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ABSTRACT
Prophylactic paracetamol administration impacts vaccine immune response; this study (www.clinicaltrials.
gov: NCT01235949) is the first to assess PHiD-CV immunogenicity following prophylactic ibuprofen admin-
istration. In this phase IV, multicenter, open-label, randomized, controlled, non-inferiority study in Romania
(November 2010–December 2012), healthy infants were randomized 3:3:3:1:1:1 to prophylactically receive
immediate, delayed or no ibuprofen (IIBU, DIBU, NIBU) or paracetamol (IPARA, DPARA, NPARA) after each
of 3 primary doses (PHiD-CV at age 3/4/5 months co-administered with DTPa-HBV-IPV/Hib at 3/5 and
DTPa-IPV/Hib at 4 months) or booster dose (PHiD-CV and DTPa-HBV-IPV/Hib; 12–15 months). Non-inferior-
ity of immune response one month post-primary vaccination in terms of percentage of infants with anti-
pneumococcal antibody concentrations �0.2 mg/mL (primary objective) was demonstrated if the upper
limit (UL) of the 98.25% confidence interval of difference between groups (NIBU vs IIBU, NIBU vs DIBU) was
<10% for �7/10 serotypes. Immunogenicity and reactogenicity/safety were evaluated, including confirma-
tory analysis of difference in fever incidences post-primary vaccination in IBU or DIBU group compared to
NIBU. Of 850 infants randomized, 812 were included in the total vaccinated cohort. Non-inferiority was
demonstrated for both comparisons (UL was <10% for 9/10 vaccine serotypes; exceptions: 6B [NIBU], 23F
[IIBU]). However, fever incidence post-primary vaccination in the IIBU and DIBU groups did not indicate a
statistically significant reduction. Prophylactic administration (immediate or delayed) of paracetamol
decreased fever incidence but seemed to reduce immune response to PHiD-CV, except when given only
at booster. Twenty-seven serious adverse events were reported for 15 children; all resolved and were not
vaccination-related.
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Introduction

Pneumococcal conjugate vaccines (PCVs) provide protection
against invasive pneumococcal disease (IPD) and other diseases
such as acute otitis media or pneumonia;1-4 PCVs have been
included in many national childhood immunization programs.

Co-administration of PCVs with standard infant vaccines was
shown to induce a higher incidence of fever in children compared

to single-vaccine administration.5-7 Antipyretics, most commonly
paracetamol and ibuprofen, are sometimes administered prophy-
lactically to prevent fever during pediatric immunization.8

Although prophylactic paracetamol administration significantly
decreases febrile reactions, it has also been shown to reduce
immune responses to some vaccine antigens.9 Prophylactic para-
cetamol administration (immediate and 6–8 hours post-
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vaccination) with 10-valent pneumococcal non-typeable Haemo-
philus influenzae protein D conjugate vaccine (PHiD-CV) tran-
siently lowered immune response after primary and booster
vaccination. Induction of immunological memory and persistent
impact of PHiD-CV on carriage rates were observed until at least
28 months post-booster vaccination.10 The observed trend
toward lower antibody geometric mean concentrations (GMCs)
prior to boosting may have significance for those children who
might miss their booster dose, as their antibodies may decline
faster than if they had not received paracetamol. Prophylactic
administration of paracetamol also seemed to interfere with
immune responses to the PCV13 in infants, while ibuprofen
appeared to reduce responses to pertussis filamentous haemag-
glutinin (FHA) and tetanus antigens without impacting pneumo-
coccal responses.11

In contrast to these data, a recent study showed that prophy-
lactic administration of paracetamol in children after concomi-
tant vaccination with a multicomponent meningococcal
serogroup B vaccine (4CMenB), DTPa-HBV-IPV/Hib and
PCV7 decreased fever and reactogenicity, with no apparent
clinically relevant effect on immune responses.12

To date, there are no published data concerning the impact of
prophylactic ibuprofen administration on the immune response
to PHiD-CV.13 This study aimed to demonstrate non-inferiority
of the immune response to PHiD-CV administered as a 3-dose
primary course with immediate (IIBU) or delayed (DIBU) versus
no prophylactic ibuprofen (NIBU) administration, in terms of
percentage of infants with anti-pneumococcal antibody concen-
trations �0.2 mg/mL. Non-inferiority was to be demonstrated if,
for �7/10 serotypes, the upper limit (UL) of the 98.25% confi-
dence interval (CI) of the difference between groups (NIBU vs
IIBU and NIBU vs DIBU) was <10%, in compliance with the
European Medicines Agency Guideline on the Choice of the
Non-inferiority Margin.14 Additionally, the study aimed to dem-
onstrate a lower incidence of febrile reactions with immediate or
delayed ibuprofen administration vs no ibuprofen administration.

We also assessed the effect of paracetamol administration
(immediate or delayed, the latter not yet studied) on the immu-
nogenicity and reactogenicity of PHiD-CV and the co-adminis-
tered routine infant vaccines after primary and booster
vaccinations. With this information, clinicians can objectively
assess if the benefits of prophylaxis of febrile reactions outweigh
the risk of potential effects on immunization.

Results

Study participants

The study was conducted between 12 November 2010 and 08
December 2012. Of 850 participants randomized, 812 were
included in the total vaccination cohort (TVC) for primary vac-
cination and 768 in the TVC for booster vaccination (Fig. 1);
647 (79.7%) children from the primary and 575 (74.9%) children
from the booster epoch were included in the according-to-pro-
tocol (ATP) cohort for immunogenicity. Demographic charac-
teristics were similar between groups (Table S1). The mean age
at primary vaccination was 13.1 (standard deviation: 1.18) weeks
at first dose, 18.0 (1.48) weeks at second dose, and 23.1 (1.78)
weeks at third dose; the mean age at booster vaccination was

12.3 (0.62) months. There were no major differences between
groups in the total daily dose of administered antipyretics. Two
children in the TVC were withdrawn due to a serious adverse
event (SAE) during the study period; these SAEs were not con-
sidered to be causally related to vaccination.

Effect of ibuprofen on PHiD-CV immunogenicity

One month post-primary vaccination, for each of the 10 vaccine
serotypes, the percentage of children in the IBU groups with
antibody concentrations �0.2 mg/mL was at least 98.7%, except
for serotypes 6B and 23F (6B at least 84.0%; 23F at least 89.2% in
each group). Non-inferiority in terms of the percentage of
infants with antibody concentrations �0.2 mg/mL was demon-
strated since the UL of the difference was <10% for 9 out of 10
serotypes for each comparison (IIBU vs NIBU and DIBU vs
NIBU). The UL was>10% for serotypes 6B (IIBU vs NIBU: per-
centage difference 0.69; UL D 10.99%) and 23F (DIBU vs NIBU:
percentage difference 2.73; ULD 11.04%). No statistically signifi-
cant differences in antibody GMCs for vaccine pneumococcal
serotypes or protein D were observed (Table 1).

Post-booster immune responses were in similar ranges in
all groups; for each of the vaccine serotypes, percentages of
children with antibody concentrations �0.2 mg/mL were
91.5–100%. An increase in antibody GMCs post-booster
compared to post-primary vaccination was observed in all
groups, for each vaccine serotype except serotype 14 in the
DIBU-NIBU group and serotype 19F in the NPARA-IPARA
group (Table S2). Because very few participants per group
had available results from the opsonophagocytic activity
and poliomyelitis neutralization assays, these results could
not be presented and interpreted.

For vaccine-related serotypes 6A and 19A, antibody concen-
trations �0.2 mg/mL were observed for �43.3% and �40.1% of
children in each IBU group at one month post-primary vacci-
nation (Table 1), and for �80.4% and �78.0% children post-
booster, respectively (Table S2).

Effect of paracetamol on PHiD-CV immunogenicity

Post-primary vaccination, the percentage of children with
antibody concentrations �0.2 mg/mL generally tended to be
lower in the immediate (IPARA) and delayed paracetamol
(DPARA) groups than in the no-paracetamol (NPARA)
group (however, the 95% CI of the differences included 0)
and the highest difference in point estimates vs control
NPARA was observed for serotype 6B (»8% for IPARA
and »14% for DPARA). Compared to the NPARA group,
antibody GMCs were lower for 6 of the PHiD-CV serotypes
and protein D in the IPARA group, and for serotypes 1
and 6B in the DPARA group (Table 2).

