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Abstract

Vaccines are an underused public health strategy for healthy aging. Considering the risks of vaccine-preventable
diseases and the current low vaccine coverage rates in older European citizens, the two European geriatric and
gerontological societies (European Union Geriatric Medicine Society [EUGMS] and International Association
of Gerontology and Geriatrics–European Region [IAGG-ER]) convened a Joint Vaccine Working Group to de-
velop a consensus document advocating routine vaccination of aging populations. The mandate of this Work-
ing Group was to improve the uptake of routine vaccinations in adults aged 60 years and over. The consensus
statement underlines the need to establish, strengthen, and harmonize European policies that continue routine
vaccinations to adulthood and that will include older populations. Improved vaccination rates will promote
healthy aging by reducing the burden of vaccine-preventable infectious diseases in older populations, a popu-
lation that is rapidly increasing in Europe.
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Introduction

UNLIKE CHILDHOOD IMMUNIZATION PROGRAMS, vaccines are
not yet well established as a routine health interven-

tion for the aging population.1,2 Low vaccination coverage
rates in adults may lead to an increased incidence of dis-
eases such as diphtheria3 and pertussis4 in adults in the fu-
ture.5 Moreover, infectious diseases in older people remain
a significant cause of morbidity and mortality in the in-
creasing population of adults over 65 years6,7 and many of
these diseases are vaccine preventable.8 In 2001, lower res-
piratory infections represented the fourth most frequent

cause of death in high-income countries, causing 4.4% of the
total deaths,9 occuring three times more often in adults aged
60 years and older.10

Surprisingly, tetanus is still an active disease, with 210
cases in Portugal (1993–2002),11 175 cases in England
(1984–2000),12 and 180 cases in Poland (1998–2006)13–20 and
mainly affecting adults over 50 years of age. In the 1990s,
diphtheria epidemics in the newly independent states of the
former Soviet Union claimed over 3000 lives, essentially
among persons aged 35–50 years.3 The morbidity from per-
tussis appears to be substantial in older populations.21 The
annual incidence of herpes zoster in the general population
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is estimated beteen 3.6 and 14.2 cases per 1000, and the re-
currence risk is 8–10 times higher in adults over the age of
60 years.22,23

Without specific vaccine programs for the adult popula-
tions aged 60 years and older, these infectious diseases will
continue to be a cause of substantial morbidity and mortal-
ity ranks in the next decades24 whatever diagnostic and ther-
apeutic progresses are made. Furthermore, the worldwide
proportion of adults over the age of 60 is expected to increase
from 10% in 2002 to 21% in 2050.25 In Europe, in same time
period, the increase in size of the 60 years of age population
is predicted to reach 160%.26

Because of these data, two European geriatric and geron-
tological societies—the European Union Geriatric Medicine
Society [EUGMS], representing 32 Geriatric National soci-
eties of European countries, and the International Associa-
tion of Gerontology and Geriatrics–European Region [IAGG-
ER], representing national societies from 43 European
countries—formed a Joint Working Group of experts to for-
mulate vaccination guidelines for use in geriatric medicine
(see Table 1) concerning both life-threatening-diseases (in-
fluenza, pneumococcal pneumonia, and tetanus/diphtheria)
and diseases that mainly impact quality of life (pertussis and
herpes zoster).

Longer life expectancies necessitate a careful adaptation
of vaccine guidelines based on a better understanding of the
reasons for low vaccine coverage in older European citizens
and the inability of an aging immune system to produce an
appropriate and effective response to vaccination (immuno-
senescence). The development of new vaccines challenging
immunosenescence should not be awaited. The currently
available vaccines already have the potential to lower the
burden of infectious diseases in both community-dwelling
adults aged over 60 years and institutionalized older popu-
lations, even if ethical issues are sometimes raised on the age
limit for immunization.27 The main focus of this European
Joint Working Group is to complement existing information
and increase the willingness and acceptance of vaccinating
all adults aged 60 and older, their family members, as well
as health-care professionals. Special travel-related risks or re-

gional risks and their vaccines (e.g., hepatitis A and B) are
not considered within these clinical guidelines.

