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Abstract: We assessed the long-term persistence of humoral immunity against diphtheria in adults
with childhood vaccination and the immunogenicity of a booster dose considering demographic,
behavioural and vaccinating factors. We conducted a trial in 200 healthy Slovak adults aged
24–65 years, immunised against diphtheria in childhood and against tetanus at regular 10–15 year
intervals, and receiving a dose of a tetanus-diphtheria toxoid vaccine. The response was determined by
ELISA antibody concentrations of paired sera before and at 4 weeks post-vaccination. A seroprotection
rate of 21% (95% confidence interval, CI 15.6–27.3%) was found in adults up to 59 years since the last
vaccination with seroprotective levels of antibodies against diphtheria ≥0.1 IU/mL and a geometric
mean concentration of 0.05 IU/mL. Conversely, seropositive levels ≥0.01 IU/mL were observed in 98%
of adults (95% CI 95–99.5%). Booster-induced seroprotection was achieved in 78% of adults (95% CI
71.6–83.5%) clearly depending on pre-booster antibody levels correlating with age and time since
the last vaccination. Moreover, only 54.2% of smokers and 53.3% of patients on statins exhibited
seroprotection. Booster vaccination against diphtheria was unable to confer seroprotection in all
recipients of only childhood vaccination.

Keywords: diphtheria vaccination; seroprotection rate; smoking; statins; pre-vaccination levels;
immunity persistence

1. Introduction

Diphtheria and tetanus vaccines are the most commonly used vaccines worldwide and generally
considered successful in the immunoprophylaxis of both preventable infection diseases, also due to
the relatively high vaccination rate of children and regular booster immunisation in adulthood.

While a monovalent vaccine against tetanus is usually used for booster or post-exposure vaccination
after an injury, the diphtheria vaccine is available only as part of combined vaccines. The bivalent
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vaccine against diphtheria and tetanus indicated for both booster and primary vaccination in adults
contains a reduced amount of diphtheria toxoid. Some countries require the booster dose to be repeated
every 10–15 years, either with a bivalent or combined vaccine containing both toxoids. Implementation
of the original program of booster immunisation against tetanus at a regular interval of 10–15 years
was changed by Slovak legislation in the year of 2008 when it was expanded to include a booster dose
of a bivalent vaccine against diphtheria and tetanus.

While immunisation against diphtheria has been carried out worldwide for more than 80 years,
knowledge about long-term diphtheria immunity as well as results of the immune response after
booster dose administration, including factors that impact it, are still not satisfactorily explored. We first
focused on assessing the persistence of humoral immunity against diphtheria and, second, attempted
to evaluate the immune response elicited by a bivalent vaccine containing diphtheria toxoid. For this
purpose, we used data obtained from our clinical trial designed to evaluate immunogenicity of two
alum-adjuvanted tetanus and diphtheria vaccines (EudraCT 2018-001604-10).

2. Materials and Methods

Two hundred healthy adults aged between 24 and 65 years requiring routine booster immunisation
against tetanus and diphtheria were enrolled in the trial designed as a single-blind, randomised,
parallel-group one like our previous trial evaluating booster-vaccination against tetanus [1].
All vaccinated subjects were selected from four Slovak outpatient clinics. Previous vaccination
against tetanus carried out 10–15 years earlier was confirmed by each patient’s medical records kept by
their practitioner, with confirmation of the last vaccination against diphtheria obtained in the same way.
All participants had been properly and completely vaccinated with at least five doses of a combined
vaccine against tetanus and diphtheria in childhood.

Subjects were randomly assigned (at a 1:1 ratio) to one of two vaccine groups stratified by sex and
age to receive, from September through November 2017, either Imovax DT Adults (Sanofi Pasteur
SA, Lyon, France) or Vacdite (Biodrug s.r.o., Bratislava, Slovakia). Both vaccines were administered
intramuscularly into the deltoid region according to manufacturers’ recommendations.

The reference vaccine (Imovax DT Adults) was supplied in a pre-filled syringe fitted with a 16
mm needle while the test one (Vacdite) was available in an ampoule. As the needle length of the
pre-filled syringe was shorter than generally recommended [2], two clinical sites were equipped with
16 mm needles while the other two with needles of the recommended minimal length (25 mm) for
administration of the ampouled vaccine. Single blinding was performed by simple overlapping of
subject’s eyes with a mask during the administration of vaccine in order to reduce the bias of adverse
events reports dependently of the used vaccine.

