses”). Anyone who 
was very anti vaccination overall could have potentially skewed the discussion 
and it was felt would probably not have contributed positively to thoughts about 
potential future delivery services. The second exclusion was anyone who 
currently or previously worked in healthcare or medicine (NHS), marketing or 
advertising. This is a standard exclusion to avoid having anyone with specific 
knowledge of the areas under discussion, or the research process itself within 
the sessions, which again could lead to potential research bias occurring. 

2.4.8 Final sample framework 
Based on the above variables, and final discussion with NHS Health Scotland 
and the Project Advisory Group, the sample composition was as follows in Table 
1 for a total of 18 extended 2-hour focus groups, all mixed gender, weighted 
to SIMD 1 and 2 (social grade C2DE), but including SIMD 3, 4 and 5 (social 
grade ABC1). 
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Table 1: Sample composition for 18 focus groups 
 
 Audience Age SIMD Vaccination status Location 
1 18-64 at risk 18-34 1 & 2 Mix of uptake per group: 

- Flu: never/once/always 
- Pneumococcal: yes/no 

Urban 

2 18-64 at risk 18-34 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Rural 

3 18-64 at risk 18-34 3-5 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Mid-way 

4 18-64 at risk 35-49 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Urban 

5 18-64 at risk 35-49 3-5 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Rural 

6 18-64 at risk 35-49 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Mid-way 

7 18-64 at risk 50-64 3-5 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Urban 

8 18-64 at risk 50-64 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Rural 

9 18-64 at risk 50-64 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 

Mid-way 

10 65 to 75 yrs 65-69 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Urban 

11 65 to 75 yrs 65-69 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Rural 

12 65 to 75 yrs 65-69 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Mid-way 

13 65 to 75 yrs 65-69 3-5 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Mid-way 
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14 65 to 75 yrs 70-75 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Urban 

15 65 to 75 yrs 70-75 3-5 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Urban 

16 65 to 75 yrs 70-75 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Rural 

17 65 to 75 yrs 70-75 3-5 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Rural 

18 65 to 75 yrs 70-75 1 & 2 Mix of uptake per group: 
- Flu: never/once/always 
- Pneumococcal: yes/no 
- Shingles, age 70+: yes/no 

Mid-way 

 

2.5 Interview approach 
All research was facilitated by senior Scott Porter researchers. Each session was 
based on a discussion guide outlining the necessary areas of questioning. This 
was prepared in draft form and forwarded to NHS Health Scotland and the 
Project Advisory Group for input and approval prior to fieldwork commencing.  
 
The following areas of enquiry were covered in detail and the discussion guide 
can be seen in Appendix 4 of this document: 

• what is valued about vaccination programmes in general 
• experiences of getting vaccinated including: 

o factors that made/would make an experience a positive one 
o factors that made/would make an experience negative or off-putting 

 including what deters people from deciding to be vaccinated 
 what did/would help to improve this 

o preferences for service delivery venues or locations 
o preferences for which health professional should administer 

vaccinations and whether it is important to know them 
• how information about vaccination programmes is currently accessed and 

what communication channels are preferred to receive information about 
the disease and the vaccination 

o preferred form(s) of engagement about getting vaccinated 
o what might further improve service delivery in the future. 



 

  13 

2.6 Method of analysis 
Provided permission was obtained from each respondent, each group was audio 
recorded and then transcribed or notes taken. The method of analysis involved 
interpretation of the data based upon the required study output (as defined by the 
objectives) and the discussion guide. An informal, thematic framework was 
designed around the objectives and used by each researcher to develop their 
notes which were then used to facilitate thematic and explanatory analysis. All 
members of the research team then met to discuss the outcomes of their 
respective sessions and the final findings were pulled together and formed from 
this discussion. 
 

2.7 Limitations 
A limitation of the study was that given the project constraints it was not possible 
to speak to people across all of Scotland. Therefore, given the research aims 
were about the process of getting vaccinations there may be issues the research 
did not uncover. However, by ensuring a wide mix of demographics were 
covered the design mitigated this as well as it could. 
 
A further limitation was that the respondents all had at least one of the three adult 
vaccinations under discussion. This was done to ensure that the conversation 
was pertinent to them, in other words they could talk about the process. 
However, those who decided not to get vaccinated at all may have decided not to 
because, for example, appointments were too inconvenient, therefore the extent 
of these issues may be higher than the research would suggest. Again, recruiting 
respondents who had received one but maybe not all three vaccinations allowed 
us to talk about the individual reasons for choosing or not choosing to take the 
vaccinations and this was done to mitigate this limitation. 
 

2.8 Ethics approval  
Following a review of the NHS assessment criteria for research ethics it was 
confirmed that the study did not require NHS research ethics committee 
approval. Therefore, the study was reviewed and received a favourable opinion 
from NHS Health Scotland’s Research Development Group. 
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3. Background views on vaccinations 
 
This section provides some contextual background to highlight the respondents’ 
background and then discusses knowledge about and views of the value of 
vaccinations, and reasons for and against vaccination. 

3.1 Respondent’s background – context 
The two main sample groups of ‘At Risk’ and ‘Older Adult’ gave a broad 
spectrum of respondents for this research. These two groups built an overall 
sample that covered many different types of people: from 18 to 75 years old; with 
self-perceived levels of wellbeing; in different life stages; with a variety of working 
status including those not working and retired; and from urban populations to 
rural areas. The whole sample also showed a broad spectrum of different 
personal views and emotional responses and a wide variety of different 
practicalities that affect daily life. 
 
Of important note here is that the many and multiple variables for any one 
respondent led to only few overall definable and specific ‘sample group’ 
responses.  
 

3.2 Definition and knowledge of vaccination 
Prior to looking at the vaccination process respondents were asked about how 
they felt about vaccinations overall. This was done to understand how important 
vaccinations were deemed to be by the respondents, thereby giving background 
context to their views on the vaccination delivery process. This section details 
their thoughts on vaccinations. 

3.2.1 Definition of ‘vaccination’ 
When asked to think of what comes to mind for ‘vaccinations’ many respondents 
spontaneously defined this simply as to ‘stop people getting diseases’, or that it is 
‘protection’, something for ‘just in case’. Equally as many also added that 
vaccination is generally considered a good idea.  
 
However, this was balanced by as many respondents who cited worries. There 
were two main areas of concerns at a spontaneous level. The first was a query 
about the efficacy of vaccination and whether it really worked as described as 
some respondents said it was hard to ‘prove’ a vaccination worked as absence of 
the disease could be the vaccine or it could be not just contracting the disease. 
The second worry voiced initially was that of side effects, both those reported by 
others and those from personal experience.  
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Respondents were much more likely to think of the flu vaccination spontaneously 
than the other adult vaccinations, including pneumococcal or shingles. This also 
appeared to be the case in the Older Adult age group where it could be surmised 
that they would think more equally of all three adult vaccines given they were 
eligible for both pneumococcal and shingles vaccines. 
 
When thinking of vaccinations other positive thoughts included comments that 
they help an individual and are easy to receive. Vaccinations also stop disease 
from spreading, and are for those with low immunity and assist with the ability to 
fight diseases. Vaccinations were mentioned as being for those with asthma and 
diabetes, the elderly and vulnerable people (i.e. those with lower immunity). 
 
Other neutral comments focussed on specifics, namely that they cover flu, 
pneumonia and shingles, that flu is a regular in winter, that they link vaccinations 
to doctors and nurses, children and school. Some commented that vaccinations 
were something that goes into the body and that they work after 10 days. Others 
voiced the question regarding how long they are effective for, a year (if a new 
vaccine is needed annually), or longer. 
 
Vaccinations also raised more negative thoughts, such as a dislike of needles, 
pain, and dread. Vaccinations were also seen to be inconvenient as it can be 
difficult to get an appointment or find time to get to the GP surgery during 
opening hours. 

3.2.2 Knowledge of adult vaccinations 
All 18 group sessions spontaneously mentioned the flu vaccination first and most 
frequently. Otherwise knowledge of other adult vaccinations was less definite and 
required some consideration by respondents. In spite of this, in most of the focus 
groups there was at least some awareness of the pneumococcal and shingles 
vaccinations, although, this tended to increase with age and the likelihood to 
have been personally offered the vaccination. 
Other vaccinations (aside from travel) mentioned by respondents included:  

• most mentions: HPV (younger groups only); tetanus; hepatitis A/B/C 
• fewer mentions for: polio; MMR/mumps/measles 
• individual mentions: bird flu; rabies; tuberculosis/BCG; whooping cough 

(when pregnant) 
 

3.3 The value of vaccinations 
Respondents thought vaccinations had value. This was clearly shown in the 
spontaneous comments that vaccines stop and protect people from a specific 
disease, as well as in the frequent follow up comments of ‘you just know 
vaccines are good for you’. 
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Knowledge about vaccinations was felt to be almost automatically understood, ‘a 
given’. The majority felt that vaccinations had been part of their lives since 
childhood, but since there were fewer vaccinations for adults, they were thought 
about less frequently as an adult, maybe only coming to the fore again in later 
years. 
 
The only exception to this were parents who have had to decide for their children 
in recent years. A few said they had chosen to review information and consider 
their consent specifically with regards to their children and vaccinations. 
 