What Are Current Vaccine Coverage Rates in Older
European Citizens?

In most European countries, influenza and pneumococcal
vaccine recommendations are either age-based (i.e., above a
defined age), risk-based (i.e., high-risk population), or expo-
sure-based (health-care professionals). The influenza vaccine
recommendations are supported by the World Health Or-
ganization (WHO), which set coverage-rate goals for adults
aged 60 years and older: 50% by 2006 and 75% by 2010.28

Moreover the European Parliament resolution on the strat-
egy against an influenza pandemic has approved and con-
firmed WHO’s objectives and goals.29 However, 2007 health
risk appraisal studies of older community-dwelling popula-
tions living in London, United Kingdom (mean age 74.7 �
6.7 years), Hamburg, Germany (mean age 71.5 � 7.6 years),
and Solothurn, Switzerland (mean age 74.5 � 5.8 years)
showed that only 71.8%, 59.3%, and 46.1%, respectively, re-
ceived annual influenza vaccinations.30 Coverage rates for
pneumococcal vaccine in 2007 were even lower, with only
12.2% of the English, 10.3% of the German, and 8.7% of the
Swiss community-dwelling populations.30 An English na-
tional survey conducted in 2006 by general practitioners
(GPs) found marked regional variations and an average
pneumococcal vaccine uptake reaching 29.8% (range, 22–
43.4%) in the 75- to 79-year-old community-dwelling adults
and 36.2% (range, 30.8–50.1%) in the over 80-year age
group.31 In 2007, in French geriatric units, pneumococcal vac-
cine coverage was only 21.9% (range, 0–100%).32

In the early 1990s, a survey conducted in Belgium by GPs
on tetanus toxoid (TT) vaccine coverage in the community
confirmed that the vaccine uptake decreased significantly
from 41.7% in men aged 51–60 years to 6.1% in men aged
over 80 years.33 A 2002 French National survey found that
adults aged over 65 years had significantly lower coverage
for tetanus toxoid (60.5%; confidence interval [CI] 95%,
57.3–63.4) and diphtheria (13.3%; 95% CI, 11.4–15.5) vaccines
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TABLE 1. JOINT VACCINE WORKING GROUP ADVOCATING VACCINATION OF ADULTS AGED

60 YEARS AND OLDER IN WESTERN EUROPE

European Union Geriatric Medicine Society (EUGMS) and International Association of Gerontology and
Geriatrics–European Region (IAGG-ER)

The two above-mentioned societies concerned with the public health burden of vaccine-preventable diseases, convened
this Working Group of experts, chaired by the academic director of the EUGMS (JPM) for the purpose of advocating higher
immunization rates among European citizens aged 60 years and older.

The main purposes of the Joint Working Group were to (1) conduct an inventory of the current practical guidelines for
universally recommended vaccines in adults in European countries, and compare guidelines with the United States, (2)
propose an adaptation of current vaccine guidelines designed to support official recommendations, (3) stress the
importance of sustain a life course vaccine programme from childhood to adulthood until extreme old age, (4) support
the public health, social, and economic value of vaccines to prevent infectious diseases in the whole population, and (5)
increase the willingness to vaccinate and the public acceptance of vaccination.

The group was composed of geriatricians designated by the two societies (EUGMS, S.M. and J.P.M., and IAGG-ER, R.M.
and H.W.) and experts in immunology and vaccines (B-G.L. and P.H.L.), pneumococcal vaccine (C.C.), influenza vaccine
(K.N.), and public health (T.K.), who worked on a voluntary basis.

Each of the working members was in charge of a specific topic (formulating the bibliography, reporting at each of the
3 meetings and participating in the writing of the paper related to their main expertise). The academic director of the
EUGMS assured the coordination of the different chapters and wrote the first draft. All the group participants participated
in its improvement and agreed with the content of the final version.



than the general population, whose coverage rates were, re-
spectively, 71.2% (95% CI, 70.0–72.3) and 33.7% (95% CI,
32.4–35.0) (p � 0.0001).34 To our knowledge, no data exist on
pertussis vaccine coverage rates in adults aged 60 years and
older.