The immune response was assessed by serological analysis of paired serum samples obtained from
each subject before and 4 weeks after vaccination. The samples were collected, stored at below −20 ◦C
and measured with the ELISA method using the following kits: VaccZyme Anti-Tetanus Toxoid IgG
Enzyme Immunoassay with a reported measuring range of 0.01–7.0 IU/mL for tetanus antibodies and
VaccZyme Anti-Diphtheria Toxoid Ig Enzyme Immunoassay with a measuring range of 0.012–3.0 IU/mL
for diphtheria antibodies (Binding Site Group Ltd., Birmingham, UK). Antibody concentrations were
determined in one central laboratory (Institute of Microbiology and Immunology, Martin, Slovakia)
and maximum accuracy was ensured by measurement of paired samples in one run. The potential
bias of serological results dependently of investigated factors was completely excluded because the
laboratory staff determining antibody concentrations was blinded to subject identity.

This clinical trial was conducted in compliance with the rules of Good Clinical Practice and
approved by the Ethics Committee of the Region of Trenčín and the State Institute for Drug Control in
Slovakia. All subjects expressed their voluntary participation in the study by signed informed consent.

Primary seroconversion rates (SCR4) for booster response were adopted from the World Health
Organization’s (WHO) requirements for post-vaccination immunogenicity comparing two vaccines [3],
defined as the proportion of subjects with a four-fold increase in antibody levels before and after
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vaccination if attaining ≥0.4 IU/mL. In our study, seroprotection rates at levels ≥0.1 IU/mL (SPR01)
and ≥1.0 IU/mL (SPR1) were considered to confer full and long-term protection against diphtheria,
respectively. Immunogenicity was also assessed using geometric mean concentrations (GMCs) of
diphtheria antibodies.

As antibody levels after log-transformation exhibited normal distribution, the parametric t-Student
tests or one-way ANOVA test could be used for comparison of GMCs among the analysed groups.
The proportions including rates were statistically evaluated with Fisher’s exact test. The sample size
of 200 subjects was based on the null hypothesis investigating inferiority of the SCR4 of the test vaccine
against the reference one with a delta margin of 10%.

Logistic regression was used to assess any potential association of predictors with the seroprotection
rate. The demographic and behavioural characteristics were selected as possible factors influencing
persistence of protective levels. Factors of immunisation were added to investigate their potential
association with the booster-induced seroprotection rate. All predictors including sex and study
vaccine are reported in Table 1, where they are divided into two groups according to dichotomous
values or according to the median of continuous variables. The sample size was justified for logistic
regression using up to 10 covariates [4]. McFadden’s R squared of this approach was >0.2, including
a p value < 0.0001, indicating a sufficient predictive ability of this model for the selected predictors.
The association was evaluated with the odds ratio mutually adjusted for all selected predictors (aOR),
including a 95% confidence interval (95% CI). All tests were two-tailed, and the level of significance
was set at 0.05. Statistical analyses and logistic regression were performed using Prism 8 (GraphPad
Software, Inc., San Diego, CA, USA) and STATA version 15.1 software (StatCorp, Lakeway Drive, TX,
USA), respectively.

Table 1. Characteristics of the study population according to predictors expressed with proportions or
means including the 95% confidence interval.

Predictors N 1 Proportion %
(95% CI) Predictors N Mean (95% CI)

Smoker
Yes 24 12 (7.8–17.3) Age (years) ≤43.3 100 32.6 (31.3–33.8)
No 176 79.5 (73.2–84.9) >43.3 100 53.8 (52.4–55.2)

Pre-booster
concomitant medication

Yes 73 36.5 (29.8–43.6) 2 BMI (kg/m2)
≤25.2 100 22.2 (21.8–22.7)

No 127 63.5 (56.4–70.2) >25.2 100 29.6 (28.8–30.3)

Related adverse events
Yes 44 22 (16.5–28.4) Time since last dose

(years)
≤33.9 100 17.1 (15.5–18.7)

No 156 78 (71.6–83.5) >33.9 100 45.0 (43.5–46.4)

Needle length (mm) 16 150 75 (68.4–80.8) Pre-vaccination anti-DT
3 GMCs (IU/mL)

≤0.05 101 0.03 (0.02–0.03)
25 50 25 (19.2–31.6) >0.05 99 0.11 (0.09–0.12)

1 N: number of subjects; 2 BMI: body mass index; 3 anti-DT anti-diphtheria toxin antibodies, 3 IU: international
unit, 3 GMC: geometric mean concentration. Note: males and females as well as both vaccines at a 1:1 ratio, i.e.,
proportions of 50% (95% CI 42.9–57.1%).

