EDITORIALS

Influenza vaccine and older people: an evidencebased policy?
is a common respiratory illness that may affect up
INFLUENZA
to 20% of the population annually, although only a small pro-

portion of these may consult their doctor. For young, healthy
adults, it can be an unpleasant illness, causing a significant
increase in absenteeism, but it is rarely life-threatening. In older
people, influenza infection is a major cause of hospitalization and
mortality during winter months. In 1993 there were more than
13 000 excess deaths attributed to influenza in Britain.1 Death
rates are even higher during epidemic years; the most recent, in
1989/90, is estimated to have resulted in 29 000 excess fatalities
in the UK, of whom more than 85% were over the age of 65.2
Influenza vaccination could halve the attributed volume of deaths
and morbidity. Nearly all influenza vaccinations in the UK are
given in a primary care setting,3 so general practitioners (GPs)
and other members of the primary health care team have a major
role to play in promoting vaccine uptake.
Many western countries use age (commonly 65 years and over)
as the criterion for targeting their influenza immunization programmes.4 The present UK policy advises GPs to offer vaccine
only to institutionalized elderly people or those believed to be at
high risk of medical complications.5 While not necessarily implying that the UK policy is inappropriate, this disparity does
perhaps indicate a need to review the rationale for the current
guidelines. In a recent Effectiveness Matters bulletin distributed to
GPs, the NHS Centre for Reviews and Dissemination summarized
the evidence regarding the effectiveness of influenza vaccination
in older people.6 We concluded that it would be worthwhile to
consider vaccinating all people over the age of 65.
The vaccine is highly effective at reducing mortality and morbidity from influenza in all older people. A recent systematic
review of observational research studies compared 8000 people
who had been vaccinated with 20 000 who had not, and showed
that vaccination produced a reduction of more than 50% in cases
of respiratory illness, pneumonia, hospitalization and mortality.7
The studies included in this review examined the effects of vaccination mainly in institutionalized elderly people, and made no distinction between high-risk and low-risk status. However, a United
Kingdom (UK) community-based study indicates that, for people
over the age of 55, the vaccine reduces the risk of death by 90%
for those at high risk and by 75% for others.8 The effectiveness of
vaccination in reducing rates of death and hospitalization in populations not at high risk is confirmed in recent United States (US)
community studies.9,10
While the effect of the vaccine in reducing the risk of death is
similar in both patient groups (relative risk reduction), the
numbers of deaths avoided in the high-risk group will obviously
be greater because more people in this group die (absolute
benefit). The number of deaths prevented will depend on the
attack rate of the virus in any given year. Using UK mortality data
and the effectiveness figures from the previous UK study,8 it is
possible to estimate that, in 1989, the number of older people who
would have needed to be vaccinated to prevent one death would
have been 40 in high-risk groups and 240 in other groups. In 1993
(a year with a lower attack rate),1 these figures would have been
80 and 500 respectively. Given the low cost of the vaccine
(around £5 a dose), influenza immunization appears to be highly
cost-effective.
The aim of health care is not just to increase the chances of survival but to improve the quality of life. Many older people identi-
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fied as high risk have a poor quality of life and a short life
expectancy compared with those who have no chronic medical
conditions. While the number of lives saved may be lower for
older people who are not at high risk, the gain in quality of life for
each death avoided will be greater.
The modern vaccine is also very safe. It includes only inactivated viruses that cannot cause influenza. Two randomized
placebo-controlled trials have also established that systemic side
effects occur with the same frequency in those receiving a
placebo as they do in vaccinated groups.11-12 Local side effects
occur in up to 20% of vaccinated people, causing a soreness or
swelling at the injection site; this is usually mild and subsides
within 48 hours of vaccination.
It is important that interventions are not only clinically effective but also cost-effective. Some of the costs of influenza vaccination will be offset by reducing influenza-related hospitalizations. In New Zealand it has been calculated that the vaccination
of all people over 65 would result in a net saving to the health
service of around NZ$19.67 million.13 A cost-effectiveness study
conducted in the US on people over the age of 65 showed that for
nine influenza seasons there was a net saving of US$6.11 for each
high-risk person vaccinated, and a net cost of US$4.82 for each
elderly person not at high risk. Overall, the policy of immunizing
everyone over 65 saved an average of US$1.10 per vaccination.10
The results of these studies may not be directly applicable to the
UK because of differences in the utilization of health services and
the cost of vaccine. However, given the likely effects on survival,
these studies provide strong evidence to support the view that
vaccinating the majority of over-65s would be one of the most
cost-effective preventive interventions routinely available in the
NHS. The overall financial impact will depend upon a number of
factors, including the influenza attack rate, hospital bed occupancy rate and length of stay.14
The present Department of Health guidelines result in a variation in immunization policy between GPs, so raising equity
issues. High-risk criteria can also result in policies that discriminate against people who have led healthier lifestyles. The adoption of a policy to consider all over-65s for vaccination would
ensure that older people are treated equally and would also help to
improve the coverage of high-risk groups, now typically less than
40%.3
Immunization of older people against influenza is likely to be
one of the most cost-effective primary health care interventions
available for general practice. At a time when there are serious
concerns in the NHS about the shortage of hospital facilities, it
would be prudent to consider vaccinating all older people. The
Department of Health has been promoting a more evidence-based
approach to health care. Though definitive cost-effectiveness data
based on trials are lacking, the research evidence in this area
strongly suggests that GPs would be wise to review their practice
policy and consider all people over 65 as possible candidates for
influenza vaccination.
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Exercise prescription in primary care
prescription is in the news. The Royal College of
EXERCISE
General Practitioners’ conference on ‘Sport and health:

