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· Introduction

In my group discussion, our topic it was about the disease of Shingles. The main approaches and strategies that could use to measure, monitor, and control the incidence of disease.
Herpes zoster (HZ), commonly called shingles, is a distinctive syndrome caused by reactivation occurs when immunity to VZV declines because of aging or immunosuppression.
Herpes zoster can occur at any age but most commonly affects the elderly population. Postherpetic neuralgia (PHN), defined as pain persisting more than 3 months after the rash has healed, is a debilitating and difficult to manage consequence of HZ. The diagnosis is of HZ is usually made clinically based on the characteristic appearance of the rash. Early recognition and treatment can reduce acute symptoms and may also reduce PHN. A live, attenuated vaccine aimed at boosting immunity to VZV and reducing the risk of HZ is now available and is recommended for adults older than 60years.

· Strategies used in the UK to measure the incidence of disease in my discission and critically evaluate it.
Measure     0-3months    3                      6                           9
                      Post-             6months         9months             12months
                      Shingles        post-                post-                    post-
                                             Shingles           shingles              shingles
Vaccinated Any GP visit 783 484             392                      280
   (n=241)               Visits for 305          28                 26                      13
                   Shingles
                    %Primary 39.0%    5.8%            6.6%                4.6%
                    Related to 
                    Shingles

Unvaccinated Any GP visit 7544          13.720             2973                    2226
               (n=2194) visits for 3023     322            229             153
                         Shingles
                       % primarily     40.0%          2.3%           7.7%                 6.9%
                        Related to
                         Shingles
When considering all patients who developed shingles, all-cause secondary care referrals also appeared to decrease over time post-diagnosis, however, again this was not tested for cognisance (table5). 16.3- 18.3% of patients with shingles were referred to secondary care 0-<3 months post-shingles, which declined to 7.7 – 10.0%>9-12 months post-shingles. There were marginally more referrals to secondary care for vaccinated patients. One potential explanation for this is that those who get vaccinated are likely to have more health-seeking behaviour, therefore more likely to seek medical care. A similar trend for fewer hospitalisations over time was demonstrated, however this time there were marginally more hospitalisations in the unvaccinated group at 0-<3months post-shingles (7.5 vs. 10.2%) and slightly less in the >9-12months group (3.3 vs. 3.1%) (Table 5).
Table 5. Total number of referrals and hospitalisation per patient post-shingles, by vaccinated and unvaccinated groups.
                  Measure      0-               >3-                 >6-                      >9-
                                       3months 6months         9months            12months
                                       Post-          post-              post-                   post-
                                       shingles    shingles          shingles              shingles
vaccinated No. patients with44     26                   26                       24
(n=241)        referrals
                No patients with197         215                 215                     217
                No referrals
               % Of patients with18.3%     10.8%           10.8%               0.0%
               Referrals
              No. patients with18                13                  8                      8
               Hospitalisation
              No. patients with223             228                233                   233
              No hospitalisation
            % Of patients with7.5%           5.4%              3.3%                3.3%
            Hospitalisations
Unvaccinated No patients with357       258              219                  168
(n=2194)         referrals
                         No patients with1837       1936          1975                2026
                    No referrals
                   % Of patients with16.3%       11.8%        10.0%               7.7%
                    Referrals
                   No. patients with223              123               92                69
                   Hospitalisation
                No patients with1971                 2071            2102             2125
                 No hospitalisation
                 %Of patients with10.2%            5.6%             4.2%           3.1%
                 Hospitalisations
All but one region, where there were too few individuals, demonstrated that vaccination reduced the risk of shingles.

· Strategies used in the UK to monitor the incidence of the disease in my discussion and critically evaluate it.

The Clinical practice Research Datalink (CPRD), the UK governmental data research service based on anonymised primary care records, was used to identify individuals vaccinated and unvaccinated against shingles among those eligible for the last catch-up cohort of the 2014-2015 vaccination campaign (aged 79), thus not eligible for the following campaign. All individuals born in 1934 and 1935 were mapped to their practices. Eligible individuals were sent an anonymous self-administered paper questionnaire from their GPs practice.

