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Abstract: Tobacco smoking continues to be a global epidemic and the leading preventable cause of
cancer and cardiovascular disease. Nicotine vaccines have been investigated as an alternative to
currently available smoking cessation strategies as a means to increase rates of success and long-term
abstinence. Recently, we demonstrated that a mucosal nicotine vaccine was able to induce robust
mucosal and systemic antibodies when delivered heterologously using intranasal and intramuscular
routes. Herein, we investigated the neutralization ability of the anti-nicotine antibodies using both
intranasal and intracardiac nicotine challenges. Combining the extraction of lyophilized organ
samples with RP-HPLC methods, we were able to recover between 47% and 56% of the nicotine
administered from the blood, brain, heart, and lungs up to 10 min after challenge, suggesting that
the interaction of the antibodies with nicotine forms a stable complex independently of the route
of vaccination or challenge. Although both challenge routes can be used for assessing systemic
antibodies, only the intranasal administration of nicotine, which is more physiologically similar to
the inhalation of nicotine, permitted the crucial interaction of nicotine with the mucosal antibodies
generated using the heterologous vaccination route. Notably, these results were obtained 6 months
after the final vaccination, demonstrating stable mucosal and systemic antibody responses.

Keywords: nicotine vaccine; mucosal; intranasal; nicotine distribution; nicotine analysis method

1. Introduction

Despite the risks associated with smoking tobacco, it continues to be an ongoing global
public health pandemic with approximately 1.3 billion people who smoke tobacco [1].
Smoking tobacco not only increases risks associated with cancer, respiratory and cardiovas-
cular diseases but results in a substantial social and economic burden that in Canada is
responsible for 18% of deaths and over CAD 16 billion of direct and indirect costs [2].

Smoking cessation aides, such as nicotine replacement products and pharmacothera-
peutics, are readily available to help those who wish to quit smoking, however, success rates
remain low with a high risk of relapse [3]. Nicotine vaccines have long been considered the
next step as a therapeutic for smoking cessation because of the lack of side-effects [4] and
risk for abuse [5], and the potential to increase abstinence rates. Additionally, anti-nicotine
antibodies would have a longer half-life, as compared to other pharmacotherapeutics and
nicotine itself, resulting in dose sparing [5] that inevitability increases the safety profile of
the vaccine. Over the last 20 years, several nicotine vaccines have successfully advanced to
various stages of clinical trials, but were unable to successfully obtain significant abstinence
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rates between experimental groups [6–10]. The premise behind the development of these
vaccines is that the nicotine hapten is small and not immunogenic enough to be recognized
as an antigen by the immune system, but with an effective adjuvant, the immune system
can direct an immune response resulting in nicotine-specific antibodies. However, these
vaccines continue to rely on parenteral administration, limiting the availability of the anti-
nicotine antibodies to the systemic circulation, which alone may be unable to efficiently
capture nicotine.

We have previously demonstrated that utilizing a heterologously (intramuscular
(IM)/intranasal (IN)) administered, mucosally directed nicotine vaccine induced robust
mucosal and systemic antibodies directed towards nicotine, resulting in two levels of
protection [11]. Previously, we had demonstrated the ability of the IN administered
mucosal conjugate nicotine vaccine to neutralize nicotine when mice were challenged
with [3H]-nicotine [12]. While effective, recently there has been a shift away from using
[3H]-nicotine for nicotine challenges, and towards using nicotine tartrate to assess the
distribution of nicotine by GC/MS, LC/MS or HPLC. However, unlike [3H]-nicotine, that
is typically if not always delivered intravenously (IV), non-tritiated forms of nicotine have
been delivered subcutaneously (SC) [13–16], IV [17], or intraperitoneally (IP) [18], all of
which resulted in low levels of recovery, regardless of the dose administered. This does not
necessarily permit nicotine vaccines evaluated in vivo to be properly assessed due to the
low recovery rates in the brain and the sera.