One month post-booster vaccination, for each of the 10
vaccine serotypes, at least 91.7%, 93.2% and 97.9% of children
in the IPARA-NPARA, DPARA-IPARA and NPARA-IPARA
groups, respectively, had antibody concentrations �0.2 mg/
mL. Post-booster antibody GMCs tended to be lower than in
the control NIBU-NIBU group for all vaccine serotypes in the
IPARA-NPARA group and the majority of serotypes in
the DPARA-IPARA group, as well as for protein D in both
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groups. No major differences in antibody GMCs were
observed when paracetamol was administered only during
booster vaccination (NPARA-IPARA group) (Table S3).

For vaccine-related serotypes 6A and 19A, antibody concen-
trations �0.2 mg/mL were observed for �30.0% and �41.5% of
children in each PARA group at one month post-primary vac-
cination (Table 2), and for �83.0% and �77.3% children post-
booster (Table S3).

Effect of ibuprofen on co-administered antigens

Post-primary vaccination, a borderline significant difference in
antibody GMCs was observed in the IIBU vs NIBU comparison
for FHA (UL D 0.99), in the DIBU vs NIBU comparison for
tetanus (UL D 1.00) and in the IIBU vs NIBU comparison for
hepatitis B surface antigen (HBs) (UL D 1.01) (Table 3). Post-
booster, a difference in pertussis antibody GMCs was observed
in the IIBU-DIBU (anti-pertussis toxoid [PT], anti-pertactin
[PRN] and anti-FHA antibody GMCs) and IIBU-NIBU (anti-
PT antibody GMCs) groups (Table S4). Seroprotection and
seropositivity rates were not affected.

Effect of paracetamol on co-administered antigens

Concerning the co-administered vaccine antigens for which the
results were interpretable (diphtheria, tetanus, pertussis [PT,
FHA, and PRN], HBs and Haemophilus influenzae type b poly-
ribosylribitol phosphate [PRP]), antibody GMCs seemed to be
reduced in the IPARA and DPARA groups and in the
NPARA-IPARA group for some antigens; nevertheless,

seroprotection/seropositivity rates remained high (�95.5%)
(Table 3, Table S5). In detail, the antibody GMCs tended to be
lower for post-primary anti-PRP (ratio of 0.66) and anti-teta-
nus (ratio of 0.78) in the IPARA group and for post-primary
anti-tetanus (0.81) in the DPARA group (Table 3), as well as
for post-booster anti-PT in the NPARA-IPARA and IPARA-
NPARA groups compared to the control group (Table S5).

Factorial design analysis

Comparison of antibody GMCs in the 9 booster groups that
received ibuprofen did not indicate a combined effect (interac-
tion) of prophylactic ibuprofen administration at primary and
booster vaccination, and no individual effect of ibuprofen at
primary vaccination or at booster on the PHiD-CV post-
booster immune response.

Safety results

The confirmatory analysis of the difference in fever incidences
in the IIBU or DIBU groups compared to NIBU did not dem-
onstrate any statistically significant reduction. Fever during pri-
mary vaccination was reported for 122 children (61.3%) in the
NIBU group, compared to 121 (61.4%) in the IIBU group (dif-
ference: ¡0.11% [97.5% CI: ¡11.04; 10.82]) and 101 (51.3%) in
the DIBU group (difference: 10.04% [97.5% CI: ¡1.15; 20.98]).
Grade 3 fever was reported only in the NPARA and DIBU-
DIBU group (Fig. 2).

Similar results were obtained in the complementary descrip-
tive analysis on the ATP cohort: fever incidence in the NIBU

Figure 1. Participant flow chart. Footnote: Primary vaccination: PHiD-CV and DTPa-(HBV)-IPV/Hib at 3, 4, and 5 months of age, with the following prophylactic antipyretic
regimen: IIBU, immediate ibuprofen; DIBU, delayed ibuprofen; NIBU, no ibuprofen; IPARA, immediate paracetamol; DPARA, delayed paracetamol; NPARA, no paracetamol.
Booster vaccination: PHiD-CV and DTPa-HBV-IPV/Hib at 12–15 months of age, with the following prophylactic antipyretic regimen: at primary vaccination: immediate
ibuprofen, and at booster: immediate (IIBU-IIBU), delayed (IIBU-DIBU) or no ibuprofen (IIBU-NIBU); at primary vaccination: delayed ibuprofen, and at booster: immediate
(DIBU-IIBU), delayed (DIBU-DIBU) or no ibuprofen (DIBU-NIBU); at primary vaccination: no ibuprofen, and at booster: immediate (NIBU-IIBU), delayed (NIBU-DIBU) or no
ibuprofen (NIBU-NIBU); immediate paracetamol at primary vaccination and no paracetamol at booster (IPARA-NPARA); delayed paracetamol at primary vaccination and
immediate paracetamol at booster (DPARA-IPARA); no paracetamol at primary vaccination, and immediate paracetamol at booster (NPARA-IPARA). ATP, according-to-pro-
tocol; N, number of participants.
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group was 61.4%, vs 62.6% in the IIBU group (group difference:
¡1.16% [97.5% CI: ¡12.55; 10.39]) and 49.7% in the DIBU
group (group difference: 11.72% [97.5% CI: 0.04; 23.13]).

Exploratory analyses indicated a trend for decrease in the
rates of reported fever post-primary vaccination in the
groups receiving immediate or delayed paracetamol (32.9%
and 38.0% of participants, respectively) versus the control
group (54.1% of participants) (Fig. 2).

Other solicited local and general symptoms seemed to be
reported in similar ranges across groups during primary and
booster vaccinations (Figures S1 and S2).

Twenty-seven SAEs were reported for a total of 15 chil-
dren from the TVC. All SAEs resolved and none were con-
sidered by the investigator to be causally related to
vaccination. In addition, of the 35 children at the study site
eliminated from the TVC, 4 children reported SAEs

including one fatal SAE (DPARA group; craniocerebral
injury 132 d post-dose 3); none of these SAEs were consid-
ered by the investigator to be causally related to vaccination.

Discussion

This study found no clinically relevant impact of immediate or
delayed prophylactic administration of ibuprofen during pri-
mary or booster vaccination on the immune response to PHiD-
CV. A factorial design analysis indicated neither a combined
effect (interaction), nor separate effects of prophylactic ibupro-
fen administration at primary and booster vaccination on the
post-booster immune response to PHiD-CV.

For the primary objective, a threshold of 0.2 mg/mL anti-
pneumococcal antibody concentrations was used (equivalent to
0.35 mg/mL measured by the non-22F ELISA of the WHO

Table 1. Serotype-specific pneumococcal and protein D antibody responses with pairwise group comparisons for the ibuprofen groups, at one month post-dose three
(ATP cohort for immunogenicity).

Proportion of children with antibody concentrations � 0.2 mg/mL

% � 0.2 mg/mL (95% CI) Difference in % � 0.2 mg/mL

Serotype
IIBU

N D 154
DIBU

N D 158
NIBU

N D 164
NIBU minus IIBU
98.25% CI (LL; UL)

NIBU minus DIBU
98.25% CI (LL; UL)

Vaccine serotypes
1 100 (97.5; 100) 100 (97.6; 100) 99.4 (96.6; 100) ¡0.62 (¡4.52; 3.17) ¡0.62 (¡4.52; 2.91)
4 99.3 (96.2; 100) 100 (97.6; 100) 99.4 (96.5; 100) 0.06 (¡3.94; 4.38) ¡0.63 (¡4.57; 2.91)
5 100 (97.5; 100) 100 (97.6; 100) 99.4 (96.5; 100) ¡0.64 (¡4.63; 3.19) ¡0.64 (¡4.63; 2.92)
6B 84.0 (77.0; 89.6) 87.1 (80.8; 91.9) 84.7 (78.1; 90.0) 0.69 (¡9.40; 10.99) ¡2.38 (¡12.02; 7.22)
7F 99.4 (96.4; 100) 100 (97.7; 100) 100 (97.8; 100) 0.65 (¡2.70; 4.71) 0.00 (¡3.34; 3.48)
9V 99.3 (96.2; 100) 100 (97.6; 100) 98.7 (95.5; 99.8) ¡0.58 (¡5.05; 3.82) ¡1.27 (¡5.66; 2.32)
14 100 (97.5; 100) 99.4 (96.4; 100) 99.4 (96.5; 100) ¡0.65 (¡4.68; 3.15) 0.00 (¡4.08; 4.12)
18C 99.3 (96.2; 100) 99.4 (96.4; 100) 98.7 (95.5; 99.8) ¡0.58 (¡5.04; 3.85) ¡0.62 (¡5.08; 3.54)
19F 100 (97.5; 100) 98.7 (95.4; 99.8) 99.4 (96.5; 100) ¡0.63 (¡4.60; 3.14) 0.67 (¡3.40; 5.20)
23F 91.9 (86.3; 95.7) 89.2 (83.3; 93.6) 92.0 (86.7; 95.7) 0.08 (¡7.66; 8.10) 2.73 (¡5.30; 11.04)
Vaccine-related serotypes
6A 44.2 (36.0; 52.6) 47.4 (39.2; 55.6) 43.3 (35.4; 51.4) NA NA
19A 53.1 (44.6; 61.4) 52.0 (43.7; 60.1) 40.1 (32.4; 48.2) NA NA