Whilst the general view was that vaccinations were positive and a known entity, 
there was some comment that this may not necessarily translate into the belief 
that a specific vaccine might be worth having at an individual level. 
 

3.4 Reasons for vaccination 
This section of the report looks at the reasons why someone might get 
vaccinated, as seen by this sample of those who have received at least one of 
the three adult vaccinations under discussion. 
 
When verbalising the reasons why someone would get vaccinated generally one 
of the main reasons was cited as ‘for protection’, named variously as to reduce 
the risk of getting the disease, to reduce the risk of the severity of the disease, to 
protect others, for example as a carer for someone at risk, and also to stop 
disease spreading in the population more generally. 
 
The word precaution was also used by many, in terms of perhaps an insurance 
against getting the disease, vaccinations being something which would give 
someone peace of mind and mean they had ‘no need to worry’. 
 
Respondents also talked about vaccinations being important for those who had 
risk conditions, citing specifically those with low immunity, older people, and 
pregnant women. Interestingly most of the at-risk audience did not cite their own 
conditions, highlighting that they did not necessarily define themselves as ‘at 
risk’. 
 
Recommendation was also a factor that many felt would make someone have a 
vaccination, namely if a health professional told them to. Employers were also 
mentioned here, with some saying that more companies appeared to be asking 
people to have the flu vaccine on a regular basis. 
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Following these reasons came some of the fears that the vaccination would 
protect against. Fear of the consequences of being ill was a worry for some, who 
said they generally did not want to be ill as this would impact on day-to-day life, 
going to work, covering childcare. It was noted here that this showed a worry that 
was less about what the disease might do and more about the consequences of 
being ill for more than just a couple of days. 
 
The next fear however was indeed of the specific disease being vaccinated 
against and a need to protect themselves against it. These respondents said they 
were scared of the disease, especially if they or someone close had had the 
disease before, for example flu or shingles. 
 
Some also mentioned that habit came into the equation for the flu vaccine. It was 
felt to be easy to receive, just one injection, once a year. Linked here was the 
comment that word of mouth at ‘flu time’ led some to consider vaccination if they 
felt that ‘everyone was doing it’. 
 
Finally, and mentioned by a few was the fact that it is free (for those who are 
eligible). 
 
All in all, there were consistent views regarding why people get vaccinated and 
for these respondents the basic premise of vaccinations led the way, their desire 
for protection and prevention of the disease. The reasons were also consistent 
across both the At Risk and Older Adult groups, except, that ‘easy to do’ and 
‘convenient’ were both more likely to be voiced in Older Adult groups, those who 
were no longer at work and able to be more flexible with appointment times, or 
simply likely to be visiting their GP surgery more often. 
 

3.5 Reasons against vaccination 
The report now looks at the reasons why someone might not get vaccinated and 
there were three main reasons why respondents thought people would not get 
vaccinated. 
 
The first and most mentioned in all of the groups was a fear of something. This 
included a fear of what someone had heard about in word of mouth stories or 
media stories (where they said most of the ‘news’ about vaccinations seemed to 
be), but also a worry about side effects of the vaccination (for flu especially), as 
well as a fear of needles. 
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The second reason surrounded a lack of knowledge, something that 
respondents felt could exacerbate the fear. The lack of knowledge was vocalised 
in a series of questions. ‘Do I need it?’ was a common question many wanted 
answered, especially any who would otherwise have declared themselves to be 
healthy. This was the case for all three vaccines, and also the case for those with 
at risk conditions where for example, their asthma put them on the flu list, but 
they felt, was not an indicator of their general health status.  
 
Many also questioned why they should have it. For flu they felt they were not 
clear of the consequences for them personally that might arise from getting flu. 
Whilst many cited that it can be serious, the majority also said that they did not 
know of anyone who had been hospitalised with flu and therefore questioned just 
how ‘serious’ it really is, unless someone is very at risk. This appeared to be the 
same for shingles and also for pneumonia, where many were not aware of the 
consequences of the disease. It could be said that all three diseases felt 
somewhat removed from the individuals, with stories about severe cases 
belonging to ‘someone in the news’, but not necessarily to them or their close 
families. 
 
The next set of questions related to whether the flu vaccination gives someone 
flu. In spite of the leaflets and health professionals informing people that the 
vaccine cannot give people flu there was still much confusion given that many 
had themselves, or knew people who have had side effects after having the 
vaccination.  
 
Given this first-hand knowledge of symptoms that happened after the vaccination 
some respondents felt they were being ‘fobbed off’ by health professionals or not 
listened to in this regard. This built a feeling of uncertainty and lessened the trust 
in the health system behind vaccinations. In a very immediate way it also turned 
people off having a vaccine if the symptoms they experienced were sufficiently 
severe to make them want to avoid a repeat experience. 
 
Perhaps related to this were questions surrounding the flu vaccine’s efficacy. 
With little knowledge of how the vaccine is made each year, how it works, what 
the different strains mean and how and if people are immune to all the strains, 
there would appear to be an overall lack of knowledge in this regard. This again 
raised uncertainties in respondent’s minds relating to the worth of the vaccine. 
Efficacy levels were also raised with regards to what the flu vaccine can do, i.e. 
does it prevent flu totally, make the symptoms less severe, or does it depend on 
the strain. This would mean the vaccine was only useful if someone ‘happened’ 
to get the right strain. This also lessened some respondents’ belief in the 
potential value of the flu vaccine. 
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The final reason for not getting vaccinated was linked to the practicalities of 
getting vaccinations. Here respondents noted having time to get to the GP 
surgery during their opening hours and also the difficulties in getting suitable 
appointments times. Busy lives, some of the Older Adult group respondents 
included, meant organising and getting vaccinated felt like a chore. The level of 
difficulty to get the practicalities sorted, linked to where vaccinations came on 
their priority list could determine if the vaccination took place. 
 
Other reasons why respondents felt someone might choose not to get vaccinated 
covered a wider range of topics, including: 

• religious reasons – mentioned in most groups, but with no further detail; 
• concerns about the body building up too much immunity and not being 

able to fight things itself – something a few were just not sure about; 
• shortages of vaccines – for the flu vaccine this year in some areas it was 

said there were shortages at the point reminders went out which meant 
respondents had called their GP surgery to book an appointment to be 
told the vaccines hadn’t arrived and they would need to call back (some 
multiple times); 

• don’t know eligibility – some felt not everyone would know they were 
eligible for a vaccination, especially for pneumococcal and shingles; 

• some mentioned that someone might have a fear of going to the doctors, 
not wanting potentially to be asked about other issues; and  

• being anti-vaccinations – most groups assumed that some people just 
wouldn’t believe in vaccinations at all. 

 
Looking across all the responses for why someone might choose not to get 
vaccinated, many of the reasons related to a lack of correct knowledge. 
However, it could also be said that these responses were driven more from a 
surplus of incorrect or wrong knowledge which led people to decide not to get 
vaccinated, or made it seem less serious.  
 
Respondents were more likely to cite knowledge sources for vaccines as being 
word of mouth or the media, rather than the NHS, and this they themselves said 
may be why there is a myriad of myths and queries about vaccinations. After 
discussion, for some it became clear that people ‘know’ about vaccines, but the 
majority of this knowledge was not from reputable sources and often not correct. 
 
Some comments that highlighted this were as follows: 
 

“The wrong information is out there, no clear, concise answers to clear 
up the stories.” At risk, 50-64 years, SEG ABC1, Lothian 
 
“I’ve heard stories about how they missed the right strain, so how do 
they work it out? It makes you think, what’s the point, it’s guesswork!” 
At risk, 18-24 years, SEG C2DE, Tayside 
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“Last year all we heard was they got it wrong, not what it did right. We 
need positive feedback from the NHS. Trusted information, admitting 
the reality.” At risk, 35-49 years, SEG C2DE, Grampian 
 

3.6 The main driver and obstacles to vaccinations 
Across the groups, respondents cited the main driver to vaccinations as being 
protection or ‘insurance’ against the disease. 
 
The main barriers to people choosing to be vaccinated were twofold. 
Respondents cited the lack of correct knowledge and fear, especially about flu, 
as one of the main obstacles. Many others also stated that accessibility issues 
with GP surgeries were increasing and this, along with busy lives was deterring 
people from making the call to book an appointment. It should be noted here that 
when respondents spoke of accessibility issues, they were referring to access to 
primary care in general, not necessarily something specifically that occurs as a 
result of the vaccinations process (unless vaccines were not available or they 
attended flu clinics that they felt were disorganised). 
 
All in all, respondents felt that vaccinations were something good however, 
potentially not a priority through lack of information and practical challenges.  
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4. The current vaccination delivery process 
 
This section reviews the current vaccination delivery process in detail, what 
happens now for these respondents within their GP practices. 
 
The first point to note with regards to the current vaccination delivery process is 
that within and across the focus groups no very specific patterns emerged with 
regards to the current process. There were also no specific demographic 
differences with regards to the current service, nor were there any real 
geographic differences. All in all, each GP practice appeared to have their own 
system, so the process depended on where the person was registered and 
therefore this led a respondent’s view of the current process. This appeared to be 
the same for flu, pneumococcal and shingles vaccinations. Indeed, within many 
of the focus groups respondents themselves expressed some surprise at the 
differences between GP practices that were noted at such a local level. 
 