Level of Immunity against Vaccine-Preventable
Diseases in Adults Aged over 60

By retirement age (between 55 and 65 years of age in most
western European countries), 60% do not have influenza an-
tibodies resulting from previous vaccinations and/or natural
exposures35 and about the same proportion do not have pre-
vaccination protective levels of antibodies against the 23
studied Streptococcus pneumonia serotypes.36

Whereas in 2001, in Spain 60–70% of the over-65 popula-
tion had an antibody concentration from previous TT vacci-
nation below the protective limit (�0.1 IU/mL).37 A 2007 Bel-
gian study concerning 784 patients (130 were aged over 65
years) admitted in an emergency room found the im-
munoglobulin G (IgG) antibodies above the minimum pro-
tective level (�0.1 IU/mL) in 64.2% (95% CI, 60–67.5) in the
whole population and only 35.4% (95% CI, 27.2–43.6) in the
over 65 adults.38 A 2004 Dutch survey of around 310 adults
over 40 years old confirmed the high percentage of seroneg-
ativity for tetanus (24.8% �0.1 IU/mL [95% CI, 20.2–29.9]),
diphtheria (29.2% �0.1 IU/mL [95% CI, 24.2–34.5]), and per-
tussis (from 1.3% with pertussis anti-filamentous hemag-
glutinin [anti-FHA] to 31.9% pertussis anti-pertussis toxin
[anti-PT] [95% CI, 0.3–3.2]).39

Ninety five percent of the population aged over 60 are
seropositive for varicella zoster virus.40 This implies only
5% of the aged population has not been exposed to this virus
or to varicella vaccine. Due to decreased cell-mediated im-
munity that occurs with aging, the risk of emergence of her-
pes zoster increases with advancing age and occurs in
20–25% of the over 60-year-old population.41,42 The wide-
spread low immunological protection against vaccine-pre-
ventable diseases in adults aged over 60 requires greater un-
derstanding.

Reasons for Suboptimal Vaccine Responses in Adults
Aged over 60

Suboptimal clinical responses to vaccination

Excess mortality studies in cohorts provide conflicting re-
sults when considering the preventive effects of influenza
vaccination in adults aged 60 years and older. Reports vary
from marginal mortality benefit43–45 to reduction of mortal-
ity from 23% to 50% of all winter deaths.46,47 However, a re-
cent meta-analysis of 18 randomized control studies in com-
munity-dwelling adults (713,872 person-seasons, mean age
74 � 6 years) within one U.S health maintenance organiza-
tion (1990–2000) found that influenza vaccination was asso-
ciated with a 27% reduction in the risk of hospitalization for
pneumonia or influenza (adjusted odds ratio [OR], 0.73 [95%
CI, 0.55–0.77]) and a 48% reduction in death (adjusted OR
0.52 [95% CI, 0.50–0.55]).48

The effectiveness of pneumococcal vaccine is particularly
important in nursing home residents, the majority who are
very old and have co-morbidities. Data addressing this issue
are very limited. In 1985, a French study, the use of a 14-va-

lence pneumococcal vaccine showed an absolute risk reduc-
tion of only 2.9%.49

A shingles prevention study (vaccinated vs. nonvacci-
nated subjects aged �60 years) demonstrated an overall re-
duction in the population incidence of herpes zoster by 51.3%
(95% CI, 44.2–57.6%) and the incidence of postherpetic neu-
ralgia (PHN) by 66.5% (95% CI, 47.5–79.2%).50 The study
found that while the vaccine is less effective at reducing her-
pes zoster in subjects aged over 70 years than those aged
60–70 years, vaccination was equally effective at reducing
the incidence of PHN in the older age group.50