Antibody GMCs

Antibody GMC (95% CI) Antibody GMC ratio

Serotype
IIBU

N D 154
DIBU

N D 158
NIBU

N D 164
IIBU / NIBU

99.8% CI (LL; UL)
DIBU / NIBU

99.8% CI (LL; UL)

Vaccine serotypes (mg/mL)
1 1.82 (1.59; 2.09) 1.71 (1.49; 1.95) 1.90 (1.67; 2.17) 0.96 (0.71; 1.29) 0.90 (0.67; 1.21)
4 2.25 (1.97; 2.57) 2.21 (1.95; 2.51) 2.21 (1.96; 2.50) 1.02 (0.77; 1.35) 1.00 (0.76; 1.32)
5 2.93 (2.58; 3.33) 2.39 (2.13; 2.69) 2.77 (2.44; 3.15) 1.06 (0.80; 1.41) 0.86 (0.66; 1.14)
6B 0.67 (0.55; 0.81) 0.76 (0.63; 0.92) 0.60 (0.49; 0.72) 1.12 (0.72; 1.74) 1.28 (0.83; 1.97)
7F 2.87 (2.52; 3.27) 2.83 (2.52; 3.17) 2.77 (2.49; 3.09) 1.04 (0.79; 1.35) 1.02 (0.80; 1.31)
9V 2.10 (1.81; 2.42) 2.01 (1.79; 2.27) 2.18 (1.91; 2.50) 0.96 (0.70; 1.31) 0.92 (0.69; 1.22)
14 4.76 (4.10; 5.51) 4.52 (3.91; 5.21) 4.77 (4.08; 5.58) 1.00 (0.71; 1.40) 0.95 (0.68; 1.32)
18C 3.85 (3.23; 4.60) 3.80 (3.24; 4.46) 4.34 (3.65; 5.15) 0.89 (0.60; 1.31) 0.88 (0.60; 1.27)
19F 6.11 (5.26; 7.10) 5.04 (4.35; 5.86) 4.96 (4.22; 5.83) 1.23 (0.87; 1.75) 1.02 (0.72; 1.44)
23F 1.04 (0.86; 1.26) 0.92 (0.76; 1.11) 1.07 (0.91; 1.26) 0.97 (0.66; 1.44) 0.86 (0.58; 1.27)
Vaccine-related serotypes (mg/mL)
6A 0.17 (0.14; 0.21) 0.18 (0.15; 0.23) 0.15 (0.12; 0.19) NA NA
19A 0.23 (0.18; 0.28) 0.20 (0.16; 0.25) 0.16 (0.13; 0.19) NA NA
Protein D (EL.U/mL)

1461.28 (1267.4; 1684.8) 1353.13 (1191.3; 1537.0) 1557.75 (1355.4; 1790.3) 0.94 (0.69; 1.28) 0.87 (0.64; 1.17)

Footnote: PHiD-CV and DTPa-(HBV)-IPV/Hib at 3, 4, and 5 months of age, with the following prophylactic antipyretic regimen: IIBU, immediate ibuprofen; DIBU, delayed
ibuprofen; NIBU, no ibuprofen; N D maximum number of children with available results; LL, lower limit; UL, upper limit; CI, confidence interval; 98.25% CI, standardized
asymptotic confidence interval; GMC, geometric mean antibody concentration; %, percentage of participants with anti-pneumococcal serotype-specific antibody con-
centrations � 0.2 mg/mL; NA, not available; ATP, according-to-protocol. A statistically significant difference was defined as an UL �10% for the 98.25% CI of the differ-
ence between groups, or an UL <1 for the 99.8% CI of the GMC ratios (bold).
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reference laboratory). For most vaccine serotypes, almost all
children in each study group (�96.3%) reached this antibody
concentration at 1 month post-primary vaccination, except for
serotypes 6B (�72.5%) and 23F (�81.1%).

Prophylactic administration of paracetamol during pri-
mary series showed a trend for reduced post-primary anti-
pneumococcal antibody GMCs when given immediately
after vaccine administration (for the majority of vaccine
serotypes) or when given in a delayed manner (for some
serotypes). The proportion of children with post-primary
antibody concentrations �0.2 mg/mL for PHiD-CV sero-
types was not impacted except for serotypes 6B and 23F,
thus the clinical relevance remains unknown. Observations
related to immediate administration of paracetamol are in
line with previous findings.9

When paracetamol was given immediately only at the
booster dose, corresponding to the age with highest risk of

febrile seizures,15 we observed no effect on immune response to
PHiD-CV while fever was reduced. This suggests that paraceta-
mol can be used for prophylaxis of febrile reactions at booster
dose. In contrast, the post-booster immune response to
PHiD-CV appeared to be impacted when paracetamol was
administered either immediately at primary vaccination but
not post-booster, or in a delayed manner at primary vaccina-
tion and immediately at booster dose.

Descriptive comparisons of the response to co-administered
antigens showed a trend for lower anti-FHA post-primary anti-
body GMCs in the group with immediate prophylactic ibupro-
fen administration. No major differences were observed in
post-booster antibody GMCs in the ibuprofen groups except
for pertussis antigens (PT, FHA, and PRN in the IIBU-DIBU
group, and PT in the IIBU-NIBU group vs the NIBU-NIBU
group). However, seroprotection and seropositivity rates for
the co-administered antigens one month after primary

Table 2. Exploratory analysis: serotype-specific pneumococcal and protein D antibody responses with pairwise group comparisons for the paracetamol groups, one month
post-dose three (ATP cohort for immunogenicity).

Proportion of children with antibody concentrations � 0.2 mg/mL

% � 0.2 mg/mL (95% CI) Difference in % � 0.2 mg/mL

Serotype
IPARA
N D 55

DPARA
ND 55

NPARA
N D 56

NPARA minus IPARA
95% CI (LL; UL)

NPARA minus DPARA
95% CI (LL; UL)

Vaccine serotypes
1 96.3 (87.3; 99.5) 98.0 (89.6; 100) 100 (93.5; 100) 3.70 (¡3.01; 12.59) 1.96 (¡4.69; 10.37)
4 96.4 (87.5; 99.6) 100 (93.0; 100) 100 (93.6; 100) 3.64 (¡2.96; 12.38) 0.00 (¡6.48; 7.07)
5 100 (93.3; 100) 100 (92.9; 100) 100 (93.4; 100) 0.00 (¡6.70; 6.82) 0.00 (¡6.70; 7.20)
6B 79.2 (65.9; 89.2) 72.5 (58.3; 84.1) 87.3 (75.5; 94.7) 8.03 (¡6.35; 22.68) 14.72 (¡0.55; 30.18)
7F 100 (93.5; 100) 100 (93.5; 100) 100 (93.6; 100) 0.00 (¡6.47; 6.58) 0.00 (¡6.47; 6.58)
9V 100 (93.3; 100) 100 (92.9; 100) 98.1 (90.1; 100) ¡1.85 (¡9.83; 5.03) ¡1.85 (¡9.83; 5.41)
14 100 (93.3; 100) 100 (92.9; 100) 100 (93.3; 100) 0.00 (¡6.82; 6.82) 0.00 (¡6.82; 7.20)
18C 98.1 (89.9; 100) 100 (92.9; 100) 100 (93.4; 100) 1.89 (¡4.88; 10.00) 0.00 (¡6.70; 7.20)
19F 100 (93.3; 100) 100 (92.9; 100) 100 (93.4; 100) 0.00 (¡6.70; 6.82) 0.00 (¡6.70; 7.20)
23F 87.0 (75.1; 94.6) 81.1 (68.0; 90.6) 90.9 (80.0; 97.0) 3.87 (¡8.61; 16.76) 9.78 (¡3.55; 23.71)
Vaccine-related serotypes
6A 35.8 (23.1; 50.2) 30.0 (17.9; 44.6) 49.1 (35.1; 63.2) NA NA
19A 41.5 (28.1; 55.9) 50.0 (35.5; 64.5) 56.6 (42.3; 70.2) NA NA