Fitness for the over 50s’ summarized the physical and social benefits of exercise for older age groups,1 and the Health Education
Authority (HEA) began a new campaign in 1996, ‘Action for
life’, to encourage all of us to be more active.2 In March this year
the second phase was launched, ‘Action for later life’, at an international conference in Birmingham. Yet, in 1994, Iliffe et al
warned against enthusiastically promoting unproven strategies
and urged further research studies.3 So, what is the current state
of knowledge?
The benefits of exercise are clear. Observational studies show
that active adults live longer, have lower blood pressure, suffer
less from coronary artery disease, diabetes mellitus, osteoporosis, colonic cancer and depression, and have greater selfesteem.4 The active elderly have even more tangible benefits,
such as better coordination, mobility, strength and endurance.5 A
sedentary lifestyle has been known to be a significant risk factor
for coronary artery disease (alongside smoking, hypertension
and hyperlipidaemia), but its prevalence of 70% in those adults
who lead a sedentary lifestyle is much higher than in those with
the other risk factors (30%, 15% and 30% respectively).6 There
is some evidence that adopting a more active lifestyle in later
life delays the onset of ischaemic heart disease and improves
prognosis after myocardial infarction.7 Exercise programmes
may also help the elderly achieve significant gains in functional
mobility and strength, such as the ability to rise from a chair or
walk unaided.8
Risks from physical activity are relatively minor. Violent,
unaccustomed exercise, severe enough to cause gasping for
breath, such as playing squash, is associated with a higher incidence of myocardial infarction and death in the following 24
hours, but regular, vigorous exercise protects against such
events.9 Moderate intensity exercise carries a very low risk of
injury, but there is still controversy about the incidence of
osteoarthritis of the hip in runners.10
Activity may be increased for little financial cost. This, com-
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bined with its numerous potential advantages, produces a high
cost–benefit ratio. It has been estimated that if more people were
less sedentary, between a third and a quarter of strokes and heart
attacks, and one quarter of non-insulin dependent diabetes in
people aged over 45 could be avoided, and hip fractures
halved.11,12 The importance of diet and exercise in the treatment
of common general practice conditions has recently been
reviewed.13
Longitudinal research studies initially emphasized the value of
three periods of vigorous activity per week, defined as enough to
induce sweating and breathlessness.14 More recent evidence suggests that less vigorous exercise, such as walking, is equally beneficial, and the latest recommendation is for five 30-minute
periods (or ten 15-minute periods) of exercise per week,15 and
forms the basis of the HEA’s current policy. This is an important
message as many people perceive that becoming more active is
associated with sports and extreme fitness, which may act as a
barrier to change.16
What interventions work? Hillsdon et al,17 in their review of
the literature, could find only 10 randomized controlled trials of
interventions specifically designed to increase physical activity.
Nine were from the United States and one from Switzerland,
with none from primary care or the United Kingdom. The successful outcomes were associated with home-based programmes,
using unsupervised, informal exercise, usually moderate intensity
walking, and were associated with frequent, brief professional
contact, often by short telephone calls. These programmes are
the opposite of most recommended regimes tried in primary care.
There have been three main types of primary care approach to
exercise prescription: first, by referral to a leisure centre; secondly, by referral to an exercise specialist working within the
community; and thirdly, by referral to a member of the primary
health care team (PHCT). An HEA survey of England in 1993
found 121 leisure centre prescription schemes in operation.18 A
review in Sussex of 729 patients referred by their general practitioner (GP) to their local leisure centre found that only 22% completed the 20-session course. Although men and older people

British Journal of General Practice, May 1997

Editorials
were slightly better at compliance, the referring GP was found to
be the most important predictor of success, with a four-fold difference of completion rates between referring doctors.1 Similar
compliance rates were found in a controlled evaluation of the
project, but those that did adhere demonstrated health gains.19
Preliminary results from an evaluation of an inner city exercise
prescription scheme in London suggest that general practitioners
see exercise as a form of alternative therapy, and that it is used as
such by patients who are relatively young and active, but with
psychological, social and emotional difficulties (see-Tai S, Smith
P, Gould MM, Illife S. Characteristics of patients attending an
inner city prescription for exercise scheme. Unpublished manuscript).
A trial of a primary care-based intervention using an exercise
specialist is currently being undertaken in Sheffield (J Munro,
personal communication, 1996), and there is a community-based
intervention, not involving PHCT members, under way in
Wellingborough (M Hillsdon, personal communication, 1996). A
health visitor intervention of various health promotional activities was successful at increasing reported exercise activity,20 as
was a GP, using personal example and leaflets.21 There have
been no studies of other members of the PHCT. The successful
criteria found by Hillsdon et al17 could easily be met in primary
care, perhaps best by practice nurses. This potential further call
on their time might be mitigated by reducing the number of consultations and prescriptions, and could be a more effective health
promotion strategy than their current work.
Physical activity has been shown to be associated with many
health and social benefits. Those changing to a more active
lifestyle experience those benefits. The HEA campaign is to get
more people more active more often. It is a low-cost, low-technology, non-drug intervention. How we can best prescribe it in
primary care, particularly from within the PHCT, still needs
more research.
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