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We should give the influenza vaccine to
elderly patients in rest homes who are
suffering from severe dementia

NO

Introduction

Influenza is a highly contagious respiratory ill-
ness with significant morbidity and mortality in
all population groups, particularly the elderly.

The current evidence around the effectiveness of
influenza vaccines in the elderly remains uncer-
tain.! While there is good evidence for effective-
ness in younger populations, vaccines are less
effective as people get older due to the less vigor-
ous immune response associated with ageing and
increasing rates of underlying medical conditions.
Published figures of immunisation vaccination
effectiveness in the elderly suggest effectiveness
rates of 23-60% for preventing illness, 30-50% in
preventing hospitalisation and 27-75% in reducing
mortality.? Despite the limitations of influ-

enza vaccination in the elderly overall, it is still
considered a cost-saving measure to reduce both
morbidity and mortality.’ Furthermore newer vac-
cines with better technology including improved
adjuvants, novel antigen production methods

and alternative routes of delivery are expected to
improve the effectiveness in this age group.*

Who to vaccinate?

The majority of the medical literature defines
‘elderly’ as all those over 65 years, and may then
divide them into two somewhat arbitrary groups
of community-living elderly and those in institu-
tional care.

However all elderly are not the same. An elderly
person in their late 60s who has retired with

a good pension and is running marathons may
well have an enviable quality of life. In contrast,
someone with severe dementia who is severely in-

capacitated and fully institutionalised is likely to
have a very different quality of life. It is within
this second scenario that we need to consider the
rationale for offering an influenza vaccination.

The first rationale for use of the vaccine is to re-
duce mortality: in a severely incapacitated patient
the overall effectiveness of the vaccine to prevent
death is low and it is unlikely that the individual
or any of their caregivers or family would be
interested in prolonging life just for the sake of
prolonging life.

Secondly, there may be the potential to reduce
morbidity: the argument for using the vaccine

to reduce pain and discomfort from catching the
disease of influenza needs to be considered. How-
ever, is the use of a preventative vaccine the best
way in this group to reduce pain and discomfort?
While influenza can be an extremely unpleasant
disease, good medical care can be highly effec-
tive at managing discomfort and distress. Efforts
to avoid influenza may just be shifting the cause
of death to a condition that could be a great deal
more uncomfortable. Part of the consideration
here is whether influenza might aid a ‘comfort-
able death’ in a severely demented and incapaci-
tated patient.

The third reason for use of the vaccine could

be to reduce the spread of disease to others and
hence reduce the overall community burden of
influenza. However, the current vaccines are
unlikely to be very effective in the frail elderly
and this particular group is unlikely to be mixing
with the wider community to any large extent. If
we wish to reduce the spread of influenza specifi-
cally to this group, the most effective strategy
would be to vaccinate those who are more likely
to respond to the vaccine such as family mem-
bers, caregivers and health care workers.
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Who wants influenza protection?

A study reviewing the evidence for bias in stud-
ies of influenza vaccine effectiveness in elderly
patients showed that the main reason for bias
was that patients who were nearer death were
less likely to receive influenza vaccination.” This
could be because the patient, or family, is choos-
ing not to have the vaccine or the health provider
is choosing not to offer flu vaccination. Despite
population-based recommendations, the study
cited above demonstrates that there is currently

a lot of individual decision-making going on dif-
ferentiating between groups of elderly and not
treating all the same. However, this has yet to be
articulated in the literature or at policy decision-
making levels. A fascinating study looking at
people’s decision-making processes around limited
health resources made the statement ‘it is critical
to understand how the public thinks life should
be valued and the underlying mechanisms that
give rise to these value judgements’.® All elderly
are not the same. If we demand whole popula-
tion influenza vaccination then we are imposing
population-based principles on a very diverse
group of individuals. A healthy, mobile, socially
connected individual may make a very different
decision on preventive issues for themselves than
an institutionalised individual with minimal so-
cial connectivity and a poor quality of life. What
right have we to group all these individuals who
have such marked differences as having the same
health value judgements? A rational, but also a
humane and compassionate health system would
allow flexibility in recognising that all elderly are
not the same, and have the right to consider dif-
ferent options for different phases of life.

Conclusions

While it is a difficult ethical dilemma to try and
speak for those who cannot necessarily answer
for themselves, there is no evidence to support
the assumption that a demented elderly patient
would choose to prevent influenza. We all die
eventually; the issue, particularly for the very
frail elderly, is more about the nature of how we
die. If as a frail and demented patient I can be
sure that my influenza can be managed well to
keep me comfortable, then I have no need of a
preventive vaccine, even if it shortens my life ex-

pectancy. It is time for us to engage in more con-
versation around value judgements such as this
and not just rely on population-based answers for
individual dilemmas.
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