Antibody GMCs

Antibody GMC (95% CI) Antibody GMC ratio

Serotype
IPARA
ND 55

DPARA
N D 55

NPARA
N D 56

IPARA / NPARA
95% CI (LL ; UL)

DPARA / NPARA
95% CI (LL ; UL)

Vaccine serotypes (mg/mL)
1 1.32 (1.04; 1.67) 1.38 (1.09; 1.74) 1.95 (1.64; 2.32) 0.68 (0.51; 0.90) 0.71 (0.53; 0.94)
4 1.57 (1.21; 2.04) 1.95 (1.63; 2.32) 2.59 (2.07; 3.24) 0.61 (0.43; 0.85) 0.75 (0.56; 1.00)
5 1.95 (1.53; 2.48) 2.36 (1.89; 2.94) 3.05 (2.53; 3.68) 0.64 (0.47; 0.86) 0.77 (0.58; 1.03)
6B 0.49 (0.34; 0.69) 0.42 (0.28; 0.62) 0.72 (0.51; 1.02) 0.67 (0.41; 1.09) 0.58 (0.35; 0.97)
7F 2.18 (1.75; 2.70) 2.45 (2.01; 2.99) 2.95 (2.37; 3.69) 0.74 (0.54; 1.00) 0.83 (0.62; 1.11)
9V 1.67 (1.30; 2.13) 1.82 (1.48; 2.23) 2.40 (1.87; 3.10) 0.69 (0.49; 0.98) 0.76 (0.55; 1.05)
14 3.44 (2.55; 4.62) 4.12 (3.21; 5.29) 5.17 (4.20; 6.36) 0.66 (0.46; 0.95) 0.80 (0.58; 1.10)
18C 3.08 (2.29; 4.15) 4.08 (3.15; 5.29) 4.96 (3.75; 6.55) 0.62 (0.42; 0.93) 0.82 (0.57; 1.20)
19F 4.95 (3.74; 6.54) 5.20 (3.94; 6.85) 6.98 (5.48; 8.88) 0.71 (0.49; 1.02) 0.75 (0.52; 1.07)
23F 0.77 (0.54; 1.09) 0.74 (0.51; 1.08) 1.00 (0.73; 1.36) 0.77 (0.48; 1.22) 0.74 (0.46; 1.20)
Vaccine-related serotypes (mg/mL)
6A 0.11 (0.08; 0.16) 0.12 (0.08; 0.17) 0.19 (0.13; 0.27) NA NA
19A 0.15 (0.11; 0.22) 0.17 (0.12; 0.25) 0.25 (0.17; 0.36) NA NA
Protein D (EL.U/mL)

1109.64 (876.9; 1404.1) 1348.55 (1048.2; 1734.9) 1667.91 (1401.9; 1984.4) 0.67 (0.50; 0.89) 0.81 (0.60; 1.09)

Footnote: PHiD-CV and DTPa-(HBV)-IPV/Hib at 3, 4, and 5 months of age, with the following prophylactic antipyretic regimen: IPARA, immediate paracetamol; DPARA,
delayed paracetamol; NPARA, no paracetamol; ND maximum number of children with available results; LL, lower limit; UL, upper limit; 95% CI, standardized
asymptotic confidence interval; GMC, geometric mean antibody concentration; %, percentage of participants with anti-pneumococcal serotype-specific antibody
concentrations � 0.2 mg/mL; NA, not available; ATP, according-to-protocol. The exclusion of 0 from the 95% CI of difference between groups, and the exclusion
of 1 from the 95% CI of antibody GMC ratios were used to highlight potential group differences (bold).
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vaccination and one month after booster dose were not affected
by ibuprofen prophylactic administration, suggesting no clini-
cally relevant impact.

Our findings differ from in vitro assessments, in which ibu-
profen was found to have a dose-dependent effect on antibody
production in human peripheral blood mononuclear cells and
in purified B cells, with the major influence on antibody pro-
duction observed when ibuprofen was administered early (day
2 and 3) to the culture.16

Immediate or delayed prophylactic administration of para-
cetamol during primary vaccination did not reveal major differ-
ences in seroprotection and seropositivity rates or in antibody
GMCs of co-administered antigens. When no antipyretics were
given at booster dose, a trend for decreased post-booster anti-
body GMCs was observed for the majority of co-administered
vaccine antigens, with no impact on seroprotection and sero-
positivity rates, indicating no or limited clinical relevance.

A previous study assessing the effect of prophylactic imme-
diate administration of paracetamol at the time of vaccination
with PHiD-CV and DTPa-HBV-IPV/Hib found generally
lower antibody GMCs for antibodies against diphtheria, teta-
nus, PRN and PRP antigens after primary vaccination.9 After
booster vaccination, this tendency was only observed for

antibodies against tetanus. Moreover, this study showed that
the seropositivity or seroprotection rates were not impacted
and remained in line with previous experiences with DTPa-
based or pneumococcal vaccines with the exception of serotype
6B after primary vaccination.9

Our results correspond with findings recently reported for
PCV13, in which immediate prophylactic paracetamol administra-
tion seemed to interfere with infant series immune response to
PCV13, while immediate prophylactic administration of ibuprofen
did not interfere with pneumococcal responses but may reduce
responses to pertussis FHA and tetanus antigens. These effects
were especially apparent when antipyretic prophylaxis was admin-
istered at the time of primary vaccination, while no differences
were observed after the booster dose.11

In contrast, another recent study did not show any apparent
clinically relevant impact on immune responses to 4CMenB
and to the concomitantly administered routine vaccines (DTPa-
HBV-IPV/Hib and PCV7) when paracetamol was administered
prophylactically to prevent post-immunization fever in chil-
dren.12 The different outcomes might be related to differences
in the study design, including vaccination schedule, age of chil-
dren at the time of vaccination, route of administration of the
antipyretic, and different vaccines used for immunization.

Figure 2. Incidence of fever post-primary (A) and post-booster (B) vaccination (TVC). Footnote: Primary vaccination: PHiD-CV and DTPa-(HBV)-IPV/Hib at 3, 4, and
5 months of age, with the following prophylactic antipyretic regimen: IIBU, immediate ibuprofen; DIBU, delayed ibuprofen; NIBU, no ibuprofen; IPARA, immediate paracet-
amol; DPARA, delayed paracetamol; NPARA, no paracetamol. Booster vaccination: PHiD-CV and DTPa-HBV-IPV/Hib at 12–15 months of age, with the following prophylac-
tic antipyretic regimen: at primary vaccination: immediate ibuprofen, and at booster: immediate (IIBU-IIBU), delayed (IIBU-DIBU) or no ibuprofen (IIBU-NIBU); at primary
vaccination: delayed ibuprofen, and at booster: immediate (DIBU-IIBU), delayed (DIBU-DIBU) or no ibuprofen (DIBU-NIBU); at primary vaccination: no ibuprofen, and at
booster: immediate (NIBU-IIBU), delayed (NIBU-DIBU) or no ibuprofen (NIBU-NIBU); immediate paracetamol at primary vaccination and no paracetamol at booster (IPARA-
NPARA); delayed paracetamol at primary vaccination and immediate paracetamol at booster (DPARA-IPARA); no paracetamol at primary vaccination, and immediate para-
cetamol at booster (NPARA-IPARA). Fever: rectal temperature �38.0�C; Grade 3 fever: rectal temperature>40�C or axillary/oral/tympanic temperature>39.5�C; TVC, total
vaccinated cohort. Error bars indicate 95% confidence intervals.
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The diverging effects of prophylactic paracetamol and ibu-
profen administration on vaccine immunogenicity could be
explained by differences in the antipyretics mode of action and
pharmacokinetics in infants and children.17 Ibuprofen non-
selectively inhibits both cyclooxygenase (COX)-1 and COX-2,
while paracetamol is thought to selectively block COX-3 in brain
and spinal cord,18 although this latter mechanism of action has
been disputed.19 While ibuprofen and other non-steroidal anti-
inflammatory drugs inhibit cyclooxygenase through competing
with arachidonic acid for the active site of the enzyme, paraceta-
mol acts by reducing ferryl protoporphyrin IX at the peroxidase
site of the cyclooxygenase enzyme.18 Furthermore, it was
hypothesized that non-steroidal anti-inflammatory drugs lead to
lower levels of produced antibodies due to a decreased expres-
sion of B lymphocyte-induced maturation protein 1, which in
turn leads to less terminal differentiation of proliferating B-cells
into plasma cells.20 Unlike ibuprofen, paracetamol inhibits mye-
loperoxidase-catalyzed oxidant production and, by decreasing
hypochlorite production at the inflammation site, could impair
immunogenicity by decreasing antigen processing and cross-
priming.21 Both ibuprofen and paracetamol can rapidly cross
the blood-brain barrier, and the latter may act in a synergistic
manner on the opioidergic and serotonergic systems.22,23