Herein, we demonstrate the efficacy of the antibodies by evaluating the neutralizing
ability of the antibodies generated by the bacterial derived adjuvant (BDA)-conjugate
nicotine vaccine in vivo administered either IM/IN or IM, using either an intranasal (IN)
instillation or an intracardiac (IC) injection of 0.09 mg/kg of pure nicotine (equivalent to
0.257 mg/kg nicotine tartrate); representing both a mucosal and systemic administration
of nicotine, respectively. The stability of the antibodies was determined by conducting the
challenge 6 months after the final vaccination and assessing the ability of the complex to
be stable for the duration of a 10 min challenge protocol. For each of the vaccination and
challenge routes, the recovery range using the combined extraction of lyophilized organs
and RP-HPLC was greater than 47% for the four organs/fluids collected: brain, lung, heart,
and blood. When nicotine was delivered mucosally, the IM/IN vaccinated mice, with
antibodies in both the lung and the sera, were the most effective at neutralizing nicotine
with significantly increased levels detected in the lung as compared to the nonvaccinated
mice and a 3.54-fold (72%) decrease of nicotine in the brain.

2. Materials and Methods
2.1. Animals

Female 6–8 week old BALB/c mice were purchased from Charles River (St. Constant,
QC, Canada) and housed at the animal care facility at Laurentian University. Mice were
housed as previously reported [11], randomly placed in groups of five, and were allowed
to acclimatize to their surroundings for at least 1 week prior to the start of the vaccination
protocol. All protocols were approved by the Animal Care Committee at Laurentian
University and the Biohazard and Biosafety Committee at HSNRI.

2.2. Vaccine and Vaccination Protocol

The bacterial-derived adjuvant (BDA)-conjugate nicotine vaccine was prepared in
house (HSNRI, Sudbury, ON, Canada) as previously reported [11,12,19,20]. Mice were
vaccinated under light anesthesia using isoflurane once every 3 weeks using either the
homologous (3 IM) or heterologous strategy (1 IM simultaneously with an IN and 2 subse-
quent IN) with either PBS or the nicotine vaccine as previously described [12]. Sera was
collected 2 weeks after the final vaccination (56 day time point) using the saphenous vein
and stored at −20 ◦C until ELISA analysis.
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2.3. Clinical Observations

Mice were observed daily and monitored for signs of distress or vaccine associated
toxicity which included changes in gait, posture, and behavior. As part of basic toxicity
associated measurements, the mice were weighed weekly starting from day 0 (first vaccina-
tion event) for 9 weeks. Corporal temperatures of the mice were also recorded before and
24 h after each vaccination event to monitor changes in temperature that would correlate
with a fever.

2.4. Nicotine Challenge

Mice were bled and weighed prior to the preparation of nicotine for the nicotine
challenge. Briefly, nicotine hydrogen tartrate (Sigma Aldrich, St. Louis, MO, USA) was
dissolved in formic acid acidified water (0.1% v/v, LC/MS Grade, Fisher Scientific) at
a concentration of 2–8 mM, depending on the challenge route. The stock solution was
neutralized with 1 M NaOH (in ddH2O) to a pH of 7.5–8 and diluted in PBS, based on
the weight of each mouse, directly prior to being administered. Mice were challenged
6 months after the last vaccination (after day 230) with 0.09 mg/kg of nicotine based on
the molecular weight of free nicotine. For the IC challenge, mice were anaesthetized with
isoflurane and 100 µL of the individually prepared nicotine solution was administered into
the heart using a syringe and a 25 5/8” gauge needle. Five minutes after the IC injection,
while still under anesthesia, the mice were euthanized. For the IN challenge, the mice were
anaesthetized with isoflurane and 20 µL (10 µL/nare) was instilled drop wise ensuring full
uptake of the nicotine dose. The mice were returned to the isoflurane chamber for 10 min
and were then euthanized.

2.5. Euthanasia and Sample Collection

Mice were euthanized under excess isoflurane followed by a cardiac exsanguination
and cutting of the diaphragm. All organs for each mouse were macroscopically examined
post mortem for any abnormalities. Weights were recorded for the brain, lung, and heart
before being stored on ice and processed for nicotine quantification. Sera was collected
from the blood by centrifuging the nonheparinized blood tubes at 10,000 rpm for 5 min
and stored at −20 ◦C or −80 ◦C until later analyses.

2.6. Organ Extraction and Lyophilization

All sera and organ samples were first acidified via the addition of formic acid (20 µL,
LC/MS grade, Fisher Scientific, Fairlawn, NJ, USA) and frozen overnight at −80 ◦C before
being lyophilized (Alpha 1-2 LD, CHRIST, Osterode am Harz, Germany).