3. Results

Before booster immunisation, there were only 42 subjects with diphtheria antibody concentrations
≥0.1 IU/mL, i.e., 21% (95% CI 15.6–27.3%) with none having antibody concentrations ≥1.0 IU/mL.
The pre-booster geometric mean concentration was 0.05 IU/mL (95% CI 0.05–0.06 IU/mL) and did not
vary depending on the investigated factors (Table 2).
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Table 2. Pre- and post-booster geometric mean concentrations (GMCs) of diphtheria antibodies,
including the 95% confidence interval and p value between subgroups.

Predictors
GMCs (IU/mL), (95% CI)

Pre-Booster Post-Booster

Sex Male 0.06 (0.05–0.07) 0.35 (0.26–0.45)
Female 0.05 (0.04–0.06) 0.26 (0.20–0.34)
p value NS NS

Vaccine Vacdite 0.06 (0.05–0.07) 0.33 (0.25–0.44)
Imovax DT Adult 0.05 (0.04–0.05) 0.27 (0.21–0.35)

p value NS NS
Smoker Yes 0.04 (0.03–0.06) 0.16 (0.08–0.31)

No 0.05 (0.05–0.06) 0.33 (0.27–0.40)
p value NS 0.0125

Needle length (mm) 16 0.05 (0.04–0.06) 0.29 (0.23–0.36)
25 0.06 (0.05–0.07) 0.33 (0.23–0.47)

p value NS NS

Pre-booster concomitant medication
Yes 0.06 (0.05–0.08) 0.22 (0.16–0.29)
No 0.05 (0.04–0.05) 0.36 (0.28–0.46)

p value NS 0.0142
Related adverse events Yes 0.04 (0.03–0.05) 0.31 (0.20–0.48)

No 0.06 (0.05–0.06) 0.29 (0.24–0.37)
p value 0.0409 NS

Age, median (years) ≤43.3 0.06 (0.05–0.07) 0.49 (0.38–0.64)
>43.3 0.05 (0.04–0.06) 0.18 (0.14–0.23)

p value NS <0.0001
BMI, median (kg/m2) ≤25.2 0.05 (0.04–0.06) 0.34 (0.26–0.45)

>25.2 0.05 (0.04–0.06) 0.26 (0.20–0.34)
p value NS NS

Time since last immunisation,
median (years)

≤33.9 0.06 (0.05–0.07) 0.46 (0.35–0.59)
>33.9 0.05 (0.04–0.06) 0.19 (0.15–0.25)

p value NS <0.0001
Pre-vaccination anti-DT GMCs,

median (IU/mL)
≤0.05 0.03 (0.02–0.03) 0.18 (0.14–0.24)
>0.05 0.11 (0.09–0.12) 0.49 (0.39–0.61)

p value <0.0001 <0.0001

Note: For abbreviations, see Table 1; NS: not significant; p value calculated with the unpaired t-test.

Persistence of the SPR01 was not dependent on any of the investigated factors except concomitant
medication (Table 3). Although the study was conducted in healthy adults, it was not possible to
exclude subjects with concomitant diseases not constituting a contraindication to both vaccinations,
such as hypertensive disease (17.5%), impaired lipoprotein metabolism (7.5%), impaired thyroid
function (4.5%) and other conditions (14.5%). A higher chance of maintaining protective levels ≥0.1
IU/mL was observed in subjects without concomitant treatment, i.e., an aOR of 2.86 (95% CI 1.27–6.45).
However, the concomitant treatment had no impact on the persistence of the pre-booster GMCs
(Table 2).

Even if smoking was not associated with a reduction of protective levels (p = 0.06), they were more
often observed in non-smokers (22.7%; 95% CI 16.8–29.6%) than in smokers (8.3%; 95% CI 1.0–27%).
No other association between the explored factors and duration of seroprotective levels was found
(Table 3).

The immune response to a single booster dose of bivalent vaccines increased both tetanus and
diphtheria antibodies (p < 0.0001). Although the post-vaccination response to the tetanus vaccine was
much stronger than that against diphtheria, both vaccines did not differ in the SCR4 achievement and
induction of the GMCs of both antibodies. The SCR4 was lower for both diphtheria vaccines (39%;
95% CI 29.4–49.3% for Vacdite and 30%; 95% CI 21.2–40% for Imovax DT Adult) than that for both
tetanus vaccines (75%; 95% CI 65.3–83.1% for Vacdite and 67%; 95% CI 56.9–76.1% for Imovax DT
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Adult). Even if most of the subjects (78%; 95% CI 71.6–83.5%) responded with protective levels of
diphtheria antibodies, levels ≥1.0 IU/mL were seen in only 23.5% (95% CI 17.8–30.0%).