The specific impact of paracetamol on vaccine response
could also be explained by the generation of an active metabo-
lite which inhibits the uptake of anandamine and increases its
concentration in the brain and blood.24,25 Anandamine is a
powerful modulator of immune cell functions, especially of pri-
mary T cells.26 Paracetamol also decreases protein kinase C
epsilon translocation in cultured sensory neurons, leading to a
decrease of monocyte and macrophage function, as well as Th1
responses.27,28 Although no clinical confirmation was found, it
has been previously proposed that the impact of paracetamol
administration on immune responses to primary vaccination
with PHiD-CV may be due to interference with early interac-
tions between dendritic, B and T-cells.9 Because this impact is
not as evident post-booster, it has been suggested that paraceta-
mol has a higher effect on plasma-cell differentiation than
memory-cell differentiation of B-cells. Regardless of the mecha-
nism of action, the overall effect of paracetamol on immunoge-
nicity probably depends on multiple target sites.

For incidence of fever after primary vaccination, results
from the confirmatory analysis showed no impact of prophy-
lactic immediate or delayed use of ibuprofen after vaccination.
Point estimates of differences in febrile reaction reporting rates
between ibuprofen and no-ibuprofen groups during the pri-
mary series were close to 0 (immediate manner, reporting rate
around 60%) or 10% (delayed manner, reporting rates 61.3 and
51.3%, respectively). Post-booster, no differences in reporting
rates of fever between prophylactic ibuprofen groups and the
no-ibuprofen group were observed. Yet, immediate or delayed
paracetamol administration tended to decrease fever incidence
(32.9% and 38.0% of participants, respectively versus 54.1% of
participants from the NPARA group).

In another study, prophylactic paracetamol administration
effectively prevented fever and other reactions in children vacci-
nated with PCV7 co-administered with hexavalent vaccine,
mainly during the infant series; however, less impact in fever
prevention was observed after the booster dose.29 This might

be explained by an over-estimate of the fever rate after primary
vaccination or by a weak anti-inflammatory effect of paraceta-
mol on the more frequent local reactions after booster dose.29

Another article reported that the administration of ibuprofen
did not induce differences in fever incidence after DTwP or
DTaP vaccination, when compared to placebo administration.30

Generally, ibuprofen is known to be an antipyretic at least as
efficacious as paracetamol.31-33 However, limited data are avail-
able regarding its prophylactic administration.11

Of note, ibuprofen and paracetamol use and labels in the
assessed age group differ across countries, which complicated
the study set-up and the choice of country in which to perform
it. Moreover, ibuprofen is only licensed for use in children
from the age of 3 months in Romania or even from 6 months
in other European countries, while the first dose of PHiD-CV
can be given as early as from the age of 6 weeks. The choice of
antipyretic use during pediatric immunization is therefore
expected to vary from one country to another, regardless of
how the nature of the prophylactic drug impacts the immune
response elicited by vaccination.

The study had several strengths: the factorial design addressed
all possible combinations of ibuprofen use, a parallel assessment
of paracetamol in the same study was performed, and good com-
pliance with the complex study procedures was observed.

A limitation of the current study is that very few results were
available from the opsonophagocytic activity and poliomyelitis
neutralization assay due to insufficient sera volumes; thus, these
results could not be interpreted. In addition, no adjustment for
multiplicity was performed for the exploratory group compari-
sons so the results based on these analyses should be inter-
preted with caution.

Because prophylactic administration of paracetamol at
primary vaccination tends to impact post-primary and post-
booster antibody GMCs while ibuprofen was shown not to
affect immunogenicity, ibuprofen could be considered as the
antipyretic of choice for prophylaxis during primary vaccina-
tion courses. However, ibuprofen prophylaxis appeared to have
no or only limited effect on fever rates. Thus, prophylactic use
of ibuprofen and its benefit/risk ratio should be cautiously con-
sidered when deciding in choice of prophylactic antipyretic.

Paracetamol may be more suitable for prevention of febrile
reactions after booster vaccination in the second year of life, as
it appeared to have no detrimental effect on immunogenicity
when administered at booster dose only. However, its use
around primary vaccination and benefit/risk ratio should be
assessed individually.

Finally, a more conservative approach would be to not pro-
vide prophylaxis at all, except when the individual patient
would require it. Results of our study may help in guiding gen-
eral practitioners, pediatricians, and policy makers in their rec-
ommendation and choice of antipyretics for prophylaxis of
post-vaccination febrile reactions in children.

Methodology

Study design and participants

In this phase IV, multicenter, open-label, randomized, con-
trolled study performed in Romania, infants aged 12–16 weeks
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at the time of first vaccination (Fig. 3), born after a gestation
period of 36–42 weeks and without any obvious health problems,
were enrolled. Written informed consent was obtained from
each participant’s parents or legally authorized representatives.
Exclusion criteria are presented in the supplementary material.

The study was conducted according to Good Clinical Prac-
tice, the Declaration of Helsinki, and the local rules and regula-
tions of the country; when deviations from these guidelines and
regulations were detected, corrective actions were implemented
where needed, including exclusion of participants from analy-
ses. This was the case for one study site, at which all study-
related activities were terminated during the study due to lack
of confidence in the integrity of the data. The infants enrolled
at this site were withdrawn from the study, offered continua-
tion of vaccination outside the study and excluded from analy-
ses. As these participants were equally distributed over the
different groups, this exclusion had no major impact on the
interpretation of the data. The study was registered at www.clin
icaltrials.gov (NCT01235949). A protocol summary is available
at www.gsk-clinicalstudyregister.com (study ID: 112921).

Randomization and masking

Enrolled infants were randomized using a blocking scheme
(3:3:3:1:1:1) into 3 ibuprofen (IBU) groups and 3 paracetamol
(PARA) groups, to receive after each dose of primary vaccina-
tions immediate, delayed, or no ibuprofen or paracetamol pro-
phylactic administration. At booster vaccination, each IBU
group (immediate, delayed, or no ibuprofen at priming) was
further randomized (1:1:1) into 3 groups (immediate, delayed,
or no ibuprofen at booster), while for the 3 PARA groups, treat-
ment (immediate, delayed, or no paracetamol at priming) was
re-allocated as defined in the protocol (Fig. 3). The randomiza-
tion lists were generated at GSK using MATEX for SAS to
number the study vaccines and the antipyretic doses given at
primary and booster vaccination. Treatment allocation at the
site was performed using GSK’s internet randomization system
(SBIR): the site investigator accessed the randomization system
on the internet and provided the identification number for eli-
gible infants. The randomization system then used a minimiza-
tion algorithm to determine the treatment number for the
study vaccines and antipyretic doses to be used for the infant.

The study was conducted in an open manner; the partici-
pants’ parent(s) or legally acceptable representative, the investi-
gator, and all study staff involved in the clinical evaluation of
participants were aware of treatment allocation.

Procedures

Participants received 3-dose primary vaccination with PHiD-
CV (SynflorixTM, GSK, Belgium) at 3, 4, and 5 months of age
and booster dose at 12–15 months of age (intramuscular, in the
right thigh, or deltoid for children >12 months); 2 doses of
DTPa-HBV-IPV/Hib (Infanrix hexaTM, GSK, Belgium) at 3
and 5 months of age and booster dose at 12–15 months of age
(intramuscular, left thigh or deltoid); and one dose of DTPa-
IPV/Hib (Infanrix-IPV/HibTM, GSK, Belgium) at 4 months of
age (intramuscular, left thigh). The first dose of antipyretic
(ibuprofen (NurofenTM, Reckitt Benckiser, UK) – 10 mg/kg/

dose, with a maximum daily dose of 30 mg/kg, or paracetamol
(Panadol BabyTM, GSK, UK) – 15 mg/kg/dose with a maximum
daily dose of 60 mg/kg) was administered orally either immedi-
ately after vaccination at the study site (immediate administra-
tion) or by the parents at home 4–6 hours after vaccination
(delayed administration). The second and third dose of antipy-
retic were administered by the parents at home, 6–8 hours after
the previous dose; if a child slept overnight, the dose was
deferred to the following morning.