4.1 Current process – eligibility 
There were high levels of knowledge regarding eligibility for the flu vaccine, 
although some in the At Risk group commented that it did not always seem to be 
‘automatic’ eligibility if someone has a pertinent condition and they did not 
understand why this was the case. This was especially apparent when these 
groups looked at the current flu leaflet, commenting that it lists simply, for 
example, ‘asthma’, but they queried if this meant everyone who has asthma. 
 
The vast majority assumed that they had been told they were eligible by their GP 
or nurse or a specialist in hospital. This would have been on diagnosis of a 
specific condition, they said, or simply ‘at some point’, with many unsure when 
this might have been (it was too long ago for some respondents to remember). 
 
A few found out either through a relative or their carer that it would be useful for 
them to be vaccinated. A few found out in relation to work and a few individuals 
said they had checked with their GP. 
 
For pneumococcal and shingles there were lower knowledge levels with 
knowledge increasing with age. Having said this fewer respondents overall in the 
Older Adult group had had these vaccinations compared to flu. Most who 
received them were only told about them at their local GP surgery if the health 
professional deemed that they ‘needed’ them and it appeared to be more often 
mentioned by the nurse than the GP.  
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Overall, finding out about these two vaccines appeared to be more likely to be 
verbal at their GP surgery, than via any form of formal invitation. 
 

“I was just told one day ‘we’ll do it while you’re here’. Which is good, 
no time to worry! But I didn’t get any information about it.” Older Adult, 
65-69 years, SEG C2DE, Grampian 
 

4.2 Current process – the invitation 
There were a mix of approaches mentioned by respondents when it came to 
invitations, with little consistency across the groups. Overall, At Risk respondents 
appeared more likely to have neither received nor seen an invitation, whereas 
the Older Adult respondents were more likely to have been ‘invited’ by letter or 
verbally whilst at the GP surgery for another reason. The main formats for 
invitations show this inconsistent mix.  
 
An invitation by letter was most frequently mentioned, more often by the Older 
Adult group, either sent by their GP surgery or some said, in a recent change, 
from the NHS. Those who mentioned these new NHS letters were not sure 
where the invitation had actually come from, but their assumption was that it 
wasn’t their GP surgery. Those who received letters were from all age groups, 
and across the sample it did not appear that many actively engaged with the 
letters themselves. Letters for flu were in the main seen as a reminder, some 
even stating that the letter only came out of the envelope as far as the word flu 
and then they knew they needed to make an appointment. For pneumococcal 
and shingles there appeared to be less mention of letters as invitations, with 
many of the Older Adult respondents, as stated previously, being verbally 
informed at an appointment for another reason. 
 
There was some mention of text messages being used as an invitation, primarily 
for flu. These were principally a ‘reminder’ in that they informed the person they 
should get in touch with their GP surgery to make an appointment. These 
definitely came from their GP surgery, being used as a reminder in the same 
way, they said, as the text reminders they received for appointments generally 
(for example for dentist or optician appointments). 
 
As mentioned some were asked by a nurse or doctor (primary care or specialists) 
if they wanted the vaccination. This tended to happen for flu if someone had just 
been diagnosed with a risk condition, and for pneumococcal if someone was 
seeing the doctor for another issue. Some Older Adult respondents had also 
been invited, or told about a vaccine by GP surgery staff when making 
appointments or dealing with the reception desk. 
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A couple of respondents had received a phone call from their GP surgery asking 
them if they wanted one of the vaccinations. One Older Adult respondent said 
they received a telephone invitation from their GP surgery to attend for the 
shingles vaccination and the person on the phone assumed they would simply 
say yes and pushed them to book an appointment. However, as this respondent 
knew nothing about shingles and it was ‘out of the blue’ they felt unable to simply 
say yes at that moment. They assumed a letter would follow, but it had not thus 
far. 
 
Other reminders for the vaccinations were taken in via the general 
communications respondents had seen. Mention was made here variously of 
posters in the NHS generally and their GP surgeries specifically, the TV ad for 
flu, notes on the bottom of repeat prescription slips, and an ad in the local paper 
(from the GP surgery). Hearing others talking about the vaccine was deemed 
another reminder to think about it. 
 

4.3 Current process – information provided at invitation 
The majority were offered a vaccination because they needed it and said that 
there was little information given to them at the point of offer, for example on why 
they specifically needed it, what it is, what it does, what the side effects might be 
and what the consequences could be if the vaccination was not taken and they 
got the disease. 
 

“I’ve got problems with my liver, so that’s why I get it, but I don’t really 
know WHY I need it.” At risk, 18-34 years, SEG ABC1, Grampian 

 
For flu most said they were initially told they were eligible verbally and were given 
no information. Nearly all then spoke of what they had received in the following 
years as ‘a reminder’, simply saying it was an equivalent of ‘it’s flu jab time, make 
an appointment’. 
 
Most of the Older Adult respondents had been offered pneumococcal at their flu 
jab appointment, along the lines of ‘you could have this for pneumonia, do you 
want it?’. This was often said to be ‘literally now’, with the dose ready to go in 
straight after the flu jab. A few of the At Risk group had been offered this, but 
they all had specific conditions and had been told by their specialists that they 
should have it, so had arranged for it. Again no information was reported as 
given. 
 
The shingles vaccine had had the least uptake within the eligible sample. Most of 
these had been offered this at other appointment, a couple of respondents had 
received a phone call and another couple had had a letter after their 70th 
birthday. There was however, whichever format, little or no information given with 
the invitation and often they were not sure why and if they should have it. 
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Overall there appeared to be an assumption, or perception that the NHS 
assumes patients do not need more information and therefore the onus was on 
the patient to find out more if they want to know. 
 

4.4 Current process – the decision 
For the majority of respondents, the decision to have one of the three 
vaccinations was not a particularly active one. After deliberation at the focus 
groups most also felt it could also be said that it was not one of ‘informed’ 
consent.  
 
The reasons for this were that most were recommended to have the vaccination 
by a health professional. Given vaccinations were somehow inherently seen as 
good by these respondents a recommendation was all most felt they needed. 
Indeed, some said it was simply a common-sense decision as they didn’t want to 
get the disease. This mix of reasons was especially the case for pneumococcal 
and shingles. For flu, those who had the vaccination every year felt that it had 
become a habit, or a necessity to ensure they didn’t get flu.  
 
There was however at this point, little or no mention of leaflets or information 
being given or sent out to help with the decision. 
 

“You've already decided vaccines are good, so you know you’re going 
to do it, so it’s not a decision per se, especially the flu… and it’s 
doctor’s recommendation for the others.” Older Adult, 70-75 years, 
SEG ABC1, Lothian 
 
“I just go for it, trust in them (the NHS) that you need it and it’ll be ok if 
they say so.” At risk, 35-49 years, SEG C2DE, Greater Glasgow and 
Clyde 
 
“It’s not a decision, it’s a necessity.” At risk, 18-34 years, SEG C2DE, 
Lothian 

 
For a minority however it was an active decision (cited by individuals in five 
groups, four At Risk and one Older Adult). These respondents worked through 
several questions in order to make their decision, thereby answering the main 
thought of ‘is it worth it?’. They wanted to know why they needed it. Some 
respondents worried about previous reactions to the flu jab.  
 
A couple of respondents said they liked to research the flu strains chosen each 
year and decide then whether they thought it was worth having. A couple of other 
respondents thought about the practical aspects of how long it might take to get 
an appointment and was it worth the wait. One respondent mentioned they would 
always do some research if it was a vaccination they had never heard of before. 
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4.5 Current process – making the appointment 
Making the appointment was not deemed easy by many respondents across all 
groups. This aspect of the process is of course completely driven by the 
individual’s GP surgery processes. The success, or not, of making an 
appointment therefore depends on these individual GP surgery systems. 
 
The vast majority were asked to call in and make an appointment and for the 
majority this was usually a general nurse appointment. The appointment could 
also be within the GP surgery’s flu clinics, where they either had specific 
appointments or were given block appointment times, for example between 10 
and 12 on a set date. 
 
Overall there were vast amounts of frustration about getting appointments, the 
negatives very much outweighing those surgeries where it was deemed ‘ok’. The 
frustration was especially, but not only evident for the younger respondents, 
those with family, or working, or just generally with busy lives.  
 
Their issues came with the fact that appointments were often only available 
within weekday working hours which meant that trying to find a convenient slot 
between the busy GP surgery and their own busy life was very difficult. 
 
The worst system appeared to be that which demanded they call in from 8.30am 
on the day in the hope of getting an appointment that day. These GP surgeries 
were often also those which did not allow advance booking of appointments. This 
system was mentioned by some and generally seen as a very unfriendly and an 
inconvenient method for patients. Not only did they have to be available from 
8.30am in the morning to call, but then everyone else was calling in too, resulting 
in not being able to get through (sometimes trying for an hour or more). It also 
meant that everything for that day had to be flexible enough to drop and fit in an 
appointment, without even being sure an appointment would be available. This 
was just not possible for many, especially those who travelled to work early and 
who were therefore out or indeed at work before 8.30am. 
 