Nicotine was extracted from lyophilized organ and sera samples using anhydrous
ethanol (Commercial Alcohols, Brampton, ON, Canada) acidified with formic acid (0.1% v/v,
LC/MS grade). Each sample was mixed with ethanol (400–800 µL depending on the
physical size of the sample), homogenized using a pellet mixer (VWR International, Radnor,
PA, USA), vigorously vortexed and left at 4 ◦C for 2 h before solids were pelleted by
centrifugation at 10,000 rpm and 4 ◦C for 10 min. Supernatants (300–600 µL) were carefully
removed and replaced with an equal volume of ethanol before being vigorously mixed
and left at 4 ◦C for an additional 2 h. Solids were again pelleted by centrifugation and
supernatants (300–600 µL) carefully removed. Combined supernatants were allowed
to concentrate to dryness at room temperature. The remainders were reconstituted in
ddH2O acidified with formic acid (0.1% v/v, LC/MS grade) and any solids pelleted by
centrifugation at 10,000 rpm and 20 ◦C for 5 min. The amount of nicotine extracted was
analyzed by RP-HPLC (10 µL injections, in duplicate) with detection by absorbance at
260 nm and quantification using a standard curve that was generated.

2.7. RP-HPLC for Nicotine Quantification

All analyses were performed using a Shimadzu Prominence series HPLC system
(Shimadzu Corporation, Kyoto, Japan), equipped with a LC-20AB binary pump (Serial:
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L20124200883), SIL-20A HT autosampler (Serial: L20345256104), CTO-20AC temperature
controlled column oven (Serial: L2021525077), SPD-M20A photodiode array detector and
CBM-20A communications bus (Serial: L20235154327). All equipment was controlled
by Shimadzu Lab Solutions Lite software version 5.71 SP2. For separation, an Ultra
C18 column, 3 µm, 150 × 4.6 mm (RESTEK Corporation, Bellefonte, PA, USA) was used.
Samples were analyzed at a constant solvent flow rate of 1.0 mL/min at 35 ◦C using a
binary gradient (Table 1). Solvent A consisted of a ddH2O (0.2 µm filtered) and solvent
B consisted of 20% ddH2O in acetonitrile (HPLC grade, Fisher Scientific, Fairlawn, NJ,
USA) with each solvent containing 0.18% formic acid (v/v, LC/MS grade) and 0.15%
triethylamine (v/v, HPLC grade, Fisher Scientific, Fairlawn, NJ, USA).

Table 1. Solvent gradient program for the analysis of nicotine in vivo distribution using water (A) and
20% water in acetonitrile (B), both with 0.18% formic acid and 0.15% triethylamine (v/v).

Time
(min)

Solvent

A (%) B (%)

0 100 0
5 100 0
15 0 100
20 0 100
25 100 0
28 100 0

2.8. Bronchoalveolar Lavage (BAL)

Five weeks after the final vaccination, mice were euthanized as described above and
post-mortem the trachea was cannulated with PE tubing attached to a 23 × 1 1/3” gauge
needle. The lungs were slowly inflated with 0.5 mL PBS, which was slowly retracted and
collected for each mouse. BALs were centrifuged at 3000 rpm for 5 min to pellet cells and
the supernatants were collected and stored at −20 ◦C until later analyses.

2.9. Anti-Nicotine ELISAs

Sera (day 56 or after day 230) and BALs were analyzed via an indirect anti-nicotine
ELISA as previously described [11]. Briefly, plates were coated with poly-lysine nicotine
overnight at 4 ◦C before washing with TBST. Samples were diluted in TBST starting at
1:600 to >1:76,800 for sera, neat or 1:50 for the BAL and added to the plate to incubate for
1 h. Goat biotinylated anti-mouse IgG or IgA was diluted 1:10,000 in TBST and added to
the plate for 1 h before adding streptadvidin alkaline phosphatase for another hour. para-
Nitrophenylphosphate (pNPP) diluted in pNPP buffer was added, and the reaction stopped
after 30 or 45 min with 3N NaOH. Results were read using a Synergy H4 Microplate Reader
(BioTek, Winooski, VT, USA) at an absorbance of 405 nm with a subtraction of 490 nm.