Outcomes

The primary study outcome was to assess the percentage of
infants with anti-pneumococcal antibody concentrations
�0.2 mg/mL for each of the 10 PHiD-CV serotypes, in order to
demonstrate non-inferiority of immune response to PHiD-CV
administered as a 3-dose primary vaccination course with
immediate or delayed prophylactic ibuprofen compared to
PHiD-CV without prophylactic ibuprofen administration.

Secondary outcomes included determination of the per-
centage reduction in fever episodes with immediate or
delayed prophylactic ibuprofen administration after primary
PHiD-CV vaccination (confirmatory objective). The percent-
age of participants with local and general adverse events
within 4 days, with unsolicited AEs within 31 d after each
vaccine dose, and the occurrence of SAEs during the entire
study were also assessed. Another secondary outcome was
the evaluation of the immune responses to the components
of PHiD-CV and the co-administered DTPa-HBV-IPV/Hib
and DTPa-IPV/Hib vaccines, in terms of antibody concen-
trations one month post-primary immunization, prior to
and one month after booster immunization.

Statistical analysis

Immunogenicity analysis

Immunogenicity analyses were performed for the primary and
booster ATP immunogenicity cohort, comprising all evaluable
participants (meeting all eligibility criteria and no elimination
criteria, who complied with protocol-defined procedures/inter-
vals) with results available for primary or booster immunoge-
nicity endpoint measures.

Confirmatory inferential analysis for the primary objective

The global type I error for each pair-wise comparison was
adjusted to 1.25% using a Bonferroni adjustment to ensure that
the overall type I error was below 2.5%, considering that the 2
IBU groups were compared to the control group (without ibu-
profen). The non-inferiority to the control group was further
adjusted to account for endpoint multiplicity using the method
by Lehman et al.,34 leading to a nominal type I error D
1.25%�(7/10) D 0.875%. The statistical decrease in GMC was
also adjusted to account for the 11 endpoints (10 serotypes and
anti-protein D) using a Bonferroni adjustment, leading to a
nominal type I error D 1.25%/11 D 0.11364%.

The study had no less than 92.1% power to detect a statisti-
cal difference for a true GMC decrease equal to 2-fold. To
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obtain a power of 92.7% using an adjusted one-sided a of
0.875%, a sample size of 180 participants for each primary
IBU group was necessary. Anticipating that »14% of vacci-
nated participants would not be evaluable for the ATP cohort
for immunogenicity, we planned to enroll 210 participants in
each ibuprofen group.

Standardized asymptotic 98.25% CIs were computed using
StatXact for the difference between groups in the percentage of
participants with anti-pneumococcal antibody concentrations
� 0.2 mg/mL one month post-dose 3 (NIBU minus IIBU, or
NIBU minus DIBU). Non-inferiority was demonstrated for one

of the 2 pair-wise group comparisons if the UL of the 2-sided
98.25% CI was below 10% for at least 7 of the 10 vaccine pneu-
mococcal serotypes.

99.8% CIs for antibody GMC ratios (IIBU/NIBU and DIBU/
NIBU), one month post-dose 3, were computed for each of
the 10 vaccine pneumococcal serotypes and protein D using
a one-sided ANOVA test on the logarithm10 transformation of
the concentrations. A statistically significant difference in
post-dose 3 antibody GMCs was established if the UL of the
2-sided 99.8% CI was <1 for at least one of the 10 vaccine
pneumococcal serotypes or protein D.

Figure 3. Study design. Footnote: Primary vaccination: PHiD-CV and DTPa-(HBV)-IPV/Hib at 3, 4, and 5 months of age, with the following prophylactic antipyretic regi-
men: IIBU, immediate ibuprofen; DIBU, delayed ibuprofen; NIBU, no ibuprofen; IPARA, immediate paracetamol; DPARA, delayed paracetamol; NPARA, no paracetamol.
Booster vaccination: PHiD-CV and DTPa-HBV-IPV/Hib at 12–15 months of age, with the following prophylactic antipyretic regimen: at primary vaccination: immediate
ibuprofen, and at booster: immediate (IIBU-IIBU), delayed (IIBU-DIBU) or no ibuprofen (IIBU-NIBU); at primary vaccination: delayed ibuprofen, and at booster: immediate
(DIBU-IIBU), delayed (DIBU-DIBU) or no ibuprofen (DIBU-NIBU); at primary vaccination: no ibuprofen, and at booster: immediate (NIBU-IIBU), delayed (NIBU-DIBU) or no
ibuprofen (NIBU-NIBU); immediate paracetamol at primary vaccination and no paracetamol at booster (IPARA-NPARA); delayed paracetamol at primary vaccination and
immediate paracetamol at booster (DPARA-IPARA); no paracetamol at primary vaccination, and immediate paracetamol at booster (NPARA-IPARA). N, number of children
per group; m, months; � DTPa-IPV/Hib instead of DTPa-HBV-IPV/Hib.
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Factorial analysis

The nine randomized booster IBU groups were designed to enable
a factorial analysis in which 2 factors (factor A – ibuprofen
administration at primary vaccination, factor B – ibuprofen
administration at booster vaccination), and 3 levels for each factor
(immediate, delayed or no ibuprofen administration), could be
evaluated. Further details are provided in supplementary methods.

Exploratory analyses

The exploratory analyses for the IBU and PARA groups are
detailed in the supplementary methods. Briefly, the exclusion
of 0 from the 95% CI of difference between groups in percent-
age of participants with antibody concentrations above the
threshold, and the exclusion of 1 from the 95% CI of antibody
GMC ratios were used to highlight potential group differences.
For other comparisons, non-overlapping 95% CIs were used as
indicator of potential differences.

Within-group assessments

Antibody GMCs with 95% CIs were tabulated for each group, at
each timepoint with a blood sample result available, and seroposi-
tivity/seroprotection rates with exact 95% CIs were calculated for
each appropriate serotype/antigen. Antibody GMC calculations
were performed by taking the anti-log of the mean of the log con-
centration transformations. Antibody concentrations below the
cut-off of the assay were given an arbitrary value of half the cut-off
for the purpose of GMC calculation. The 95% CI for the mean of
log-transformed concentration was first obtained, assuming that
log-transformed values were normally distributed with unknown
variance. The 95% CI for the GMCs was then obtained by expo-
nential-transformation of the 95%CI for themean of the log-trans-
formed concentration.

Safety analysis

Safety analyses were performed for the TVC, comprising all chil-
dren who received at least one primary vaccine dose (primary
TVC) or the booster dose (booster TVC). Because more than 5%
of vaccinated participants were excluded from the ATP safety
cohort, a complementary analysis was performed based on this
ATP cohort, which included participants whomet all eligibility cri-
teria and with no elimination criteria, who had received at least one
vaccine dose and antipyretic (if applicable) according to their ran-
dom assignment (primary ATP cohort for safety analysis) or who
had received all primary vaccine doses with antipyretic (if applica-
ble) plus the booster dose and antipyretic, if applicable (booster
ATP cohort for safety analysis), in compliance with the protocol-
defined vaccine administration route and antipyretic dose.

Confirmatory inferential analysis

Standardized asymptotic 97.5% CIs for the difference between
groups in percentage of participants with rectal temperature
�38�C within 4 d after at least one primary dose (NIBU minus
IIBU, or NIBU minus DIBU) were computed using StatXact. This
secondary confirmatory objective was assessable if the primary

objective was reached, and was demonstrated if the lower limit
(LL) of the 97.5% CI around the difference was higher than 0%.

Disclosure of potential conflicts of interest

OPF,MLN,GC, GB, SCM, CP, ACC, AEN,MB, ILB, CNS, VS, and VVLwere
investigators in the study and their institute (or in case of a private practice;
themselves) received fees from the GSK group of companies for all study
activities. In addition, SCM received fees from the GSK group of companies
for attending GSK advisory boards and medical conferences. SCM was a
research contractor for MSD and Boehringer Ingelheim. OFP was a research
contractor for Sanofi, Pierre Fabre, Pfizer, Inventive Health, and a grant inves-
tigator for ESPID. GC was a board member, employee and grant investigator
for “Profilaxia” Center and a grant investigator for Parexel. NF and DB are
employed by the GSK group of companies. DB owns shares of the GSK group
of companies. KS works as a consultant in XPE Pharma & Science for the
GSK group of companies and is now employee and owns shares of the GSK
group of companies.