“(Call in at 8.30 for an appointment that day) Can’t just take a day off 
to get an appointment, no, not going to happen!” At risk, 50-64 years, 
SEG ABC1, Lothian 

 
Whilst all ages found difficulties with some of the appointment booking systems 
the Older Adult group were less frustrated overall as, whilst they did not like the 
waiting time to get through to make an appointment and the fact that it might take 
weeks for one to become available, they generally had more opportunity to be 
more flexible with their time should an appointment be available. 
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There were only few specific vaccination related frustrations with regards to 
making the appointment, and this usually related to a lack of vaccine stock. 
Instances were reported in more than one focus group of being told to call back 
in a week for three or four weeks in a row due to low vaccine stock. Given that 
people often called to make an appointment from a reminder or request this was 
felt to be ‘completely disorganised’. Respondents did not understand why this 
would be the case, and indeed if vaccine stocks were low then they felt the GP 
surgery should instead contact the patients when they were back in stock. 
 

“Reminders go out too early and they don’t have the vaccines in, so 
people then say if you’re not organised I won’t be back.” At risk, 50-64 
years, SEG ABC1, Lothian 
 

4.6 Current process – opening hours 
Most cited the opening hours available to them for vaccination appointments as 
the usual GP surgery hours. For many this was likely to be weekdays and in 
working hours, from around 9am to 5pm. Some surgeries had nurses who started 
at 8am and a few ran appointments until 5.30pm, but only a handful of the GP 
surgeries mentioned by respondents appeared to have either Saturday morning 
opening, or a late night or early morning surgery. 
 
Only few of the respondent’s surgeries opened for extra hours at flu vaccination 
times, usually throughout October. Mention was made of Saturday clinics, for 
example from 9am-noon, or early clinics from 7am to 9am on some mornings, or 
likewise evening clinics from 7pm to 9pm on selected days. A couple of 
respondents in Lothian and Grampian mentioned their GP surgery linked into 
local pharmacies for overspill or out of hours appointments which they felt was a 
useful service to offer. 
 

“Can go to Boots if it’s out of hours, you get referred from the local 
surgery and given an appointment time.” At risk, 18-34 years, SEG 
C2DE, Lothian 

 
The discussions of opening hours within individual group sessions led to some 
envious comments from respondents who wanted their GP surgery to do 
likewise, highlighting that even within the same local area opening hours differ by 
GP practice. 
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4.7 Current process – on the day of the appointment 
The actual appointment was for many a simple task, being quick and practical, 
many citing that it was usually ‘2 minutes and you’re done’.  
 
The only times this was not the case was where surgeries had tried open drop-in 
clinics and they had not gone well, with far too many people arriving at one time 
for the staff to cope with the numbers. 
 
For the majority however the process on the day was to register and wait, usually 
in the main waiting room, although a few GP surgeries had specific flu areas. 
One or two individuals across the focus groups were given a leaflet at this point. 
 
During the wait for the appointment one or two said they might have glanced at a 
leaflet to pass the time, if given them, or if they were within easy reach, but most 
said there was no information nearby. Some looked at the posters on the waiting 
room walls, but these tended to be practical in nature (rather than informative 
about the vaccination itself) with a few stating that specifically for flu season the 
posters were about how to be prepared for the appointment, such as: 
 

“There’s a big poster on the wall that says ‘If you’re here for your flu 
jab please take your jacket off, roll you sleeve up and be prepared.’ A 
big poster, so you know, call name, in, jab, out.” At risk, 50-64 years, 
SEG ABC1, Lothian 

 
When called in to see the nurse the appointment was said by all to be no more 
than 2 minutes. Many said the nurse asked no questions and the process was in 
essence a hello, the jab, and a goodbye. Mention was made that a couple of GP 
surgeries did not even ask people to sit down and they (the respondents) stood 
for their vaccinations.  
 

“I don’t even get to sit down it’s so quick, you just stand there!” At risk, 
18-34 years, SEG C2DE, Lothian 

 
However, some individuals were asked questions, albeit about a mix of a range 
of different things including: 

• ‘How was it last year?’ – with regards to any side effects noted. 
• ‘How are you?’ or ‘Do you feel ok?’ – mostly taken at its simplest form, 

almost passing the time of day. 
• ‘Have you any cold symptoms at the moment?’ – a more specific question 

to see if the patient has any symptoms which would mean they couldn’t 
have the flu jab that day (note: most not aware this could be the case). 

• ‘Which arm would you like it in?’ or ‘Which arm do you write with?’ – some 
nurses asked this with the aim of choosing the non-dominant arm so that if 
the patient’s arm did get sore it would be less of an issue for them. 

• ‘Are you allergic to eggs?’ – to check for any potential allergic reactions. 
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Respondents said there seemed to be an assumption that by being at the 
appointment the patient was consenting and happy to proceed and that this 
implied no more information was necessary. All in all there appeared to be a very 
random mix of information and questions asked by health professionals, very 
much dependent on the nurse administering the vaccination (in the vast majority 
of cases) and also perhaps on the patient’s overall health situation. 
 

4.8 Current process – advice on what to expect after immunisations 
There appeared to be no consistent advice about what to expect after 
immunisations (herein referred to as aftercare). Once the vaccine was given 
respondents said they simply left. A few were told to sit for 5 or 10 minutes 
before leaving, but no one was checked during this time and as they received no 
explanation as to why they needed to do this and they assumed the vaccination 
could not have that adverse a reaction, many simply ignored the instruction and 
left.  
 

“Take care, see you next year!” At risk, 18-35 years, SEG C2DE, 
Tayside 

 
The vast majority left with no concrete information on the vaccination, potential 
side effects, what to do, etc. Only one or two individuals were given something to 
take away, a small piece of paper with potential side effects noted. Some were 
told their arm might get sore, or they might experience some cold symptoms, with 
only a vague instruction to come back if it is bad. 
 
The general view was that there must be an assumption by the health 
professional that the person knows if something felt wrong it would be up to them 
to contact their GP. One respondent said ‘it’s like it’s obvious that’s what you’d 
do’. 
 
This was deemed the same for flu, pneumococcal and shingles vaccinations. 
 

4.9 Positive and negatives of the current process 
As mentioned, many of the positives and negatives about the current system 
have to do with the individual’s GP surgery processes. As such some 
respondents felt the process was good overall, but those from a neighbouring 
practice could potentially have a much more negative outlook on their service. 
 
The positives of the current process, generally in the minority compared to the 
negatives, were summed up as follows: 

• invitations: in theory there were a sufficient number of different formats for 
all to be made aware of the vaccinations; 

• appointments: were satisfactory if the person had time to spare, or a good 
GP practice that had a patient friendly system and appointments available; 
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• on the day: all good if it was quick, simple and on time; and  
• advice after receiving immunisations: acceptable, if the assumption was 

that everything was ok and there were no after effects. 
 
On the other hand, the negatives cited for the current process generally 
outweighed the positives and included the following: 

• invitations: the delivery was inconsistent, with no perceived systemised 
process, so people did not always know if they were eligible, with little 
information available at first time invitation; 

• appointments: often it was difficult to get an appointment, especially with 
difficult call-in systems, and there was a general lack of suitable 
appointments available, often due to perceived restrictive opening hours; 

• on the day: whilst appointments were generally ok, drop-in systems were, 
more often than not, less well organised, thereby making it a long visit, 
with usually little or no information proactively offered and inconsistent 
questions from health professionals; and 

• advice after receiving immunisations: again here there was little 
consistency with no or very little explanation or information provision. 

 

4.10 Differences across demographics and across Scotland 
No major differences were seen by geography, but more urban based GP 
practices tended to have early, late, or weekend opening hours, whilst Grampian 
and Lothian areas appeared to have had most difficulties with flu vaccine 
provision (stock) this year. 
 
In terms of demographic differences, these mostly centred on whether the person 
was working or not working or retired. Clearly it appeared to be much easier if the 
person was not working, as they were more able to work around appointment 
and opening hour restrictions. It was also easier for those who had other reasons 
to be at their GP surgery (they saw the posters first and were likely to be asked 
during another appointment). The At Risk group also seemed to be slightly less 
likely to be on formal reminder lists for flu, leading them to question whether they 
should or should not be getting the vaccine. 
 

4.11 The current process and encouraging uptake 
Where it worked well the current process did facilitate vaccination uptake. This 
was the case if personal reminders appeared regularly, appointments could be 
made easily, access to the GP surgery was easy and convenient, those 
administering the vaccine took time to ask or check information, and advertising 
and posters were seen and added to the general awareness of the vaccine 
highlighting how important and relevant it is to have it. 
 
However, this was often not the case respondents said, and they felt the process 
could indeed add to the three main obstacles to vaccination. 
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The first of these was lack of knowledge and from the respondents’ point of view 
there would appear to be insufficient information offered to them to address this 
at any point within the process. The NHS information about flu did not seem to be 
immediately and personally relevant or present flu as a serious risk so it could be 
considered as not important, making some ask why they needed to be 
vaccinated. For pneumococcal and shingles often respondents simply said they 
did not know enough to make a decision, even if they did then get the 
vaccination. 

 
“It says you’re high risk, but not why that’s then a high risk for flu.”   At 
risk, 18-34 years, SEG C2DE, Lothian 

 
The second obstacle, fear, was also not addressed, respondents felt, due to 
insufficient information being promoted to the public, specifically about side 
effects. This led people not to risk the vaccination if they felt the side effects 
could be bad. 
 