Table 3. Seroprotection rate with a threshold of 0.1 IU/mL pre- and post-booster immunisation against
diphtheria, crude and mutually adjusted odds ratios (cORs, aORs) including the 95% confidence interval.

Predictors Pre-Booster Post-Booster

Rate % cOR aOR P 1 Rate % cOR aOR P 1

Vaccine
I 3 NA 2 75 (65–83) 1 1

NS
V 4 81 (72–88) 1.4 (0.7–2.8) 0.8 (0.3–2.1)

Sex
M 5 24 (16–34) 1 1

NS
63 (53–72) 1 1

NS
F 6 18 (11–27) 0.7 (0.4–1.4) 0.6 (0.3–1.2) 79 (70–87) 2.2 (1.2–4.2) 0.8 (0.3–1.9)

Smoker
Yes 8.3 (1–27) 1 1

NS
54 (33–74) 1 1

0.002No 23 (17–30) 3.2 (0.7–14) 4.4 (0.9–21) 81 (75–87) 3.7 (1.5–8.9) 6.5 (2.0–21)

Pre-booster CM 7 Yes 17 (11–24) 1 1
0.01

71 (60–81) 1 1
NSNo 29 (19–41) 2.0 (1.0–4.0) 2.9 (1.3–6.5) 80 (72–87) 1.7 (0.9–3.2) 1.3 (0.5–3.2)

Age (years) ≤43.3 21 (14–30) 1 1
NS

87 (79–93) 1 1
NS

>43.3 21 (14–30) 1.0 (0.5–2.0) 1.0 (0,4–2.9) 69 (59–78) 0.3 (0.2–0.7) 0.7 (0.2–2.7)

BMI (kg/m2)
≤25.2 19 (12–28) 1 1

NS
77 (68–85) 1 1

NS
>25.2 23 (15–33) 1.3 (0.6–2.5) 1.0 (0.5–2.1) 79 (70–87) 1.1 (0.6–2.2) 0.8 (0.3–1.9)

Time since last dose (years) ≤33.9 23 (15–33) 1 1
NS

87 (79–93) 1 1
NS

>33.9 19 (12–28) 0.8 (0.4–1.6) 0.5 (0.2–1.4) 69 (59–78) 0.3 (0.2–0.7) 0.3 (0.1–1.0)

Related adverse events
Yes

NA
77 (62–89) 1 1

NSNo 78 (71–84) 1.1 (0.5–2.4) 0.7 (0.3–2.1)
Pre 8 anti-DT GMCs

(IU/mL)
≤0.05

NA
63 (53–73) 1 1

<0.001
>0.05 93 (86–97) 7.6 (3.2–18) 7.5 (2.9–19)

Needle length (mm) 16
NA

84 (71–93) 1 1
NS25 76 (68–83) 0.6 (0.3–1.4) 1.4 (0.4–4.6)

1 p value; 2 NA: not applicable; 3 I: Imovax DT Adult; 4 V: Vacdite; 5 M: Male; 6 F: Female; 7 CM: concomitant
medication; 8 Pre-vaccination; 9 NS: not significant. Note: For abbreviations, see Table 1.

The immune response elicited by both study combined vaccines were independent of the vaccine
since the seroconversion or seroprotection rates difference between both vaccines was always below
10% including the lower limit of a 95% confidence interval. The same results were confirmed by the
non-inferior GMCs ratio of both vaccines.

The booster-induced immune response was influenced by the pre-booster levels of diphtheria
antibodies, as demonstrated by an aOR of 7.5 (95% CI 2.9–19.4) for achieving SPR01 in subjects with
levels >0.05 IU/mL compared to those with levels ≤0.05 IU/mL as well as a p value < 0.0001 for GMCs
between both groups (Table 2).

While the pre-booster levels of diphtheria antibodies did not correlate with either age or time
since the last vaccination, the booster-induced GMCs was higher in younger ≤43.3 years than in older
subjects (p < 0.0001) and in those with the last vaccination ≤33.9 years earlier than later (p <0.0001) in
conformity with the booster-induced GMCs for levels higher or lower than 0.05 IU/mL (Table 3).