Acknowledgments

The authors thank the children and their parents/legally acceptable representa-
tives who participated in this study, the study nurses, and the GSK study team
members (Katrien Clinckx, Lode Schuerman, Juan Pablo Yarzabal, Mireille
Venken, Sudheer Ravula, and Kelly Iliev). The authors thank Patricia Lommel
for statistical input at the time of protocol development. Authors also would
wish to thank Iudit-Hajnal Filip, Joke Vandewalle (XPE Pharma & Science),
Kristel Vercauteren, Domenica Majorino and Bram Blomme (XPE Pharma &
Science for GSK) for providingmedical writing services and editorial support in
preparing this manuscript. Finally, authors would wish to thank Hanne Calle-
waert and Caroline Herv�e (GSK) for their input during draft development. The
data of this study have been partially presented at the 33rd Annual meeting of
the European Society for Pediatric Infectious Diseases (ESPID), Leipzig, Ger-
many,May 12-16, 2015.

Synflorix, Infanrix-IPV/Hib, and Panadol Baby are trademarks of the
GSK group of companies. Nurofen is a trademark of Reckitt Benckiser.

Funding

GlaxoSmithKline Biologicals SA was the funding source and was involved
in all stages of the study conduct and analysis. GlaxoSmithKline Biologicals
SA also funded all costs associated with the development and the publish-
ing of the present manuscript. The corresponding author had full access to
the data and was responsible for submission of the publication.

Contributors

DB, NF, KS, and MN designed the study. OFP, SCM, MN, AN, CP, GB,
LB, MB, ACC, GC, VVL, and CS acquired the data. DB, NF, and KS ana-
lyzed the data. OFP, SCM, MN, AN, CP, GB, LB, MB, ACC, GC, VVL, CS
and VS contributed to the conduct of the study (recruitment and monitor-
ing of study participants). All authors participated in the interpretation of
the data and all reviewed and approved the final version of the report.

References

[1] Deceuninck G, De Serres G, Boulianne N, Lefebvre B, DeWals P. Effec-
tiveness of three pneumococcal conjugate vaccines to prevent invasive
pneumococcal disease in Quebec, Canada. Vaccine 2015; 33:2684-9;
PMID:25887086; http://dx.doi.org/10.1016/j.vaccine.2015.04.005

[2] Domingues CM, Verani JR, Montenegro Renoiner EI, de Cunto
Brandileone MC, Flannery B, de Oliveira LH, Santos JB, de Moraes
JC. Effectiveness of ten-valent pneumococcal conjugate vaccine
against invasive pneumococcal disease in Brazil: a matched case-con-
trol study. Lancet Respir Med 2014; 2:464-71; PMID:24726406;
http://dx.doi.org/10.1016/S2213-2600(14)70060-8

HUMAN VACCINES & IMMUNOTHERAPEUTICS 659

http://dx.doi.org/10.1016/j.vaccine.2015.04.005
http://dx.doi.org/24726406
http://dx.doi.org/10.1016/S2213-2600(14)70060-8


[3] Palmu AA, Jokinen J, Borys D, Nieminen H, Ruokokoski E, Siira L, Puu-
malainen T, Lommel P, HezarehM,MoreiraM, et al. Effectiveness of the
ten-valent pneumococcal Haemophilus influenzae protein D conjugate
vaccine (PHiD-CV10) against invasive pneumococcal disease: a cluster
randomised trial. Lancet 2013; 381:214-22; PMID:23158882; http://dx.
doi.org/10.1016/S0140-6736(12)61854-6

[4] TregnaghiMW, Saez-Llorens X, Lopez P, AbateH, Smith E, PoslemanA,
Calvo A, Wong D, Cortes-Barbosa C, Ceballos A, et al. Efficacy of pneu-
mococcal nontypable Haemophilus influenzae protein D conjugate vac-
cine (PHiD-CV) in young Latin American children: A double-blind
randomized controlled trial. PLoS Med 2014; 11:e1001657;
PMID:24892763; http://dx.doi.org/10.1371/journal.pmed.1001657

[5] Knuf M, Habermehl P, Cimino C, Petersen G, Schmitt HJ. Immunoge-
nicity, reactogenicity and safety of a 7-valent pneumococcal conjugate
vaccine (PCV7) concurrently administered with a DTPa-HBV-IPV/Hib
combination vaccine in healthy infants. Vaccine 2006; 24:4727-36;
PMID:16616973; http://dx.doi.org/10.1016/j.vaccine.2006.03.032

[6] Olivier C, Belohradsky BH, Stojanov S, Bonnet E, Petersen G, Liese
JG. Immunogenicity, reactogenicity, and safety of a seven-valent
pneumococcal conjugate vaccine (PCV7) concurrently administered
with a fully liquid DTPa-IPV-HBV-Hib combination vaccine in
healthy infants. Vaccine 2008; 26:3142-52; PMID:18502545; http://
dx.doi.org/10.1016/j.vaccine.2007.11.096

[7] Stockwell MS, Broder K, LaRussa P, Lewis P, Fernandez N, Sharma
D, Barrett A, Sosa J, Vellozzi C. Risk of fever after pediatric trivalent
inactivated influenza vaccine and 13-valent pneumococcal conjugate
vaccine. JAMA Pediatr 2014; 168:211-9; PMID:24395025; http://dx.
doi.org/10.1001/jamapediatrics.2013.4469

[8] Taddio A, Manley J, Potash L, Ipp M, Sgro M, Shah V. Routine
immunization practices: use of topical anesthetics and oral analge-
sics. Pediatrics 2007; 120:e637-43; PMID:17766503; http://dx.doi.
org/10.1542/peds.2006-3351

[9] Prymula R, Siegrist CA, Chlibek R, Zemlickova H, Vackova M, Sme-
tana J, Lommel P, Kaliskova E, Borys D, Schuerman L. Effect of pro-
phylactic paracetamol administration at time of vaccination on
febrile reactions and antibody responses in children: two open-label,
randomised controlled trials. Lancet 2009; 374:1339-50;
PMID:19837254; http://dx.doi.org/10.1016/S0140-6736(09)61208-3

[10] Prymula R, Habib A, Francois N, Borys D, Schuerman L. Immuno-
logical memory and nasopharyngeal carriage in 4-year-old children
previously primed and boosted with 10-valent pneumococcal non-
typeable Haemophilus influenzae protein D conjugate vaccine
(PHiD-CV) with or without concomitant prophylactic paracetamol.
Vaccine 2013; 31:2080-8; PMID:23391599; http://dx.doi.org/
10.1016/j.vaccine.2013.01.044

[11] Wysocki J, Center KJ, Brzostek J, Majda-Stanislawska E, Giardina P,
Sundaraiyer V, Patterson S, Gruber WC, Scott D, Gurtman A. Does
use of prophylactic antipyrectics affect immune response to vaccina-
tion in infants?. ISPPD. Hyderabad, India, 2014.

[12] Prymula R, Esposito S, Zuccotti GV, Xie F, Toneatto D, Kohl I, Dull
PM. A phase 2 randomized controlled trial of a multicomponent
meningococcal serogroup B vaccine (I): Efects of prophylactic para-
cetamol on immunogenicity and reactogenicity of routine infant vac-
cines and 4CMenB. Hum Vaccin Immunother 2014; 10:1993-2004;
http://dx.doi.org/10.4161/hv.28666

[13] Das RR, Panigrahi I, Naik SS. The effect of prophylactic antipyretic
administration on post-vaccination adverse reactions and antibody
response in children: a systematic review. PLoS One 2014; 9:e106629;
PMID:25180516; http://dx.doi.org/10.1371/journal.pone.0106629

[14] CHMP. Guideline on the Choice of the Non-inferiorityMargin. 2005.
[15] Leung AK, Robson WL. Febrile seizures. J Pediatr Health Care 2007;

21:250-5; PMID:17606162; http://dx.doi.org/10.1016/j.pedhc.2006.10.006
[16] Bancos S, Bernard MP, Topham DJ, Phipps RP. Ibuprofen and other

widely used non-steroidal anti-inflammatory drugs inhibit antibody
production in human cells. Cell Immunol 2009; 258:18-28;
PMID:19345936; http://dx.doi.org/10.1016/j.cellimm.2009.03.007

[17] Tucci J, Bandiera E, Darwiche R, Medos Z, Nashed R, Trinh D. Para-
cetamol and Ibuprofen for Paediatric Pain and Fever. Journal of
Pharmacy Practice and Research 2009; 39:223-5; http://dx.doi.org/
10.1002/j.2055-2335.2009.tb00458.x

[18] Jozwiak-Bebenista M, Nowak JZ. Paracetamol: mechanism of action,
applications and safety concern. Acta Pol Pharm 2014; 71:11-23;
PMID:24779190