Age-related decrease in vaccine-induced 
antibody responses

A quantitative review of 31 studies (1986–2002) on in-
fluenza vaccine antibody responses demonstrated clearly
that H1N1, H2N3, and B seroconversion (a four-fold anti-
body increase) as well as seroprotection (antibody titers �40
units) were both significantly higher in younger adults
(17–59 years; n � 814) compared to older adults (68–86
years; n � 3997). In the two age groups, percentages of se-
roconversion and seroprotection were, respectively, for
H1N1, 60% versus 42% and 83% versus 69 % (p � 0.02), for
H3N2, 62% versus 51% and 84% versus 74% (p � 0.26), and
for B, 58% versus 35% and 78% versus 67% (p � 0.03).35

Moreover, within the older adults, those aged 75 years or
less (n � 1883) had a significantly higher production of an-
tibodies (p � 0.001) compared to those older than 75 years
(n � 2706).35

A study comparing IgG antibody concentrations before
and after pneumococcal vaccination (PPV-23) in 46 old nurs-
ing home residents (mean age 85.5 years [range, 63–103])
with 12 healthy younger adults (mean age 37 years [range,
22–46]) showed a significant reduction in postvaccination an-
tibodies in the older group. Geometric mean concentrations
of IgG in the nursing home residents for serotypes 6B and
19F (5.1 and 5.8 �/mL, respectively) were significantly lower
than in the young adult group (10.1 and 14.0 �/ml, respec-
tively) (p � 0.05).51

Reduced duration of vaccine-induced antibody responses
in older adults

A 26-year longitudinal analysis of antibody responses af-
ter vaccination in adults (mean age 37 years � 8; range,
23–59) at first observation found that antibody responses
were relatively stable, with half-lives ranging from 11 years
(range, 10–14) for TT, 19 years (range, 14–33) for diphtheria,
and 50 years (range, 30–153) for herpes zoster.52 However,
antibody titers were not sustained with aging. Measure-
ments of specific antibody against TT in 734 adults (age 18–93
years, 382 females) proved that age and time since last vac-
cination shortened significantly the protective antibody titers
(p � 0.001).53

Immunologic basis for the decrease of vaccine response

The aging process includes numerous immunological
changes, collectively called immunosenescence, which is de-
fined as the inability of an aging immune system to produce
an appropriate and effective response to a challenge.54,55 The
age-related immunological changes affect the T and B lym-
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phocyte repertoires, combined with a reduction in the effi-
ciency of antigen-presenting cells, increased number of 
natural killer cells, and an increased production of autoan-
tibodies.56 Factors such as thymic involution, signal trans-
duction changes, chronic antigenic stimulation, protein mal-
nutrition, age-related hormonal changes, bed-ridden status,
or simply physical inactivity all contribute to immunose-
nescence and lower immune responses in aging adults.54

However, memory cells appear to be maintained, and res-
timulation can be used as a basis for building protective re-
call responses in adults aged over 60.55

Progressive exhaustion of T cell repertoire and reduced 
T cell responses with age

During human aging, one of the most striking changes in
the primary lymphoid organs is the progressive involution
of the thymus. As a consequence, the production of naïve T
cells dramatically declines with age while the proportion 
of antigen-experienced cells (memory and effectors) in-
creases.57 There is a significant decrease in the number of
naïve T cells that have shortened telomeres as well as a re-
duced diversity of the T cell receptor repertoire.57 Mean-
while, highly differentiated effector T cells increase. This ac-
cumulation correlates with a failure to produce specific
antibodies following influenza vaccination58 and is consid-
ered a predictor for mortality.56,59,60 An interleukin-4 (IL-4)-
producing subpopulation of CD8� T cells that express
CD45RO and CD25 is found in 36% of healthy older adults.
The loss of naïve T cells may be compensated by IL-4-pro-
ducing CD8� T cells, which are more frequently seen in older
persons, still raising a humoral immune response than in
those failing to produce protective antibodies after vaccina-
tion.59,60

Three considerations are made in relation to the issue of
immunosenescence. First, there are complex interactions
with the combination of frailty, disability, and co-morbidity
related with age-related immunological decline.61 Second,
there is a need to improve the immune responses to vaccines
in the immunosenescent population.62–65 However, this re-
quirement should not delay a campaign to vaccinate aging
and aged adults. Many benefits may be gained from begin-
ning such a vaccine campaign for the older populations now.
Finally, high coverage rate of immunizations in children can
also have a significant impact in lowering the infectious dis-
ease burden in the old population through effective herd im-
munity.66