The booster-elicited seroprotection rates and GMCs of diphtheria antibodies were furthermore
investigated for quartile-stratified predictors, i.e., pre-booster levels and time since the last vaccination
(Figure 1). At pre-booster levels ≥0.09 IU/mL, single-dose vaccination increased SPR01 to 95.5% (95%
CI 77.2–99.9%) and SPR1 to 34.7% (95% CI 21.7–49.6%) achieving the highest GMCs (0.54 IU/mL; 95%
CI 0.40–0.73 IU/mL). Conversely, only 56% and 8% of subjects with pre-booster levels of 0.01–0.03
IU/mL had protective levels ≥0.1 IU/mL and ≥1.0 IU/mL, respectively. Moreover, their booster-induced
GMCs of diphtheria antibodies were low, i.e., 0.14 IU/mL (95% CI 0.09–0.21 IU/mL).

Subjects immunised 10 to 13 years earlier achieved seroprotective levels more often (86%; 95% CI
73.3–94.2%) than those with the last vaccination against diphtheria 45–59 years earlier (64%; 95% CI
49.2–77.1%). The GMCs of diphtheria antibodies consistent with the seroprotection rates were also
higher in those vaccinated 10–13 years (0.43 IU/mL; p = 0.0127) as well as 13–34 years (0.49 IU/mL;
p = 0.0055) earlier compared to those with a longer time since the last vaccination (0.19 IU/mL).
However, the quartile-stratified period between the last and current immunisation against diphtheria
did not show any impact on SPR1 (p = 0.0657).

The adjusted odds ratio of 6.5 (95% CI 2.0–21.2) revealed a difference in achieving seroprotective
levels between smokers and non-smokers. While 81% of non-smokers responded to booster vaccination
with seroprotective concentrations, the same response was found in only 54% of smokers (Table 3).
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The GMCs of diphtheria antibodies were also lower in smokers (0.16 IU/mL) than in non-smokers (0.33
IU/mL; p = 0.0125).

Figure 1. Seroprotection rates of 0.1 IU/mL and 1.0 IU/mL thresholds including the GMCs of pre- and
post-booster immunisation against diphtheria in dependence on the quartile-stratified pre-booster
levels (A) and time since the last vaccination (B).

Although concomitant treatment did not reduce antibody levels under the protective threshold, it
did contribute to lower their total concentrations (Table 2). A detailed analysis of the most frequently
reported concomitant diseases showed that 15 patients with impaired lipoprotein metabolism (E78) had
lower GMCs (0.12 IU/mL; 95% CI 0.07–0.21 IU/mL) than others (0.32 IU/mL; 95% CI 0.26–0.39 IU/mL).
Moreover, only 53.3% (95% CI 26.2–78.8%) of them achieved seroprotective levels. The immune
response induced by a booster dose was not influenced by any other factor explored.

Adverse events (AEs) were reported by a total of 53 subjects, i.e., 26.5% (95% CI 20.5–33.2%).
Neither serious nor severe AEs were documented during the entire study. Most of the
vaccination-related AEs, i.e., 79.2% (95% CI 65.9–89.2%) were mild. Their occurrence was extremely
higher in subjects vaccinated with the 16-mm needle (86.4%; 95% CI 72.6–94.8%) compared to those
receiving the vaccine with a longer needle (13.6%; 95% CI 5.2–27.4%). Common AEs were consistent
with usual and expected reactions, such as redness, swelling, induration and itching at injection site,
arm or shoulder pain, fatigue, headache, nausea and abdominal pain. The safety profile of vaccines
showed good tolerability with no difference.

4. Discussion

The last decade has witnessed a re-emergence of vaccine-preventable diseases and, although
occurrence of diphtheria is still not under control, the hazard of imported cases increases the potential
threat to unvaccinated population as well as to adults immunised a long time ago. Our results could
contribute to diphtheria control precautions, especially in emergency situations.