Our sample size calculation is based on the estimation that a sample size of 500 patients (1.1 vaccinated versus unvaccinated) could detect an odds ratio (OR) ranging between 1.66-2.08 (two-sided a =5%, b=80%). This is consistent with the ORs observed in a study investigating the impact of shingles vaccine awareness on immunisation among people aged>50 years [22]. A response rate of 20% was expected as elderly individuals are less likely to return completed postal questionnaires [23]. Thus 2.500 individuals were targeted.
Ninety-one practices with > 30 individuals in each birth cohort were selected based on their interest to participate, geographic dispersion across UK (England, Wales, Scotland and Northern Ireland), practice size and research experience. The were provided with a list of potentially eligible individuals based on their year of birth who were randomly selected ( up to 60 per practice). Study responder characteristics, including vaccination status (confirmed by the GPs in the primary care records transferred to CPRD anonymously), were assessed after 100 and 300 questionnaires were received, to monitor any ongoing selection bias (to get closer to a 1:1 ratio of individuals vaccinated and unvaccinated agents’ shingles).

· Strategies used in the UK to control the incidence of the disease in my discussion and critically evaluate it.

The United Kingdom (UK) was the first European country to introduce a national immunisation program for shingles (2013-2014). That year, vaccination coverage ranged from 0 to 64% across the UK, but uptake has declined ever since. This study explored determinants of the acceptance of the shingles vaccine in the UK. Vaccinated and unvaccinated individuals, who were eligible for the last catch-up cohort of the 2014-2015 shingles vaccination campaign, were identified using the clinical practice Research Datalink (the National Health Service data research service) and invited to participate by their general practitioner (GP). An anonymised self-administered questionnaire was developed, using the health Belief Model as a theoretical framework, to collect data on demographic and socio-economic characteristics, health status, knowledge, influences, experiences and attitudes to shingles and the vaccination. Physicians’ views concerning perceived barriers to vaccination were also assessed. Of the 2.530 questionnaires distributed, 536 were returned (21.1%) from 69 general practices throughout the UK. Most responders were female (58%), lived in care homes (56%) and had completed secondary or higher education (88%). The were no differences between vaccinated and unvaccinated responders. Being offered the shingles vaccine by a GP/nurse (odds ratio (OR)=2.3), and self-efficacy (OR=1.2) were associated with being vaccinated (p<0.05). In contrast, previous shingles history (OR=0.4), perceived barriers to vaccination (OR=0.7) and perceived control of the disease (OR=0.7) were associated with not being vaccinated against shingles (p<0.05). Less than half (44.0%) of GPs were aware of the local communication campaigns regarding shingles and the shingles vaccine. Socio-psychological factors largely influence shingles vaccination acceptance in the study. The results add to existing evidence that healthcare providers (HCPs) have a pivotal role against vaccine hesitancy. Campaigns focusing on GPs and accessible information offered to eligible members of the public can further enhance shingles vaccine uptake.

· Conclusion
In the real world setting of UK genera practice, immunisation with ZVL reduces the risk of developing shingles in 70–79-year-olds, with a VE OF 65%. Given that shingles and shingles-related PHN are associated with a significant negative impact on patient quality of life [1] and on healthcare resource use, the benefits associated with this vaccine are clear. Ongoing monitoring of ZVL within the NIP is needed to gain further insight into longer-term outcomes, including effectiveness in preventing shingles as well as PHN and other complications. This study has demonstrated that the benefits of the ZVL NIP, anticipated when her programme was first introduced, are being realised, with a significant reduction in the incidence of shingles and PHN in eligible vaccinated individuals. The National Health Service should continue to encourage and support the vaccination of all patients eligible for vaccination through the NIP.
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