[19] Kis B, Snipes JA, Busija DW. Acetaminophen and the cyclooxygenase-3
puzzle: sorting out facts, fictions, and uncertainties. J Pharmacol Exp Ther
2005; 315:1-7; PMID:15879007; http://dx.doi.org/10.1124/jpet.105.085431

[20] Purssell E. Cyclooxygenase inhibitors inhibit antibody response
through interference with MAPK/ERK pathways and BLIMP-1 inhi-
bition. Med Hypotheses 2014; 83:372-7; PMID:25012778; http://dx.
doi.org/10.1016/j.mehy.2014.06.015

[21] Prokopowicz ZM,Arce F, BiedronR,ChiangCL,CiszekM,KatzDR,Now-
akowskaM,Zapotoczny S,Marcinkiewicz J, ChainBM.Hypochlorous acid:
a natural adjuvant that facilitates antigen processing, cross-priming, and the
induction of adaptive immunity. J Immunol 2010; 184:824-35;
PMID:20018624; http://dx.doi.org/10.4049/jimmunol.0902606

[22] Parepally JM, Mandula H, Smith QR. Brain uptake of nonsteroidal
anti-inflammatory drugs: ibuprofen, flurbiprofen, and indomethacin.
Pharm Res 2006; 23:873-81; PMID:16715377; http://dx.doi.org/
10.1007/s11095-006-9905-5

[23] Smith HS. Potential analgesic mechanisms of acetaminophen. Pain
Physician 2009; 12:269-80; PMID:19165309

[24] Ottani A, Leone S, Sandrini M, Ferrari A, Bertolini A. The analgesic
activity of paracetamol is prevented by the blockade of cannabinoid
CB1 receptors. Eur J Pharmacol 2006; 531:280-1; PMID:16438952;
http://dx.doi.org/10.1016/j.ejphar.2005.12.015

[25] Sinning C, Watzer B, Coste O, Nusing RM, Ott I, Ligresti A, Di
Marzo V, Imming P. New analgesics synthetically derived from the
paracetamol metabolite N-(4-hydroxyphenyl)-(5Z,8Z,11Z,14Z)-ico-
satetra-5,8,11,14-enamide. J Med Chem 2008; 51:7800-5;
PMID:19053765; http://dx.doi.org/10.1021/jm800807k

[26] Cencioni MT, Chiurchiu V, Catanzaro G, Borsellino G, Bernardi G,
Battistini L, Maccarrone M. Anandamide suppresses proliferation
and cytokine release from primary human T-lymphocytes mainly via
CB2 receptors. PLoS One 2010; 5:e8688; PMID:20098669; http://dx.
doi.org/10.1371/journal.pone.0008688

[27] Aksoy E, Goldman M, Willems F. Protein kinase C epsilon: a new
target to control inflammation and immune-mediated disorders. Int
J Biochem Cell Biol 2004; 36:183-8; PMID:14643884; http://dx.doi.
org/10.1016/S1357-2725(03)00210-3

[28] Vellani V, Franchi S, Prandini M, Moretti S, Castelli M, Giacomoni
C, Sacerdote P. Effects of NSAIDs and paracetamol (acetaminophen)
on protein kinase C epsilon translocation and on substance P synthe-
sis and release in cultured sensory neurons. J Pain Res 2013; 6:
111-20; PMID:23429763; http://dx.doi.org/10.2147/JPR.S36916

[29] Rose MA, Juergens C, Schmoele-Thoma B, Gruber WC, Baker S, Zie-
len S. An open-label randomized clinical trial of prophylactic para-
cetamol coadministered with 7-valent pneumococcal conjugate
vaccine and hexavalent diphtheria toxoid, tetanus toxoid, 3-compo-
nent acellular pertussis, hepatitis B, inactivated poliovirus, and Hae-
mophilus influenzae type b vaccine. BMC Pediatr 2013; 13:98;
PMID:23786774; http://dx.doi.org/10.1186/1471-2431-13-98

[30] Manley J, Taddio A. Acetaminophen and ibuprofen for prevention of
adverse reactions associated with childhood immunization. Ann Phar-
macother 2007; 41:1227-32; PMID:17519301; http://dx.doi.org/10.1345/
aph.1H647

[31] Autret E, Reboul-Marty J, Henry-Launois B, Laborde C, Courcier S,
Goehrs JM, Languillat G, Launois R. Evaluation of ibuprofen versus
aspirin and paracetamol on efficacy and comfort in children with
fever. Eur J Clin Pharmacol 1997; 51:367-71; PMID:9049576; http://
dx.doi.org/10.1007/s002280050215

[32] Perrott DA, Piira T, Goodenough B, Champion GD. Efficacy and safety
of acetaminophen vs ibuprofen for treating children’s pain or fever: a
meta-analysis. Arch Pediatr Adolesc Med 2004; 158:521-6;
PMID:15184213; http://dx.doi.org/10.1001/archpedi.158.6.521

[33] Sullivan JE, Farrar HC. Fever and antipyretic use in children. Pediat-
rics 2011; 127:580-7; PMID:21357332; http://dx.doi.org/10.1542/
peds.2010-3852

[34] Lehman E, Romano J. Generalizations of the Familywise Error Rate.
The Annuals of Statistics 2005; 33:1138-54; http://dx.doi.org/
10.1214/009053605000000084

660 O. FALUP-PECURARIU ET AL.

http://dx.doi.org/23158882
http://dx.doi.org/10.1016/S0140-6736(12)61854-6
http://dx.doi.org/10.1371/journal.pmed.1001657
http://dx.doi.org/10.1016/j.vaccine.2006.03.032
http://dx.doi.org/18502545
http://dx.doi.org/10.1016/j.vaccine.2007.11.096
http://dx.doi.org/24395025
http://dx.doi.org/10.1001/jamapediatrics.2013.4469
http://dx.doi.org/17766503
http://dx.doi.org/10.1542/peds.2006-3351
http://dx.doi.org/10.1016/S0140-6736(09)61208-3
http://dx.doi.org/23391599
http://dx.doi.org/10.1016/j.vaccine.2013.01.044
http://dx.doi.org/10.4161/hv.28666
http://dx.doi.org/10.1371/journal.pone.0106629
http://dx.doi.org/10.1016/j.pedhc.2006.10.006
http://dx.doi.org/10.1016/j.cellimm.2009.03.007
http://dx.doi.org/10.1002/j.2055-2335.2009.tb00458.x
http://dx.doi.org/24779190
http://dx.doi.org/10.1124/jpet.105.085431
http://dx.doi.org/25012778
http://dx.doi.org/10.1016/j.mehy.2014.06.015
http://dx.doi.org/10.4049/jimmunol.0902606
http://dx.doi.org/16715377
http://dx.doi.org/10.1007/s11095-006-9905-5
http://dx.doi.org/19165309
http://dx.doi.org/16438952
http://dx.doi.org/10.1016/j.ejphar.2005.12.015
http://dx.doi.org/10.1021/jm800807k
http://dx.doi.org/20098669
http://dx.doi.org/10.1371/journal.pone.0008688
http://dx.doi.org/14643884
http://dx.doi.org/10.1016/S1357-2725(03)00210-3
http://dx.doi.org/10.2147/JPR.S36916
http://dx.doi.org/10.1186/1471-2431-13-98
http://dx.doi.org/10.1345/aph.1H647
http://dx.doi.org/10.1345/aph.1H647
http://dx.doi.org/9049576
http://dx.doi.org/10.1007/s002280050215
http://dx.doi.org/10.1001/archpedi.158.6.521
http://dx.doi.org/10.1542/peds.2010-3852
http://dx.doi.org/10.1542/peds.2010-3852
http://dx.doi.org/10.1214/009053605000000084

	Abstract
	Introduction
	Results
	Study participants
	Effect of ibuprofen on PHiD-CV immunogenicity
	Effect of paracetamol on PHiD-CV immunogenicity
	Effect of ibuprofen on co-administered antigens
	Effect of paracetamol on co-administered antigens
	Factorial design analysis
	Safety results

	Discussion
	Methodology
	Study design and participants
	Randomization and masking
	Procedures
	Outcomes

	Statistical analysis
	Immunogenicity analysis
	Confirmatory inferential analysis for the primary objective
	Factorial analysis
	Exploratory analyses
	Within-group assessments
	Safety analysis
	Confirmatory inferential analysis

	Disclosure of potential conflicts of interest
	Acknowledgments
	Funding
	Contributors
	References