Discrepancies in Existing European Vaccine Programs

Influenza vaccine

Influenza vaccine is recommended annually from the age
of �50 years in Austria; �60 years in Germany, Greece, Ice-
land, and Spain; and �65 years in Belgium, Denmark, Fin-
land, France, Ireland, Italy, The Netherlands, Norway, Por-
tugal, Sweden, Switzerland, and the United Kingdom.
Moreover financial incentives for vaccination in aged adults
vary widely between countries, from full costs paid by the
vaccine recipient (Austria), to free provision of both vaccines
(France), to public health financing of vaccines but not of
clinical services (Switzerland), and to direct financial incen-
tives to GPs to provide vaccines (UK).

Pneumococcal vaccine

In 2003, a European survey performed in all of the 15 Eu-
ropean Union member states, Switzerland, and Norway plus
the 10 accession countries found that the 23 polysaccharide-
valent vaccine (PPV-23) was licensed everywhere except in
Malta.67 Moreover, all countries except Portugal have spe-
cific recommendations for this vaccine. These clinical rec-
ommendations were generally quite consistent, given to
adults over the age of 60 or 65 years (one exception is The
Netherlands), a history of previous pneumococcal infection,
or an increased risk (e.g., anatomic or functional asplenia,
immunocompromising condition, or cardiac, liver, pul-
monary, or renal chronic diseases, or recipients of organ,
bone marrow, or cochlear transplants).67 For these indica-
tions, the vaccine is provided without cost, except in Bel-
gium, Finland, Italy, Lithuania, Luxembourg, and the Slovak
Republic. Pneumococcal vaccine recommendations were in-
consistent concerning the perceived need for and the sched-
ule of repeated boosters. Revaccination is recommended af-
ter the age of 64 years (Italy), or 5 years after the first injection
only for those at risk (Finland, Germany, Ireland, Norway,
Switzerland, and United Kingdom), or every 6 years (in some
Swedish counties).67 Reimbursement of pneumococcal vac-
cination is also highly variable. Publicly funded vaccine
availability could increase coverage rates, as seen in Aus-
tralia where this initiative increased pneumococcal vaccina-
tion uptake from 39% to 73% in patients aged over 65 years
and admitted to a large teaching hospital between 2005 and
2006.68

Diphtheria and tetanus toxoid vaccines

In the WHO European region, with the exception of Por-
tugal, the declared target is to maintain �90% coverage with
tetanus-diphtheria toxoid vaccines (Td) and to undertake
supplementary immunization for high-risk populations.
Booster doses of Td are recommended every 10 years (ex-
cept in Austria, every 5 years) after completion of the pri-
mary series of three doses.69

Pertussis vaccine

Routine pertussis vaccination for babies is generally ad-
ministered at 3, 4, and 5 months of age and in the second
year of life. Although regular boosters for all persons aged
over 6 years may be desirable, no specific recommendations
for boosters exist.70. Resurgence of pertussis in older popu-
lations has been observed in several countries. An Austrian
epidemiological survey showed that the mean age of labo-
ratory-reported pertussis cases increased from an average
age of 30 years (standard deviation [SD] � 25.9) in 2000 to
approximately 44 years (SD � 23.7) in 2005.21 Hospitaliza-
tion rates were highest in infants aged �6 months (86%) and
in adults aged �85 years (80%).21 The morbidity from per-
tussis in adults can be substantial (7.2% have prolonged
cough),71 testifying to the high-risk disease transmission be-
tween generations. For this reason, it might be advisable to
attempt to reduce the burden of pertussis by vaccinating
adults aged over 60 with Td and acellular pertussis com-
bined vaccines (TdaP).70–74 The U.S. Advisory Committee on
Immunization Practices (ACIP) recommends the use of TdaP
in: (1) adults aged 19–64 years, replacing Td by TdaP for
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booster immunization if last dose �10 years, (2) adults with
last Td �10 years ago if needing protection against pertus-
sis, and (3) adults with or anticipated contact with an infant
�12 months of age.5