The persistence of humoral immunity within 10 to 59 years after the last dose of the vaccine against
diphtheria did not exhibit any variability, independently of age. Although almost all of subjects (except
four) had serum antibodies against diphtheria toxin above the putative lowest protection threshold
of 0.01 IU/mL, only 21% of them retained seroprotective levels ≥0.1 IU/mL as those internationally
considered to confer full protection. The present study results are in accordance with current knowledge
obtained from other seroepidemiological studies [5–8]. The immune response elicited with one booster
dose of both study vaccines against diphtheria and tetanus did not differ in the seroconversion rates or
in the GMCs of both antibodies.
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Interestingly, booster vaccination against diphtheria did not induce such a strong immune
response as that against tetanus. While all subjects achieved seroprotective levels of tetanus antibodies
after booster dose administration within 10–16 years, only 88.1% and 31.3% of subjects achieved
seroprotective levels of diphtheria antibodies ≥0.1 IU/mL and ≥1.0 IU/mL, respectively. However, if
adults younger than 30 years were regularly booster-immunised at an interval of 10–16 years, then
100% of them were seroprotected. Similar results were documented in other studies focused on booster
immunisation of adults [9–11].

Our data support the recommendation of Slovak legislation to regularly administer, every 15
years, one booster dose of a combined vaccine against diphtheria and tetanus independently of the
age of the adult. It is just the regular repetition of booster immunisation that can help to afford full
protection of the population. Unfortunately, this study could not evaluate the effect of repeated booster
immunisation against diphtheria in older adults because the law has been in force since the year of
2008 and only a negligible number of participants in this study was immunised in that year.

The antibody concentrations prior to booster immunisation suggested that not only antibody
levels but, also, immunological memory may wane within a few decades.

Especially in cases where the pre-booster levels of antibodies dropped under 0.05 IU/mL, the
chance to achieve protective levels of antibodies decreased by about 87%. This finding could be
explained by the decrease in long-lived plasma B lymphocytes that helps to trigger a sufficient immune
response after vaccine re-exposure [12]. Therefore, it is likely that, in this particular case, there could
be a booster dose as a putative one with another dose required to achieve seroprotective levels.

Even if the key predictor of the booster-induced immune response is a persistent concentration of
antibodies, it could be replaced by the time since the last vaccine administration as one more suitable
for practice [13]. The present data showed that adults with the last diphtheria vaccination >34 years
earlier were less responsive to booster immunisation since seroprotective levels were observed in
only 69% of them. If the epidemiological situation markedly worsened, the time interval since the
last vaccination could comfortably predict if only one, or two doses should be administered in an
emergency. It was found that a second dose can improve an insufficient response induced by a booster
dose and can contribute to increasing the levels above 0.1 IU/mL [13,14].

As the effect of cigarette smoking on vaccination is generally accepted [15], the finding of lower
seroconversion rates and GMCs of diphtheria antibodies in smokers comes as no surprise. One can even
speculate that smoking contributes to loss of diphtheria antibodies because a very small proportion of
smokers (8.3%) had diphtheria antibodies at protective levels prior to booster immunisation.

While long-term concomitant treatment or diseases had no impact on achieving seroprotection, the
post-vaccination GMCs of diphtheria antibodies were higher in healthy adults compared to patients,
especially those on statins. We could not conclusively confirm in this trial if patients taking statins
achieve worse post-booster immunogenicity since 15 patients represented too small a sample size
and the power of test was lower than the usual 80%. This premise is, however, biologically plausible
as numerous studies showed an ability of statins to modulate immuno-inflammatory processes [16].
One can assume that statins treatment can impact the vaccine-induced response in some way. Moreover,
several studies have already documented that statins reduced the influenzae vaccine-induced response
or protection [17–19]. Conversely, the fact why the same response to tetanus toxoid did not reveal any
influence of this treatment can be explained by both regular immunisation and a stronger effect of
tetanus toxoid than that of the diphtheria one.

Both vaccines were very well tolerated, and occurrence of AEs was not dependent on any of the
investigated factors except one. It was confirmed that the vaccination-related AEs, especially local ones,
were more frequent in subjects immunised with the shorter 16-mm needle than in those immunised
with the longer one. Use of the 25 mm needle is probably associated with fewer moderate or mild local
reactions after vaccination compared to the 16 mm needle as demonstrated in our study in accordance
with other authors [20]. Vaccines supplied in pre-filled syringes reflect the current universal use for
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both children and adults which is why the 16 mm needle employed for childhood immunisation is
generally accepted also for adults.

5. Conclusions

Booster immunisation against diphtheria in adults carried out with bivalent tetanus-diphtheria
vaccines produced a protective immune response dependent on persistent levels of diphtheria antibodies
prior to the booster dose. The persistence of antibody levels is the key predictor of seroprotection
achievement correlating with time since the last vaccination.