In terms of the practicalities, respondents felt the third obstacle was regarding 
access to GP surgeries generally, which was said to be distancing people more 
and more from engaging with health professionals with regards to adult 
vaccinations. They felt if it was this difficult to go and get a vaccination, AND flu is 
not deemed that important, then why should they make the effort. 
 
All of which meant the more inconvenient vaccination got, the less likely it would 
be pursued. 
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5. The future of vaccination service delivery 
 
Having discussed the current process, this section provides respondents’ 
thoughts on a future vaccination delivery process. 
 
The first thing to note, was that there was a very individual response to questions 
about the future of vaccination service delivery. In principle, if the system worked 
currently for an individual then they saw little perceived need to change it, but on 
the other hand, if it did not work, then suggestions were made for improvement.  
 
However, with everyone in the focus groups listening to each other there was a 
consensus view that the current service could indeed be improved. 
 
As they looked at a more overall level, therefore, respondents saw that any new 
vaccination service for Scotland would need to cater for all people: from those 
working and not working; to those who liked to deal with paper and those with 
electronic communication; to those who preferred a ‘just tell me where and when’ 
approach to those who want all the details; and finally to those who were simply 
getting repeat flu vaccination reminders to those who were getting one-off 
pneumococcal and shingles vaccines. 
 
The next section will look at all the elements of the service and assess 
respondents’ views and suggestions for the future. 
 

5.1 Future service delivery – communication preferences 
When thinking overall of how they would like to be contacted in future there was 
a simple expectation that, as other service providers do, the NHS should note an 
individual’s communications preferences and use them accordingly. There was 
also an expectation that different communication formats would and should be 
available and that paper formats, they felt, were likely to be ‘phased down’, if not 
out over time.  
 
However, for the majority a letter from the doctor still held a certain seriousness 
and it was felt it invited the person to take action. The format does not have to be 
paper however they said, an email would work too. It was the style of a ‘letter’ 
that suggested a level of importance and the detail that was included that could 
be missed in a text format, for example. 
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5.2 Future service delivery – invitations 
In terms of the invitations needed for the future, respondents saw a need for two 
basic levels of invitation.  
 
The first was the initial (for flu) or single invite (pneumococcal and shingles). In 
the first instance, respondents felt there should always be an invitation, rather 
than just a health professional saying a vaccination is needed. The invitation, it 
was felt, emphasised the importance of the vaccination and made people take 
note, informing them about the vaccination and allowing them to come to a 
decision. This was seen as akin to screening services currently, where an 
invitation is sent out each time someone is due for screening. Respondents felt if 
it was important enough to do this for screening to ensure people participated, 
then it should be the same for vaccinations. 
 

“Letters for pneumococcal and shingles, yes. You don’t know anything, 
so good to have information before agreeing to it. If you just got a text 
you would call in and ask why am I getting this.” At risk, 35-39 years, 
SEG C2DE, Greater Glasgow and Clyde 

 
Reminders for repeat flu vaccinations on the other hand were felt to be seen as 
something simple and quick. ‘It’s flu jab time’ was all that was needed for many, 
although having said this, respondents did also then point out that there still 
needed to be an access point to more information on a reminder (for example a 
website link). 
 
In addition, it was felt that those who miss flu vaccinations would need a repeat 
‘formal’ invitation, ideally saying ‘come back’ and reminding people of its 
importance. 
 

5.3 Future service delivery – invitation format 
In terms of the format for the initial or single invite and any ‘come back’ 
communications it would appear that for many, at present, a personal letter 
remained the most appropriate format, rather than a NHS generic letter. Some 
respondents had noticed that their invitation letters were changing from their local 
GP surgery headed paper to NHS formatted letters and their assumption was 
that these letters were now from a central source, although none could identify 
where this might have been. 
 

“It’s easier to ignore it (NHS letter) ‘cos it feels like generic mail, 
whereas if it comes from someone you know it’s harder to ignore.”   At 
risk, 18-34 years, SEG C2DE, Tayside 
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A letter should be addressed and feel relevant to the addressee. It should deliver 
the information needed at the point of invitation. Many noted however that it 
could either be in paper or email format. Texts and apps with links to more 
information were also mentioned as feasible options, albeit with the caveat that 
they might not get as much information to the individual as desired initially. 
 
Reminders for flu vaccinations were seen as just that and many felt that no 
additional information would be needed at this point. Simple, quick formats such 
as emails and texts were felt to work best here, and they also offer the chance to 
include a link to information for the patient should they want more information. 

 
“Everyone sends text appointment reminders now, doctors, dentists, 
opticians, it’s the usual.” At risk, 35-49 years, SEG C2DE, Greater 
Glasgow and Clyde 

 
It was noted that tailoring communication preferences at this point meant people 
could pick the best format for their reminder that would best spur them to action. 
 

5.4 Future service delivery – thoughts on current communications 
All respondents were shown the current leaflets (links below) and a series of 
template letters (Appendix 5) as examples to remind them of the information 
available at present. These were not evaluated in detail, but simply used to aid 
the discussion. It was interesting however that looking at them led respondents to 
comment on them, many wondering if they were as good as they could be. 
 
The flu leaflet1 it was felt, did not get to the questions people wanted answered 
and did not have a design that would be taken seriously. The pneumococcal2 and 
shingles3 leaflets had too much information, with the respondents again feeling 
they concentrated on information they felt they did not need. 
 

“You really don’t need a picture of someone getting a jab!” At risk, 35-
49 years, SEG C2DE, Borders 

 
With regards to the letters, as initial invites there was felt to be insufficient 
information, but as a reminder they would be deemed to be too much to read. 
 

“See this letter, with the big ‘flu’ at the top you don’t need to read 
down, that’s reminder enough. I know what to do, I don’t need to read.” 
Older Adult, 70-75 years, SEG ABC1, Borders 

                                                 
1   Flu leaflet:  http://www.healthscotland.com/uploads/documents/5486-Flu-
I'm%20ready%20for%20you-Health%20Condition%20leaflet-August2018-English.pdf 
2  Pneumococcal leaflet:  http://www.healthscotland.com/uploads/documents/29720-
Pneumococcal%20vaccine.%20Helps%20protect%20against%20pneumonia%20and%20meningi
tis-July2017-English.pdf 
3 Shingles leaflet:  http://www.healthscotland.com/uploads/documents/24310-24310-
Protect%20yourself%20from%20the%20pain%20of%20shingles-leaflet-August2018-English.pdf 

http://www.healthscotland.com/uploads/documents/5486-Flu-I'm%20ready%20for%20you-Health%20Condition%20leaflet-August2018-English.pdf
http://www.healthscotland.com/uploads/documents/5486-Flu-I'm%20ready%20for%20you-Health%20Condition%20leaflet-August2018-English.pdf
http://www.healthscotland.com/uploads/documents/29720-Pneumococcal%20vaccine.%20Helps%20protect%20against%20pneumonia%20and%20meningitis-July2017-English.pdf
http://www.healthscotland.com/uploads/documents/29720-Pneumococcal%20vaccine.%20Helps%20protect%20against%20pneumonia%20and%20meningitis-July2017-English.pdf
http://www.healthscotland.com/uploads/documents/29720-Pneumococcal%20vaccine.%20Helps%20protect%20against%20pneumonia%20and%20meningitis-July2017-English.pdf
http://www.healthscotland.com/uploads/documents/24310-24310-Protect%20yourself%20from%20the%20pain%20of%20shingles-leaflet-August2018-English.pdf
http://www.healthscotland.com/uploads/documents/24310-24310-Protect%20yourself%20from%20the%20pain%20of%20shingles-leaflet-August2018-English.pdf
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5.5 Future service delivery – information 
Respondents said that information was important and needed. The current 
leaflets state facts about the disease, but they felt they do not sufficiently state 
why someone should have the vaccine. They also felt that the leaflets do not tell 
people anything about the successes of the flu vaccination campaign itself. 
 
All in all, respondents stated they wanted to know more about:  

• what the vaccine is, how it is made, what is in it;  
• what it does, how it works;  
• the side effects; and  
• programme results across the years, for example the number with flu, the 

number hospitalised, the likelihood of side effect rates, and so on.  
 
Respondents also wanted to see information on the consequences of the 
disease in terms of the individual, their family, their work, and so on, thereby 
reminding people why flu is serious for everyday life (not just worst case, 
intensive care scenarios). A couple mentioned here too that flu should be given 
its full name in information as seeing influenza would remind people it was a 
serious disease. All in all, information should get across what the benefits of the 
vaccination are for the individual beyond preventing the disease.  
 
Respondents also felt that communications should come across more as a 
recommendation from the NHS to have the vaccination, not simply an indication 
that someone should have it. 
 

5.6 Future service delivery – the decision 
When thinking about the initial invitations there was a feeling that more 
information at this stage should awaken interest in the vaccination and confirm 
that the decision for this specific vaccination was a good one for the individual 
personally. This would then make the decision a priority action, or something 
important enough that it needed immediate action. Alongside this, a simple, easy 
to do process, it was felt, should also help engage people and turn thought into 
action. All in all, respondents said if it feels important and is also easy to do then 
there would be far fewer excuses not to be vaccinated. 
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5.7 Future service delivery – making the appointment 
The findings show that the hit and miss nature of making the appointment could 
be a barrier.  
 
From respondents’ reports it was also clear that the appointment systems were 
not improving and if anything, that they were getting worse.  
 