Herpes zoster vaccine

This vaccine was licensed in 2006 in Europe for prevent-
ing herpes zoster and postherpetic neuralgia in immuno-
competent individuals aged over 60 years. In January, 2007,
the license was modified to include persons aged over 50
years, and vaccine recommendations have been updated in
Austria and Switzerland. The Austrian and Swiss authori-
ties recommend herpes zoster from 50 years of age accord-
ing with European Union vaccine labeling and have autho-
rized concomitant use with influenza vaccine. Herpes zoster
vaccine is currently only available in a limited number of
countries (Switzerland, Austria, Denmark, Norway, Sweden,
and The Netherlands), but should be widely available

Toward a New Vaccine Strategy for Adults Aged over
60 Years

In view of the low vaccine coverage rates in adults over 60
and their burden of disease, there is a need to establish and
sustain a vaccine program in this population. Such a vaccine
program should start in middle age, before the onset of age-
related immunological decline. The present consensus state-
ment by the European geriatric and gerontological societies
(EUGMS and IAGG-ER) recommends that routine vaccination
should be initiated by the sixth decade if not earlier.

Vaccines should be part of a healthy aging strategy, con-
sidering that currently the period from retirement age (from
55 to 65 years in most western European countries) to death
generally represents two to three decades. Several clinical
considerations must be included in it (Table 2):

• Vaccinations: After a complete vaccine history assessment
at 60 years of age, recommended vaccines include TdaP,
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TABLE 2. PROPOSED VACCINE GUIDELINES FOR ADULTS AGED 60 YARS AND OLDER IN WESTERN EUROPE

Vaccine program Recommended vaccines Clinical considerations

Starting at 60 years Tetanus-diphtheria-pertussis (TdaP) Assess the vaccine status
(but possibly earlier) - If no evidence of any previous vaccination, start a

new complete vaccination series.
- If last booster �10 years before, give a booster dose

Trivalent influenza vaccine (TIV) Adapted to the annual strain 
Pneumococcal (PV23) Assess the vaccine status: if vaccine administered: 

�5 years before, give 1 dose
Herpes zoster Assess the vaccine status

If no evidence of any previous vaccination, give 1 dose
Revaccinations Influenza (TIV) Every year

Pneumococcal (PV23) Every 5 years
Tetanus-diphtheria-pertussis (TdaP) Every 10 years
Herpes zoster Not yet determined

Special indications
1. New injury event Tetanus-toxoid (TT) or tetanus- - If no evidence of any previous vaccination, start a 

diphtheria toxoids (Td) or TdaP new complete vaccination series.
- If last booster �10 years before, give a new booster 

dose
2. Repeated hospital  Pneumococcal Ask vaccine history. if vaccine administered �5 years 

admissions provide a booster
3. Nursing home Tetanus-diphtheria-pertussis (TdaP) If no evidence of any previous vaccination, start a new 

admission complete vaccination series.
- If last booster �10 years before, give a new booster

dose
Influenza (TIV) No upper age limit;

Herd immunity is important for residents of nursing 
home as well as for health care professionals 

Pneumococcal If already vaccinated, a booster is recommended if the 
initial vaccination was �5 years

Herpes zoster If not already administered, give 1 dose. If already 
vaccinated, the need for revaccination is not yet 
known

Contraindications and precautions for every vaccine: Refer to official vaccine recommendations at:
http://www.ecdc.eu.int,
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5510a1.htm, 
http://www.clinicalanswers.nhs.uk/index.cfm?question=643.
All the above-mentioned vaccines can be administered in the event of: Mild to moderate local reactions after a previous vaccination, mild

acute illness, current antimicrobial therapy, persons receiving anticoagulant therapy, recent exposure to an infectious disease and, stable neu-
rological disorder.

Administration: Maintain recommended vaccine storage temperature, and sterile injection technique as well as the injection route and site
(for example, persons on anticoagulant therapy can receive subcutaneous instead of intramuscular injections).

