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Slow uptake of rotavirus
vaccination in UK neonatal units
In July 2013 rotavirus vaccination was
included in the childhood immunisation
schedule. Rotavirus infection is responsible
for over half of all gastroenteritis infections
in children under 5 years of age1 and it constitutes a signiﬁcant health and economic
burden.2 3 Guidance from Public Health
England is clear that premature infants
should receive their immunisations according to their chronological age. Therefore an
important number of rotavirus vaccinations
will be given on neonatal units.
There appears to be apprehension
about giving a live attenuated rotavirus
vaccination on the neonatal unit, both
with the risks of potential transmission to
vulnerable infants and the uncertain
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effects of giving the vaccine to certain
high risk infants within a neonatal setting.
Six months following the introduction of
the rotavirus vaccine, we conducted a telephone survey of tertiary neonatal units
across the UK to evaluate whether rotavirus
vaccination has become standard practice in
each unit. Our response rate was 92% (56
out of 61 units completed survey).
Twenty per cent of units (11/56) did not
administer the vaccine. Of those units giving
rotavirus vaccine there was considerable
variation in practice with only 63% of such
units (29/45) following the Joint Committee
on Vaccination and Immunisation (JCVI)
guidance to target all babies. Thirteen units
gave rotavirus vaccine to selected infants
based on a consultant decision made on
individual cases and three units had speciﬁc
exclusions related to surgical infants or neutropenia. Only 37% of units (17/45) had a
written guideline for giving rotavirus
vaccine in their unit.
As well as variation in infants offered vaccination, we identiﬁed considerable variation in infection control precautions
following vaccination. Following rotavirus
vaccination, the JCVI state there is a potential for transmission through faecal material
for up to 14 days.1 From our survey 20%
of units (10/45) are not using any infection
precautions following administration, 17%
of units (8/45) use gloves and aprons for up
to 1 week and 11% (5/45) use precautions
for 48 h following administration of the
vaccine. There is no national recommendation about infection precautions following
rotavirus vaccination.
It is clear that a large number of neonatal
units are not following national guidance
with regards to vaccination with many neonatal units yet to introduce rotavirus vaccination. It is important to explore the
underlying reasons for this to ensure optimal
uptake. Further data are necessary to determine how the vaccine is tolerated in vulnerable preterm infants, and also to inform
infection control practices around administering live vaccines in high-risk clinical areas.
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Retraction notice
Fazilleau L, Parienti JJ, Bellot A, Guillois
B. NIDCAP in preterm infants and the
neurodevelopmental effect in the ﬁrst 2
years. Arch Dis Child Fetal Neonatal Ed
Published Online First: 31 October 2013
doi:10.1136/archdischild-2012-303508.

This paper has been retracted because it
contained errors in the data extraction and
analyses that affect the results, ﬁgures and
tables. Data from a study that had been
published in two different journal articles were
included twice in the analyses. There was an
error in the description of the measures used
for neurodevelopmental testing in the
reporting of the results.

Siobhan Jaques, Bikash Bhojnagarwala,
Nigel Kennea, Donovan Duffy
Neonatal Unit, St. George’s Hospital, London, UK
Correspondence to Dr Siobhan Jaques Neonatal
Unit, St. George’s Hospital, London SW17 0QT, UK;
Scjaques@doctors.org.uk

Arch Dis Child 2014;99:F252.
doi:10.1136/archdischild-2012-303508ret

Arch Dis Child May 2014 Vol 99 No 3

Arch Dis Child Fetal Neonatal Ed: first published as 10.1136/archdischild-2012-303508ret on 10 April 2014. Downloaded from http://fn.bmj.com/ on September 24, 2020 by guest. Protected
by copyright.

PostScript

S1 Randomized Control Trial Excluded

Authors

Location

Study Design

Becker et al. 1993 (23)

Wisconsin, USA

Prospective phase lag

Mouradian et al. 1994 (14) Boston, MA, USA

Retrospective study

Buehler et al. 1995 (32)

Boston, USA

Population not corresponding to our inclusion criteria

Stevens et al. 1996 (24)

Toronto, Canada

Prospective phase lag

Petryshen et al. 1997 (15)

Toronto, Canada

Retrospective study

Brown et al. 1997 (13)

Falun, Sweden

Retrospective study

Westrup et al. 1997 (18)

Falun, Sweden

Kleberg et al.2000 (33)

Falun, Sweden

Als et al. 2003 (31)

Boston, USA

Retrospective study
Primary outcome not reported / follow -up of the infants from
Westrup et al (1997)
Primary outcome not reported

Prentice et al. 2003 (16)

Sydney, Australie
Amsterdam, The
Netherlands
Amsterdam, The
Netherlands
Uppsala, Sweden

Wielenga et al. 2007 (25)
Wielenga et al. 2009 (26)
Ullenhag et al. 2009 (17)

Retrospective study
Prospective phase lag
Prospective phase lag / follow-up of infants from Wielenga et al
(2007)
Retrospective, descriptive and comparative design

S2 Funnel Plot, BSID II, Mental Developmental Index

S3 Funnel Plot, BSID II, Psychomotor Developmental Index