Respondents reiterated at this point that any new system would need to be 
simple and convenient for the patient. This could include, they said, telephone 
lines that can be accessed easily, perhaps via a dedicated vaccinations 
appointment line. It could also include self-booking systems, and it was 
mentioned here that it would be useful to develop online booking systems, for 
example, respondents in one focus group said, using the app from NHS Borders. 
 
Another route of assistance with making appointments was the opening hours 
available and respondents were clear that opening hours MUST include out of 
hours opportunities, be they early or late openings, or Saturday or weekend 
options. 
 

“It would be good if you could pop in at lunchtime. I can’t get to the 
doctors in their hours, my commute is too long.” At risk, 18-34 years, 
SEG C2DE, Lothian 
 
“Electronic bookings on your phone. It would be good if you could click 
through and pick a slot for you. Easy, simple, done immediately.” At 
risk, 18-34 years, SEG C2DE, Tayside 
 
“Good to go out of hours. You’re punished if you’re a working person, 
for all sorts of things. Evenings, mornings, Saturdays are all good and 
would help people get in to get it done.” At risk, 18-34 years, SEG 
C2DE, Lothian 
 

5.8 Future service delivery – on the day of the appointment 
In terms of the appointment, respondents felt for the most part this should 
continue as a quick, simple appointment slot. However, they added the caveat 
that this needed to always be well organised if the venue is expecting lots of 
people, for example for a block appointment (e.g. 10am to noon for a certain 
block of patients) or a fully free drop-in clinic (e.g. ‘open on these days, come 
when you wish’).  
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They also felt that standard check questions should be covered and not left to the 
patient to ask, especially as they may not feel they can, some felt, if speed is 
seen to be of the essence for the appointment slot. Questions which were 
suggested as coming within this standard list should include:  

• ‘Want to know anything about the vaccine?’; 
For flu:  

• ‘Any cold symptoms?’ (not just how are you); 
• ‘How was last time?’ (recording responses to monitor previous reactions 

and offering a chance to be reassured it might not be the same); 
• ‘Which arm do you write with?’; and  
• ‘Are you allergic to eggs?’. 

 
Given that appointments are quick respondents suggested that these questions 
could either be asked by the health professional administering the vaccine, or it 
may be prudent to consider a leaflet or checklist for the patient to review while 
waiting. 
 

5.9 Future service delivery – who administers the vaccination 
There was a simple and unanimous response to who should administer 
vaccinations, namely an NHS professional, trained in giving injections. Nurses 
would appear to be the sensible first choice as they do most vaccinations now. A 
few respondents said some might prefer a nurse they knew if they were uneasy 
with injections, or with visiting the doctors, so that they could keep within their 
comfort levels. However, the vast majority were not worried by who administered 
the injection, as long as they were competent and NHS trained. 
 

“As long as they are trained to give injections then fine, I don’t need to 
know them. You see lots of different people at the GPs anyway.” Older 
Adult, 70-75 years, SEG C2DE, Grampian 
 
“A central team would be specialists in vaccines, so you could 
probably ask more questions.” At risk, 35-49 years, SEG C2DE, 
Borders 
 

5.10 Future service delivery – where it is administered 
In terms of where the vaccination should be administered many on first thought 
said that the GP surgery seems, immediately, the most appropriate place, or 
indeed the most obvious. 
 
The positives of going to the GP surgery for vaccinations were felt to be that it is 
known to the person and is a safe and secure environment. Indeed, most 
assumed that this should and would always remain an option for those who 
would not like to go anywhere else. 
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Having said this, respondents felt and indeed discussed that GP surgeries are 
currently becoming less accessible in terms of opening hours and being able to 
easily make appointments. 
 

“Take the strain off GPs, they’re so stressed and they can’t cope.” At 
risk, 35-49 years, SEG C2DE, Borders 
 
“Open up GP surgeries at other hours to get more people in.” Older 
Adult, 65-69 years, SEG ABC1, Lothian 
 
“Have the jabs at a central point, then you don’t have to go to the 
GPs.” Older Adult, 70-75 years, SEG C2DE, Grampian 

 
Following discussion within the group sessions spontaneous suggestions were 
made in many of them to consider alternative venues for vaccinations. Alternative 
venues were considered beneficial, being potentially be more accessible to get 
to; offer longer opening hours; have more space; and also to be a place that isn’t 
‘the doctors’.  
 
Finally, many pointed out that moving the vaccinations service out of the GP 
surgery would give GP surgeries more time and space to deal with all the other 
issues they need to deal with. 
 

“Why not? The blood transfusion service was always in church halls.” 
Older Adult, 70-75 years, SEG ABC1, Lothian 
 
“How about a mobile clinic, like the mammograms? It’s easier to park 
in Tescos!” At risk, 35-49 years, SEG C2DE, Borders 

 
Few negative points were mentioned, mainly referring to worries over who would 
be handling the service and the safety and hygiene of the location, including 
whether adequate cold storage would be available should the vaccine need to be 
refrigerated. The cost implications for the NHS were also mentioned, alongside a 
definite note that such a service should not be privatised. Finally, with an 
alternate point of view to one of the positives, the fact that it was not a GP 
surgery worried one or two in terms of what would happen if something ‘went 
wrong’ (for example a very adverse reaction to the vaccine) and there was no 
doctor present or available. 
 
After much discussion about where the vaccinations service could be held the 
vast majority were open to using other carefully chosen venues as an alternative 
to, or alongside, the GP surgery. They cited a number of different locations as 
possibilities and said that they felt it would probably depend on the final cost 
analysis as to which would be the most time- and cost-efficient method for the 
service.  
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In terms of these other locations, pharmacies were another quite obvious choice 
as they were known to already provide the pay-for service and in a couple of 
locations to help with overspill from GP surgeries. In addition, others cited the 
use of mobile units, such as mammogram screening units, or the use of 
community venues, as blood donation services have used in the past.  
 
Overall, the only stipulations were that the venues chosen for the service in the 
end were: in the community (i.e. not further away than the GP is now to any one 
patient), easy to access (walking, public transport and car), safe, hygienic, with 
private space, NHS run and cost effective. 
 

5.11 Future service delivery – a central system 
When speaking about the future for a vaccinations service in Scotland 
respondents generally spoke about the development of an ‘NHS service’ and it 
should be noted that when speaking about the ‘the NHS’ they meant the NHS as 
a whole, for Scotland. Respondents did not differentiate by health board, and 
they also did not differentiate between primary and secondary care as different 
NHS entities. 
 
Thinking of the service being in another venue than the GP surgery the 
discussion moved to thinking about a central ‘Vaccinations Scotland’ system, 
sometimes voiced spontaneously in these words and sometimes ‘defined’ by the 
descriptions of the service in the discussion.  
 
A system run centrally across Scotland seemed a sensible suggestion for most 
respondents, simply with the caveat that it is run within the local community, easy 
to get to, with parking, and is clean and private. The final stipulation is that it is an 
NHS service (not privatised), with NHS staff and that all patient information is 
linked back to the individual’s central file. 
 

“Build in pneumococcal and shingles too, all those due get a letter 
saying go along. Visit twice a year, make it the Vaccinations Clinic, not 
just flu. In March and October. Catch everyone at the time who’s 
eligible.” At risk, 35-49 years, SEG C2DE, Borders 
 
“Take it around the villages as well, on certain days, so you can get 
those who live out rural, encourage more in.” At risk, 35-49 years, 
SEG C2DE, Borders 
 
“As long as it’s in the local community. I don’t want to travel.” At risk, 
18-34 years, SEG ABC1, Grampian 
 
“It would be more accessible for workers in terms of when you could 
go.” At risk, 18-34 years, SEG C2DE, Lothian 
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5.11.1 Future service delivery – using an app? 
Respondents in Lothian and Borders groups in particular mentioned using apps. 
In Borders they stated that it would be sensible to link the vaccinations 
programme in to the NHS Borders app, thereby enabling people to log on and 
make appointments, and so on. In Lothian the suggestion was for an app for 
vaccinations that contained a ‘Flu Jab Map’, namely somewhere to click on to 
see a map of all the clinics in an area and enable the user to choose a clinic and 
register to have the jab there. This would then open up the possibilities for people 
to get the flu jab, for example, in a lunchtime near to work, rather than near their 
home/GP surgery.  
 

“NHS Borders has a patient access app. So why can’t they add it to 
that. You can make appointments on it too.” At risk, 35-49 years, SEG 
C2DE, Borders 
 
“A map on an app. So you can look on and see where the local ones 
are and book in.” At risk, 18-35 years, SEG C2DE, Lothian 

 
Several groups also suggested that another format for this could be via text 
reminders that had direct links embedded to click through and find information 
and an online booking system for immediate action to book an appointment. 

5.11.2 Future service delivery – IDs and vaccination passports 
Respondents did note that for any systems that were not run from the GP 
surgery there would be a need to ensure patient identification was clear and that 
records were duly kept up to date. This was felt to be essential, ensuring both 
simple upkeep of records and also that no one received, for example, two 
vaccine shots. 
 
Some felt a vaccination book/passport (like children have) would be useful for 
each adult to accomplish this, others suggested simply asking people to use their 
NHS number as ID, for example using an ID sticker as for bowel screening. 
 

