
EDITORIAL

National Immunization Therapeutic Advisory Group: it is
time for experience sharing and best practice learning

V
accines bring multiple and various benefits to

society. Vaccination has made a fundamental

contribution to the decreased incidence of numer-

ous infectious diseases and associated mortality. In

developed countries, routine vaccination has led to com-

plete eradication or control of several infectious diseases

(1). Vaccination can control the transmission of the

causative agent and limit associated infection outbreaks

(2). The society as a whole benefits from vaccination, as

vaccines exert their effect in both direct and indirect ways

(herd effect). Thanks to the herd effect, unvaccinated

individuals are also protected by reduction of population

susceptible to infection (3). The value of indirect protec-

tion should be especially appreciated in the context of

families’ dynamics and caregivers’ absenteeism. For

example, children are primary vectors of some disease

transmission. Vaccination may reduce spreading of the

disease to parents (4). The same may be said about

working grandparents who often take care of their grand-

children and who, due to age, can be even more suscep-

tible to infection than parents (5, 6). The herd effect

enables protection for the subpopulations that cannot

benefit from direct protection, such as newborn infants,

pregnant women, and immunocompromised individuals.

Apart from preventing transmission to parents and

grandparents, vaccination prevents absenteeism and loss

of productivity caused by the need for care of infected

children. It has been demonstrated that varicella disease,

rotavirus gastroenteritis, or influenza in children incurs

considerable indirect costs as a result of parental

absenteeism and loss of productivity (4, 7�11).

Prevention is the cornerstone of health enhancement

and can be considered the first level of healthcare (12).

Vaccination is broadly recognized as one of the primary

prevention measures that promotes public health. Vacci-

nation is often considered as one of the most cost-effective

public health interventions (2, 13). Public health benefits

provided by vaccines have been proved no matter what

indicators were used, that is, avoided deaths, life-years

saved, disability-adjusted life-years avoided, or quality

adjusted life-years gained (14).

Vaccination can potentially improve population health

contributing to economic growth. A healthy population

generates higher incomes. This is achieved by a number of

mechanisms: healthy children are able to acquire educa-

tion more effectively, healthy adults are more productive

and able to work longer, a healthy society tends to save

more and to attract more foreign investment contributing

to capital accumulation, job creation, and technological

progress (15).

Vaccination can add to the sustainability of healthcare

systems by avoiding unnecessary use of financial and

human resources and freeing resources for other medical

interventions. In the late 1990s, new vaccines, such as

rotavirus, meningococcal, pneumococcal conjugate, and

varicella vaccines came onto the market and have been

shown to reduce the costs associated with hospitalizations

and outpatient visits (16�22). In addition, rotavirus

vaccine plays a role in prevention of nosocomial infections

(23). By decreasing the incidence of diseases, vaccination

also leads to a reduction in the consumption of medica-

tions (4). In the elderly, reduced medicines consumption is

likely not only to reduce directly associated costs but also

to prevent costs connected with side effects of medicines

(24, 25). Vaccines contribute to cancer prevention. Nearly

20% of all cancers are associated with infectious agents.

Among the most important causative agents are human

papillomaviruses associated with most cervical and anal

cancers as well as a fraction of oral cancers; hepatitis

B virus and hepatitis C virus which can cause liver cancer;

and Helicobacter pylori which is considered as one of

the etiologic factors of stomach cancer (26). Vaccines

are the most effective way of preventing some of these

infections.

In spite of the fact that vaccination constitutes one of

the most significant public health advancements, the time

to effective populations’ access to new vaccines is

heterogeneous and lengthy in developed countries, with

an average of 6.4 years between European Marketing

Authorization and effective populations’ access to new

vaccines. The main driver of the delay in access is the time

taken by the National Immunization Technical Advisory

Groups (NITAGs) to issue vaccination recommendations

guiding the executive policy decisions (27). Ricciardi et al.

have reported on the disparities and shortages in

NITAGs’ processes in 13 developed countries (Australia,

Belgium, Canada, France, Germany, Hungary, Italy, the
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Netherlands, Spain, Sweden, Switzerland, the United

Kingdom, and the United States) (28):

. In the majority of the 13 studied countries, informa-

tion on NITAG’s processes and policies was limited.

The most restricted access to information on NITAG

was observed in Italy, where there is not even an

official website. The broadest scope of information

was provided by NITAGs in United Kingdom,

Germany, and the United States.

. Terms of reference, defining the official mandate of

the NITAG, were available only for around half of

the countries. Terms of reference did not cover all

actual roles of NITAGs. Apart from the main

mission assigned to all NITAGs (to provide advice

for National Immunization Plan), other functions

varied widely from one country to the other.

. NITAGs’ recommendations ultimately influenced

policy decision making.

. Most NITAGs consisted of core members and

stakeholders. The number of members ranged from

12 in Hungary to up to 48 in the United States. Too

high a number of members may distract an efficient

decision process (29). Apart from the United States

and France, the number and function of members

were not clearly defined. The profile of members

varied greatly among countries.

. A declaration of conflict of interest was common

practice among NITAGs, whereas remuneration of

the members was only given in four countries. Lack

of remuneration may lead members to give NITAG

a low priority (29).

. The decision analysis frameworks were available for a

limited number of NITAGs with only two countries

(Germany and the United States) using a detailed and

standardized methodology (the Grades of Recommen-

dation, Assessment, Development and Evaluation �
GRADE). Advice was publicly available in all

selected countries except Italy, but access to meeting

minutes or open meetings was much more limited.

Public trust in vaccination programs recommended by

health authorities is crucial. To maintain trust and

strengthen the reliability of immunization policies and

programs, the transparency of NITAGs’ decision-making

process and best practices among the NITAGs need to be

developed. To meet these objectives, several initiatives

need to be implemented:

. Terms of reference of all NITAGs should be well de-

fined and should cover all current NETAGs’ practices.

. The decision framework should be transparent,

structured, reproducible, and evidence based, and

should follow a standardized process such as

GRADE to provide reliable and robust assessments.

. Transparency of communication should be consid-

ered a key issue. Public access to agendas, recommen-

dations, and technical reports should be standard.

Ideally meetings should be open to the public.

. NITAGs’ assessment should include economic con-

siderations (cost-effectiveness and budget impact

analysis). However, this process should be kept

separated from pricing and reimbursement pathways

and overseen by another body.
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