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Vaccines are products of biological origin, which, by 
inducing immunity, prevent or alleviate infections and 
infectious diseases. The risk of infection is particularly 
high in patients with autoimmune inflammatory rheu-
matic diseases (AIIRD) because associated diseases and 
immunosuppressive therapies increase the contagious 
burden. The European League Against Rheumatism 
(EULAR) helps us in planning vaccinations for this group 
of patients, and at the end of 2019 updated their rec-
ommendations. EULAR addressed them to all doctors 
involved in the care of patients with AIIRD. The 2019 
update for vaccination in adult patients with AIIRD is 
divided into six overarching principles and nine recom-
mendations. According to the opinion of Polish experts, 
immunization in children with rheumatic diseases can 
follow the same recommendations [1]. 

Based on the EULAR guideline, the rheumatological 
team should assess patients with AIIRD every year for 
vaccination status and indications for their update or 
continuation. Such an individualized immunization pro-
gram should be carefully explained to the patient and 
implemented in cooperation with a primary care physi-
cian and a rheumatological team [2]. The best approach 
is to administer vaccines during “steady-state”, a remis-
sion of AIIRD before planned immunosuppression (es-
pecially before therapy reducing B cell counts). For this 
patient group, we should plan vaccinations at least six 
months after and four weeks before the next treatment 
cycle. In cases where this time interval is not possible, 
immunization may be considered as part of the B-cell 
reduction therapy, taking into account the potential 
non-optimal response to the vaccine. Limited knowledge 
about the safety and immunogenicity of vaccines during 
active disease creates a contraindication. It is worth em-
phasizing that, in severe cases, we should not delay the 
necessary vaccinations [2].

Patients with AIIRD on glucocorticosteroids (GC) or 
disease-modifying antirheumatic drugs (DMARDs) can 
safely receive inactivated, “killed” vaccines. Data from 

clinical studies confirmed that administration of the 
vaccines against influenza, pneumococci, tetanus tox-
oid, hepatitis B (HBV), hepatitis A (HAV), and human 
papillomavirus (HPV) is effective and safe among those 
patients [1, 2]. The administration of live, attenuated 
vaccines during immunosuppression should be avoided 
in patients with AIIRD because live attenuated microor-
ganisms can potentially cause infection. However, there 
is a possibility of careful use of the measles, mumps, 
and rubella (MMR), and herpes zoster vaccines. Based 
on their safety data, they can be considered in people 
with AIIRD with a low degree of immunosuppression 
and a high chance of contracting measles (travelers) or 
herpes zoster (risk groups) [2].

Due to extensive evidence of safety and good immu-
nogenicity, influenza, and pneumococcal vaccination, 
we should think about them in most patients with rheu-
matic diseases [2]. These people, especially immunosup-
pressive patients, have a higher risk of getting sick com-
pared to the general population [3, 4]. When we plan to 
vaccinate people with AIIRD, we should remember that 
rituximab has a strong effect on B cells. Therefore, when 
we are planning any of the above vaccinations, they 
should be implemented before rituximab treatment. Pa-
tients with AIIRD should receive a tetanus toxoid vaccine 
as recommended for the general population. However, 
passive immunization with tetanus immunoglobulins 
(for example in the case of wound management) is the 
preferred method of tetanus prophylaxis in patients 
treated with rituximab [1].

The HAV and HBV vaccines should only be given to 
patients at risk. These include seronegative patients 
who travel or are residents in endemic countries and 
persons at increased risk of exposure to HBV (for exam-
ple, medical personnel, home contact persons, sexual 
partners of persons with chronic HBV infection, intrave-
nous drug users). CDC recommends passive immuniza-
tion or booster vaccination in patients not vaccinated or 
with an insufficient response to hepatitis B [5]. Patients 
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with AIIRD are at increased risk for herpes zoster (HZ) 
compared to the general population. Chickenpox eval-
uation should be considered before administration of 
a live HZ vaccine to prevent primary infection. The safety 
and efficacy of the inactivated HZ vaccine have not yet 
been studied in patients with AIIRD, but it seems to be 
an attractive alternative to live immunization [6]. 

Patients with AIIRD during immunosuppression 
should avoid yellow fever vaccination because of the 
risk of producing an infection [7]. Patients with AIIRD, in 
particular patients with systemic lupus erythematosus 
(SLE), should receive vaccination against human papil-
lomavirus (HPV) as recommended for the general popu-
lation, because most of the evidence regarding HPV epi-
demiology in patients with rheumatic diseases is based 
on studies in women with SLE [8]. According to the Infec-
tious Diseases Society of America, household members 
of people with AIIRD should be vaccinated according to 
national guidelines [9]. Newborn babies of mothers who 
took biological medicines at the end of the second and 
third trimesters of pregnancy should not receive live 
vaccines for the first six months of life [10]. Measuring 
the level of a given biological drug in the serum can help 
make a vaccination decision with live vaccines.

The rheumatological team in cooperation with pri-
mary care physicians should educate patients about 
the indications and contraindications for specific vac-
cinations and inform them about the risk-benefit ratio. 
Further research is needed to make the preparation of 
personalized recommendations easier to protect the pa-
tient with AIIRD.

In guidance on routine immunization services during 
the COVID-19 pandemic in the WHO European Region of 
20 March 2020, the World Health Organization (WHO) 
issued recommendations on the implementation of vac-
cination during the COVID-19 pandemic in the Europe-
an Region [11]. The WHO points out that immunization 
services are an essential component of health care and 
should be maintained as long as COVID-19 response 
measures allow. The WHO has prioritized vaccination 
against pneumococci and seasonal influenza for vul-
nerable groups. As a result, on 17 April 2020, the Min-
istry of Health and GIS published a communication on 
the resumption of immunizations in Poland, in which it 
recommends the universalization of pneumococcal and 

seasonal influenza vaccination in adult risk groups, in-
cluding people over 60 years of age and the chronically 
ill, as they are at high risk of pneumonia.
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