A patient vaccination card is strongly recommended.



influenza, pneumococcal, and herpes zoster. The associa-
tion of influenza and pneumococcal vaccines has poten-
tial preventive effects.75 Choice of TdaP, a tetanus toxoid,
reduced diphteria toxoid, and acellular pertussis vaccine
follows the ACIP recommendation (see above).5

• Revaccinations: An annual influenza vaccination is
needed, because each year’s vaccine is adapted to the new
seasonal strains. Repeated annual influenza immuniza-
tions broaden the antigenic protection if the new strains
are closely related.76 Pneumococcal vaccine is recom-
mended every 5 years and TdaP every 10 years. Further
studies are needed to determine the duration of the pro-
tective effect of a single herpes zoster vaccination and to
establish whether a herpes zoster booster is required. Reg-
ular booster vaccinations throughout life are important to
maintain the ability to respond to recall antigens with ag-
ing.

• Other special indications for vaccinations should be con-
sidered:

• In case of trauma or new medical event, a booster (or a
complete vaccination) of tetanus toxoid or TdaP may be
provided if the previous tetanus vaccination was over 10
years.

• In case of repeated hospitalizations, pneumococcal vac-
cine should be considered if the last immunization dated
back to 5 years.

• At the time of admission to residential care (approxi-
mately 85 years in most of western European countries),
a new clinical assessment of vaccine history is recom-
mended to ascertain if any vaccine updates are needed.
This assessment needs to consider TdaP, influenza, pneu-
mococcal, and herpes zoster vaccines

Willingness to Vaccinate and Public Acceptance of
Vaccination

These vaccine guidelines for citizens aged 60 years and
older proposed by the two European geriatric and geronto-
logical societies would be justified if there is evidence such
programs would be cost-effective and safe. Despite existing
controversies concerning (1) the estimated influenza-related
mortality, (2) the effectiveness of influenza vaccine in older
adults, (3) the possible selection biases in cohort studies,43,44

as well as (4) the need for country-specific assessment,77

most of the recent analysis studies of influenza vaccine show
a high-impact, cost-effective service for persons aged over
50 years, and even over 70 years.78–82 Already, in the mid
1990s, a cost-effectiveness analysis of pneumococcal vacci-
nation for prevention of invasive pneumococcal disease in
populations aged over 65 years of 10 western European
countries justified a wider use of the vaccine.83 Most cost-
effectiveness analyses of pertussis vaccination in Europe
were performed in Germany and based on a Markov model.
The results were more sensitive, favoring routine vaccina-
tion of adults aged 20–64 years with TdaP, if the incidence
of pertussis in this age group was greater than 120 per
100,000 population.84,85

More research is needed on the cost effectiveness of all
these vaccines in adults aged 60 years and older. Commu-
nity and patient values for preventing herpes zoster and
PHN are currently under investigation to determine the

quality-adjusted life years saved.86–88 Improving vaccine up-
take in this population requires addressing numerous barri-
ers to adult immunization that involve both consumers’ be-
liefs and health-care professionals’ practices.89,90

Consensus Statement

The EUGMS and IAGG-ER have formed a Joint Working
Group to complement existing information, propose vaccine
guidelines, and to develop a consensus statement that ad-
vocates immunization in adults aged 60 years and older. This
consensus statement:

• Demonstrates the need to strengthen and harmonize vac-
cine strategies at the European level,

• Recognizes the importance of sustaining a life-course vac-
cine program,

• Promotes healthy aging by increasing vaccine coverage to
limit the burden of vaccine-preventable infectious dis-
eases,

• Supports the public health, social, and economic value of
vaccination, and indeed, and

• Improves the willingness to vaccinate the most rapidly
growing segment of the general population.

Health-care professionals have a critical role to play in the
implementation of such consensus vaccine guidelines. Com-
munication and awareness of vaccine-preventable diseases,
such as an efficient reminder, recall, and information system,
as well as improved access to vaccines, constitute the main
pillars for success in establishing a vaccine programme for
European citizens aged 60 years and older.
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