“How will they know if you’re due the others? What about a vaccines 
card? Or ID number so you can see on the system, your national 
health number. Like kids and their red book.” Older Adult, 70-75 years, 
SEG C2DE, Grampian 
 
“As long as you have a number or ID so they know you've done it. Like 
a bowel screening ID number, or a vaccinations book… or like the 
scanner cards for Tesco, on your keyring and a link to your address, 
an NHS card.” Older Adult, 65-69 years, SEG ABC1, Lothian 
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5.12 Future service delivery – advice after receiving immunisations 
Aftercare was a complicated aspect to consider for respondents as, in theory, 
they said if the vaccinations were safe then no aftercare would be needed. 
However, given their views and experience of the side effects of the flu 
vaccination many felt it would be good to have a specific leaflet, card or other 
source of information giving any potential areas of concern and at what point to 
contact a GP. 
 
Linked to the discussion here was a feeling from many that specifically for flu, the 
side effects were often brushed aside or did not appear to be recognised by 
health professionals, so this they felt would acknowledge that something occurs 
and that these experiences are taken seriously. 
 
This information they said could perhaps also be added to the review of how 
each year’s flu vaccination programme was received and could be reported back 
the following year, highlighting the reported side effects and helping to give a 
reason to come back the next year when someone had experienced side effects 
from the vaccination. 

 

5.13 Future service delivery – respondents’ sum up 
Respondents summed up a new service as needing to be the following: 

• from the NHS; 
• educating people again about flu and its seriousness – for everyday life, 

not just hospital cases; 
• openly engaging in giving information on vaccination, the programme, its 

high and low points (including side effects); 
• a practical, simple and accessible system; 
• open and inclusive for all; 
• using professional NHS staff (trained in giving injections); 
• in a location that is accessible, safe, private; 
• consistent across Scotland; and  
• and forward thinking, both in the methods of informing people by thinking 

about the use of apps and so on, and also in how the vaccine is delivered, 
where some suggested looking to develop a home delivery system where 
the vaccine would be self-administered, but probably, and ideally for most, 
via another administration system than an injection. 

 
The vast majority of respondents felt that such a new system would encourage 
uptake if it: was ‘NHS’ and had information that makes the issue ‘real’ and one to 
take note of for everyday life, thereby emphasising that the specific vaccination is 
worth doing, if it was easy to be vaccinated, and if it fitted into daily life. 
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All in all such a system was seen as being something that would be for all of 
Scotland (such as current screening programmes are managed), and whose 
communication would impress on patients that the NHS takes vaccination 
seriously and recommends the individual should too. 
 
This system was also felt to work for all three adult vaccinations, flu, 
pneumococcal and shingles. Whilst flu they said would remain the main 
vaccination purely in terms of the number of people who need it each year, both 
pneumococcal and shingles vaccinations should also be treated as important and 
included in and around the process used for flu. This it was felt would give a view 
that the whole programme was being administered in an efficient and cost-
effective manner. 
 
However, it should also be noted that if a move is made away from GP surgeries 
to a central system a few said they would still want to go to their GP surgery, so 
this may need to remain an option, especially perhaps for older patients visiting 
their surgery more often. If this is not possible then it was stated that care would 
need to be taken with communication of the new service to allay any fears in this 
regard and make people feel comfortable. 
 
The ideal process from start to finish for vaccinations then, from these 
respondents’ point of view, would be as follows: 

• Patients would be informed initially from a mix of sources that would all 
then feed into a central invite system: from GPs, practice nurses, hospital 
staff, pharmacists. 

• The invitation system would be a new central, Scotland-wide system (akin 
to screening), with one database held that triggered initial invitations sent 
on paper or email and with information included as per the invite format. 
Reminders for flu would also be sent, but in all likelihood on other formats. 
All communications would be as per patient preference. 

• The decision would be based on the patient having the information that 
makes the vaccination relevant and important to them, including: why the 
individual should have the vaccination, the consequences if they do not, 
what the vaccine is, what is in it, what it does, what side effects it could 
have, and so on. 

• Running alongside all of this would be ongoing communications promoting 
the vaccinations service and stating why it is relevant and needed, busting 
myths and promoting correct information and also giving information on 
how the programme is doing over time. 

• The appointment must be easy to make and systems need to be created 
that can be accessed out of office hours, with self-booking systems and 
the assurance that appointments will be available with a call back or 
notification push if someone does need to wait for an appointment slot. 
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• On the day the process would be simple for the vaccine itself, but the 
future would see a system that is in a ‘local to me’ location, with NHS staff 
that are trained well, quick and efficient, at a convenient time for the 
patient, by appointment or block time or drop in (only if efficient), ID 
verified, linked into medical records, with an information card to read at the 
start and sufficiently engaging that the patient feels able to ask questions if 
they want to. 

• For aftercare there is a need to develop an aftercare information card, 
giving details of potential side effects, what to do and who to report them 
to. 
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6. Discussion  
 
The main requirement of the research was to explore, based on the views of 
Scottish adults, how the vaccination service is delivered across Scotland, 
including how it could better meet the needs of the population. 
 
The findings revealed in the first instance that people do value vaccinations as a 
means of protection against diseases and stopping their spread. This feeling of 
value is a learned response to something which the vast majority have known 
since childhood themselves and often for their own children. This value also 
forms the basis for the main reasons for getting vaccinated, a kind of ‘insurance’ 
or protection. 
 
However, interestingly the discussions showed that the diseases under 
consideration may not now always be felt to be worryingly serious. This comes 
from a lack of in-depth knowledge about influenza, pneumonia and shingles. 
Whilst people would state that they are indeed serious, a lack of personal 
experience, and indeed a lack of ‘talk’ in the media or from the NHS generally 
about the serious consequences of the conditions would lead people to perhaps 
no longer see them as something to worry about unduly.  
 
This lack of knowledge about the diseases and an excess of incorrect information 
about the specifics of the vaccinations programme contribute to one of the main 
reasons why vaccinations are not taken up, fear of what it is, and how it might 
affect them. This, allied to a feeling that vaccinations are for something that 
doesn’t feel necessarily personally relevant means vaccinations are not a priority. 
 
In addition to this, the ever-growing difficulties of being able to contact and attend 
GP surgeries for appointments makes some question why they should bother. 
 
Talking through the current vaccinations process it becomes clear that in theory it 
should be a simple process, namely, get an invitation, make an appointment, go 
along and, for flu, receive a reminder for next year.  
 
However, when looking across all of the focus groups conducted the one thing 
that stands out is the large range of different processes that are currently in 
place. With respondents reporting that it felt like every GP surgery appears to 
having their own system, both for vaccinations services and also generally for 
making appointments and opening hours.  
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This means that, when looking across Scotland all that is highlighted is an 
apparently disorganised and mismatched process, from the local level of 
neighbouring GP practices up to and across health boards. This is not to say that 
some GP practices are not getting it right for appointment and vaccination 
systems, but that for every ‘good’ practice there would appear to be a ‘badly’ 
organised one as well. 
 
As a result of these local GP practice differences there are very few apparent 
general differences across demographics and geography. The only differences in 
demographics are between those who work and those who do not and this 
difference is a simple case of having more time to accommodate the GP 
surgery’s appointment system.  
 
In terms of health boards current differences are only noted in NHS Grampian 
and NHS Borders where it was mentioned that flu vaccine stocks being delivered 
late in the 2018/2019 season and in NHS Borders where a patient app was 
reported. 
 
All in all, after reviewing the current service there are clear areas where 
improvements could be made, with the majority of respondents seeing that a 
more organised system for all of Scotland should result in time and cost 
efficiencies. People see this as an NHS service, organised centrally to make sure 
there are no wasted resources. 
 
It is no surprise therefore that the suggestions made during the focus groups aim 
to do this, as well as to give the whole programme a sense of importance to 
make sure people think it is definitely worth being vaccinated.  
 
Therefore, the suggested and improved process would include formal, personal 
invitations to the individual, leading to a more informed decision, improved and 
accessible appointment systems that link to an easily accessible location with an 
expert NHS team conducting the vaccinations, backed up by communications 
that emphasise the serious reality of the diseases and the day-to-day and 
emergency consequences of the disease for the individual and for society.  
 
Underlying this would be a clever and forward thinking use of paper and 
electronic communication formats, tailored to the individual to gain the best 
reaction and commitment to the vaccination programme.  
 
Finally, respondents recommended a strong NHS voice to promote accurate 
information about vaccination programmes, informing people of the details and 
the successes of the programme, reinforcing that being vaccinated is a good 
choice. 
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7. Conclusions and learning for the future 

7.1 Conclusions  
People generally know and cite the fact that vaccinations are ‘good for them’, but 
there is a sense that the extent of the need for protection has been forgotten. 
 
Flu vaccination still has the highest awareness out of the three adult vaccines 
included in this study, but seems to have lessened in importance, or to have 
stopped being seen as immediately serious for some who do not have any 
personal, family/friend or even media story experience of the illness to draw on 
and therefore do not see it as a serious concern for them personally. This is 
leading some to start to question why they need it. 
 
In addition, there is a perception that there is little overt drive from the NHS to 
encourage people get any of the three vaccinations, but perhaps especially the 
pneumococcal and shingles vaccines, either via local GP surgery actions or via 
general communications and this lessens the perceived seriousness of the 
vaccinations. Used as an example the bowel screening programme appears to 
get more of this overt ‘push’, as all receive a specific invitation letter and there is 
a well-known and well recalled TV ad. Adult vaccinations are still seen as and felt 
to be important, but in the absence of any information to the contrary some are 
starting to think they aren’t needed. 
 