Therefore, two-dose vaccination should be considered, in an emergency, in recipients with the
last dose received >34 years earlier. Based on our data, we can further anticipate a higher increase
in diphtheria antibodies more often in non-smokers and in adults without statin treatment. If these
factors have any clinical impact on protection against diphtheria is yet to be established.
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Štefkovičová, Zuzana Krištúfková, Jana Malinová and Ivana Králová Lesná have no conflicts of interest to declare.
Vladimir Oleár has received lecture fees from Biodrug s.r.o. (Slovakia), the study sponsor. The funder had no role
in the design of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript,
and in the decision to publish the results.

References

1. Petráš, M.; Oleár, V. Predictors of the immune response to booster immunisation against tetanus in Czech
healthy adults. Epidemiol. Infect. 2018, 146, 2079–2085. [CrossRef] [PubMed]

2. CDC. Vaccine Administration. General Best Practice Guidelines for Immunization, Best Practices Guidance of
the Advisory Committee on Immunization Practices (ACIP). Available online: https//www.cdc.gov/vaccines/
hcp/acip-recs/general-recs/administration.html#ref24 (accessed on 15 March 2019).

3. WHO Expert Committee on Biological Standardization. Sixty-Third Report. WHO Technical Report Series
No. 980. 2014. Available online: https//www.who.int/biologicals/WHO_TRS_980_WEB.pdf (accessed on 21
June 2019).

4. Peduzzi, P.; Concato, J.; Kemper, E.; Holford, T.R.; Feinstein, A.R. A simulation study of the number of events
per variable in logistic regression analysis. J. Clin. Epidemiol. 1996, 49, 1373–1379. [CrossRef]

5. Cohen, D.; Green, M.S.; Katzenelson, E.; Slepon, R.; Bercovier, H.; Wiener, M. Long-term persistence of
anti-diphtheria toxin antibodies among adults in Israel. Implications for vaccine policy. Eur. J. Epidemiol.
1994, 10, 267–270. [CrossRef] [PubMed]

6. Edmunds, W.J.; Pebody, R.G.; Aggerback, H.; Baron, S.; Berbers, G.; Conyn-van Spaendonck, M.A.;
Hallander, H.O.; Olander, R.; Maple, P.A.; Melker, H.E.; et al. The sero-epidemiology of diphtheria in
Western Europe. ESEN Project. European Sero-Epidemiology Network. Epidemiol. Infect. 2000, 125, 113–125.
[CrossRef] [PubMed]

7. Tanriover, M.D.; Soyler, C.; Ascioglu, S.; Cankurtaran, M.; Unal, S. Low seroprevalence of diphtheria, tetanus
and pertussis in ambulatory adult patients, the need for lifelong vaccination. Eur. J. Intern. Med. 2014, 25,
528–532. [CrossRef] [PubMed]

8. Yao, N.; Zeng, Q.; Wang, Q. Seroepidemiology of diphtheria and pertussis in Chongqing, China,
serology-based evidence of Bordetella pertussis infection. Public Health. 2018, 156, 60–66. [CrossRef]
[PubMed]

9. Gil, A.; Dal-Ré, R.; González, A.; Lasheras, L.; Aguilar, L.; del Rey, J. Immunogenicity and safety of a
tetanus-diphtheria vaccine (adult type), clinical trial in adults. Med. Clin. (Barc.) 1995, 104, 126–129.
[PubMed]

http://dx.doi.org/10.1017/S095026881800242X
http://www.ncbi.nlm.nih.gov/pubmed/30136643
https//www.cdc.gov/vaccines/hcp/acip-recs/general-recs/administration.html#ref24
https//www.cdc.gov/vaccines/hcp/acip-recs/general-recs/administration.html#ref24
https//www.who.int/biologicals/WHO_TRS_980_WEB.pdf
http://dx.doi.org/10.1016/S0895-4356(96)00236-3
http://dx.doi.org/10.1007/BF01719348
http://www.ncbi.nlm.nih.gov/pubmed/7859836
http://dx.doi.org/10.1017/S0950268899004161
http://www.ncbi.nlm.nih.gov/pubmed/11057967
http://dx.doi.org/10.1016/j.ejim.2014.04.010
http://www.ncbi.nlm.nih.gov/pubmed/24814432
http://dx.doi.org/10.1016/j.puhe.2017.12.009
http://www.ncbi.nlm.nih.gov/pubmed/29408190
http://www.ncbi.nlm.nih.gov/pubmed/7898155


Vaccines 2019, 7, 139 9 of 9

10. Hasselhorn, H.M.; Nübling, M.; Tiller, F.W.; Hofmann, F. Factors influencing immunity against diphtheria in
adults. Vaccine 1998, 16, 70–75. [CrossRef]

11. Lee, J.; Choi, J.H.; Wie, S.H.; Park, S.H.; Choi, S.M.; Lee, M.S.; Kim, T.H.; Lee, H.J.; Kang, J.H. A phase III
study to evaluate the immunogenicity and safety of GC1107 (adult tetanus diphtheria vaccine) in healthy
adults. J. Korean Med. Sci. 2019, 34, e31. [CrossRef] [PubMed]

12. Crotty, S.; Ahmed, R. Immunological memory in humans. Semin. Immunol. 2004, 16, 197–203. [CrossRef]
[PubMed]

13. Hasselhorn, H.M.; Nübling, M.; Tiller, F.W.; Hofmann, F. Diphtheria booster immunization for adults. Dtsch.
Med. Wochenschr. 1997, 122, 281–286. [CrossRef] [PubMed]

14. Choi, J.H.; Choo, E.J.; Huh, A.; Choi, S.M.; Eom, J.S.; Lee, J.S.; Park, S.H.; Kang, J.H. Immunogenicity and
safety of diphtheria-tetanus vaccine in adults. J. Korean Med. Sci. 2010, 25, 1727–1732. [CrossRef] [PubMed]

15. Younas, M.; Carrat, F.; Desaint, C.; Launay, O.; Corbeau, P.; ANRS HB03 VIHVAC-B Trial Group. Immune
activation, smoking, and vaccine response. AIDS 2017, 31, 171–173. [CrossRef] [PubMed]

16. Diamantis, E.; Kyriakos, G.; Quiles-Sanchez, L.V.; Farmaki, P.; Troupis, T. The anti-inflammatory effects of
statins on coronary artery disease, an updated review of the literature. Curr. Cardiol. Rev. 2017, 13, 209–216.
[CrossRef] [PubMed]

17. Black, S.; Nicolay, U.; Del Giudice, G.; Rappuoli, R. Influence of statins on influenza vaccine response in
elderly individuals. J. Infect. Dis. 2016, 213, 1224–1228. [CrossRef] [PubMed]

18. Omer, S.B.; Phadke, V.K.; Bednarczyk, R.A.; Chamberlain, A.T.; Brosseau, J.L.; Orenstein, W.A. Impact of
statins on influenza vaccine effectiveness against medically attended acute respiratory illness. J. Infect. Dis.
2016, 213, 1216–1223. [CrossRef] [PubMed]

19. McLean, H.Q.; Chow, B.D.; VanWormer, J.J.; King, J.P.; Belongia, E.A. Effect of statin use on influenza vaccine
effectiveness. J. Infect. Dis. 2016, 214, 1150–1158. [CrossRef] [PubMed]

20. Beirne, P.V.; Hennessy, S.; Cadogan, S.L.; Shiely, F.; Fitzgerald, T.; MacLeod, F. Needle size for vaccination
procedures in children and adolescents. Cochrane Database Syst. Rev. 2018, 8, CD010720. [CrossRef] [PubMed]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/S0264-410X(97)00148-5
http://dx.doi.org/10.3346/jkms.2019.34.e31
http://www.ncbi.nlm.nih.gov/pubmed/30686952
http://dx.doi.org/10.1016/j.smim.2004.02.008
http://www.ncbi.nlm.nih.gov/pubmed/15130504
http://dx.doi.org/10.1055/s-2008-1047609
http://www.ncbi.nlm.nih.gov/pubmed/9102270
http://dx.doi.org/10.3346/jkms.2010.25.12.1727
http://www.ncbi.nlm.nih.gov/pubmed/21165286
http://dx.doi.org/10.1097/QAD.0000000000001311
http://www.ncbi.nlm.nih.gov/pubmed/27835620
http://dx.doi.org/10.2174/1573403X13666170426104611
http://www.ncbi.nlm.nih.gov/pubmed/28462692
http://dx.doi.org/10.1093/infdis/jiv456
http://www.ncbi.nlm.nih.gov/pubmed/26516142
http://dx.doi.org/10.1093/infdis/jiv457
http://www.ncbi.nlm.nih.gov/pubmed/26516141
http://dx.doi.org/10.1093/infdis/jiw335
http://www.ncbi.nlm.nih.gov/pubmed/27471318
http://dx.doi.org/10.1002/14651858.CD010720.pub3
http://www.ncbi.nlm.nih.gov/pubmed/30091147
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