In terms of the current process there are countless different approaches across 
Scotland for all three vaccinations. Most GP surgeries appear to have their own 
systems, all the way through the process from invitation to aftercare. As a 
consequence, for some patients it works, for others it does not, and there is 
simply no consistency. 
 
Two main issues hinder the current process. The first is a lack of correct 
knowledge leading to fear, misunderstandings and the aforementioned view that 
it may not be that important to ensure vaccinations are taken up. The second is 
access to appointments that can be hard to organise, are not convenient and 
sometimes, for some, not worth the bother. Whilst this affects the At Risk group 
most, appointment issues affect the Older Adult group too. 
 
The current process is therefore hindering access to vaccinations. 
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Looking at these issues in more detail, the inconsistent, missing, or incorrect 
information about vaccinations leads to fear and misunderstanding, for example, 
about what is in the vaccine, the side effects, and so on. It can also lead to 
vaccinations, or rather the disease they prevent, not being taken seriously 
enough. Information about each vaccination is not sufficiently ‘offered’ or 
‘promoted’ by the NHS and this leaves people to find information from other, less 
correct, or less reputable sources. This surplus of the wrong information then 
provides a good background reason for some not to get vaccinated. 
 
Part of this problem is the invitations, which are currently very inconsistent. The 
initial ‘invitation’, or being told that a person is eligible, is often phrased ‘you need 
or should have this’ with no specific reasons why given. Only few formal invites 
are sent out (in any form) and if they are, no information goes with them. 
Pneumococcal and shingles vaccines are no different. Reminders for flu are just 
that and also have no information with them. This means that assumptions are 
being made that people are happy to simply go on their health professional 
recommendation and this means that often assumed, rather than informed 
consent is taken. This inconsistent and often verbal system doesn’t champion 
clear and important information consistently. 
 
The other issue is that of making appointments and this appears to be an ever-
growing problem, not necessarily regarding vaccinations, but instead more a 
general issue within primary care. It can be very hard to contact surgeries, 
especially the ‘call at 08.30 for today’ approach. It can also be hard to get an 
appointment that suits with long waits of up to 4 weeks and surgery hours being 
‘impossible’ to get to (e.g. only office hours). A lack of proactive approach from 
GP surgeries, especially when vaccines are not in stock means too that the onus 
is always on the patient to chase and keep trying. This, and the perception and 
awareness that surgeries are too busy and have no time is a barrier to people 
trying to make an appointment. Appointment difficulties are therefore pushing 
people away from going to have their vaccinations, especially those with busy 
working lives. 
 
Looking to the future there is not necessarily a spontaneous ‘shout’ for a new 
vaccinations service, but this is perhaps due to resignation at a topline level, a 
thought that they have to accept what is there. However, the current perceived 
barriers in terms of primary care processes do hinder vaccination uptake, so on 
consideration the majority see that the current system could be run more 
efficiently and more in the patient’s interest. It seems therefore a ‘no brainer’ for 
respondents that improving the system to be a simple, consistent, organised, 
easily accessible, central ‘NHS’ system that promotes and offers information on 
why vaccinations should be considered important would be ideal for the future.  
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7.2 Learning for the future 
When looking at learning for the future the following would be aspects to review 
and consider when developing a new vaccination delivery system for Scotland. 
 
Communication with patients: 

• Hard copy and electronic formats are needed, but it will be necessary to 
keep thinking to the future when developing electronic formats to stay up 
to date. 

• Apps, or an online portal, should be within the communication mix as they 
would cover multiple functions and provide many benefits: offering and 
holding information signposts, prompting with notifications for reminders 
and news or information, being a source for potential clinic sites, and 
allowing use of online self-booking appointment systems. 

• For personal communications (e.g. invites) a tailored format choice should 
be offered to each patient (for them to pick one that will get noticed by 
them the most). 

• For general communications the messages about why the vaccination is 
important need to come across as very relevant to all and ensure that the 
vaccination then appears to be worth doing for each individual. 

• Communications also need to be very visible and memorable. 
 
Vaccination programme information: 

• Consider ‘going back to basics’ when providing information about the 
programme, such as what the programme is, what it does, why it’s 
important for more than just ‘old people and the vulnerable’ or ‘ill people 
who’ll end up in hospital’, what it has achieved. 

• Use information as applicable and available to show trend analysis for the 
programme across the years, for example, perhaps the number of days 
taken off for flu, the number of hospitalisations, the number of cases of 
complications, which strains worked or didn’t work so well, and so on. 

• Be factual and make the information about life as people know it (not just 
worst case scenario), for example there may be more impact for many 
knowing that getting flu could mean losing out on wages for two weeks, or 
wondering who will look after the children for this length of time. 

• Overall be proactive about being the voice of authority in this regard, 
especially for the flu programme and endeavour to instil that taking part is 
the ‘done thing’, something that simply should be done. 

 
First invitation: 

• First time invitations need to be formal, ideally a personal letter directed at 
the individual and informing ‘why’ the individual needs the vaccination and 
the practical details of what to do next. 

• Consider referring to ‘flu’ as ‘influenza’ and thereby move it away from 
being linked to being ‘just a bad cold’ – re-educate and reinforce. 

• Focus information on the invitation on the specific vaccination, highlighting 
why it’s important for the individual, what it is and does, the side effects. 
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• Additional or further information needs to be included, or source-able for 
the individual in the format of their choice (leaflet or electronic). 

• Include programme information – uptake year on year, side effect levels, 
number of people hospitalised, etc. 

• Quick/simple is best in terms of how to get information across. 
• Paper letters still command a respect and get noticed, but electronic email 

versions need to be offered. 
 
Reminders (primarily for flu): 

• Repeat attendees are happy for a quick reminder and texts are well known 
for this from other services so these would be a useful method for many. 

• Ideally add links to the texts to online booking systems or clinic sites, as 
well as signposting to relevant information. 

• Remember to make any information included relevant and not the same 
each time, but instead highlighting new information, as in ‘this year …’. 

• Again, the format will need to be tailored to the individual and a short letter 
may still be needed for some. 

 
Making the appointment: 

• Making an appointment needs to be easy and simple and at the patient’s 
convenience, so consider dedicated phone lines and develop electronic 
booking systems for self-service booking. 

• Drop in sessions (with no appointments) could also be considered, but 
only if run very efficiently. 

 
Opening hours: 

• Make people feel they can easily ‘pop in’ to get this done, so extending the 
availability of opening hours is a necessity, include early mornings (from 
6.30/7am), later evenings (to 9/10pm), and weekends. 

 
Clinic location: 

• Opening up the range of locations patients can choose may support 
attendance as people can then go to the one with the most convenient 
hours. 

• The clinic needs to feel local or nearby, with easy access (to get to, to 
park at and to get around), be private, clean, and safe, and have the ability 
to link to NHS systems (for patient record updates). 

• Suggested locations include: GP surgery buildings; pharmacies (although 
there would probably be too little space); community venues – town/village 
halls, community/leisure centres; local hotels, function rooms (although 
maybe not if it was deemed too much like ‘going to the pub’); or mobile 
units (as blood banks or breast screening), which would be assumed to be 
in supermarket carparks, or somewhere similar. 

• Pick locations that are most cost effective and can become ‘the place to 
go for vaccinations’ (same place each year). 
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Central system: 
• Everything must be NHS delivered, with trained, professional staff who are 

experts in giving injections and also experts in vaccines and the specific 
programmes. 

• Only very few want to know the person administering the vaccine to 
maintain comfort levels, so it would be suggested that there is an option to 
go to the GP/nurse, or that this is addressed perhaps by introducing the 
team in year one and then being consistent with the staff across time in 
individual locations so people can get used to the new team. 

• Running the service centrally (‘NHS’ equates to ‘all Scotland’) is seen to 
offer scope for more efficiencies in time, expertise, and costs, so 
‘Scotland’s Vaccinations Service’ will be accepted and trusted if the 
system and staff prove their worth. 

• The new service should incorporate all vaccines and the same processes 
should apply for all, so if a central system used, consider for example a 
twice yearly ‘vaccine time’, say May and October and all who become 
eligible in the months in between get invited each time. 

• ID systems will be paramount if the service moves away from primary care 
to ensure records are up to date so develop a suitable ID system for all to 
use, for example: CHI numbers, or bar codes (as bowel screening). 
Consider a format people can remember or have their number to hand: for 
example, a vaccines book/passport, an NHS card of some sort. 

 
The vaccination appointment: 

• The appointment should be quick and efficient, but not so quick and 
efficient the individual feels unable to ask a question if they want to. 

 
Advice on what to expect after immunisations: 

• Consider a ‘take away’ note, a small leaflet or a credit card sized ‘keep 
me’ to say ‘thank you, it was important to do this’; listing side effects, how 
people might feel, what to do and when if they are bad; with a signpost to 
more information; and with a reminder for flu that side effects may not 
happen each time due to the changing vaccine, so please come back next 
year. 
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Appendix 2: Consent form 
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Appendix 3: Recruitment questionnaire 
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Appendix 4: Discussion guide 
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Appendix 5: Template letters 
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