3. Results
3.1. Physiological Conditions

Mice were vaccinated using either the heterologous (IM/IN) or the homologous (IM)
vaccination strategy and their weights and temperature were recorded to evaluate basic
signs of toxicity that could be associated with the vaccine. Temperatures were recorded both
before and 24 h after each vaccination to evaluate whether a fever was present. Although
not clinically relevant, significant increases and decreases in temperature were seen across
all groups for both the control and the vaccinated mice (Figure 1A,B). Mice were also
weighed once a week to monitor their growth for any possible anorexia and associated
weight loss that could be a result of vaccine-related toxicity. No significant decreases
in weight were observed for any group or route of administration over the vaccination
protocol (Figure 1C,D). Mice were observed daily, and no issues were recorded that were
associated with the vaccine and all mice survived until the nicotine challenge.
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Figure 1. Clinical observations of BALB/c mice during the vaccination protocol. Female BALB/c mice had corporal
temperatures recorded immediately before and 24 h after each (A) intramuscular (IM)/intranasal (IN) vaccination or (B) IM
vaccination event. Mice were also weighed once a week starting on day 0 (first vaccination) until day 63 of the vaccination
protocol for the (C) IM/IN vaccinated and the (D) IM vaccinated mice. Data for each figure are represented as ± SEM,
(A) and (C) n = 15, (B,D) n = 5 for each group. Statistical analyses for (A) were determined by an unpaired two-tailed T-test,
% p = 0.0255 and ****, ####, $$$$ p < 0.0001 as compared to the 24 h prior measurement for each dose, respectively. Statistical
analyses for (B) was determined by an unpaired two-tailed T-test for % p = 0.0285, ## p = 0.012, *** p = 0.0007 as compared to
the 24 h prior measurement for each dose/group respectively and a Mann–Whitney U-test for $ p = 0.0442 as compared to
the 24 h prior measurement.

3.2. Immunological Responses

Systemic anti-nicotine antibodies were analyzed, with these representing sera levels
2 weeks (day 56) and 6 months (day 230) after the final vaccination to assess the stability
of the antibodies. Significant levels of anti-nicotine IgG were present in the sera of mice
vaccinated using either the IM/IN or IM strategy as compared to the PBS group. The IM
group had significantly higher levels of anti-nicotine antibodies as compared to the IM/IN
vaccinated mice after 56 days (Figure 2A). Six months after the final vaccination, elevated
levels of anti-nicotine antibodies were still present in the sera of the mice vaccinated either
IM/IN or IM. The IM vaccinated mice experienced a greater decrease in the amount of
total anti-nicotine IgG in the sera as it was now on par and not significantly different from
the IM/IN vaccinated mice (Figure 2B).
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Figure 2. Levels of anti-nicotine IgG in the sera after the final vaccination. Mice were vaccinated on days 0, 21 and 42 using
a control (PBS delivered IM/IN or IM), or the vaccine either delivered heterologously (IM/IN) or IM. Sera was collected
on (A) day 56 or (B) more than 6 months (day 230) after the final vaccination, and analyzed using an indirect ELISA for
total anti-nicotine IgG antibodies. For both (A,B), sera was diluted at 1:9600, n = 5–15 and data are represented as ± SEM.
Statistical significance was determined by an ANOVA with a Tukey HSD, # p ≤ 0.05 as compared to Vaccine IM/IN,
*** p ≤ 0.001 as compared to the PBS control. NS = not significant.

Mucosal antibodies are able to be induced through IN instillations of the vaccine.
Five weeks after the final vaccination, BALs were collected to assess mucosal anti-nicotine
IgA and IgG in the lung. Both the IM and IM/IN vaccinated mice had significant levels of
anti-nicotine IgG present (Figure 3A). Although not significantly different, it is clear that the
IM/IN vaccinated mice are trending to have higher levels of anti-nicotine IgG in the lung.
The IM/IN vaccinated mice were the only group with significant levels of anti-nicotine
IgA in the BAL, which was significantly higher as compared to the IM vaccinated group
(Figure 3B).

Figure 3. Levels of mucosal anti-nicotine antibodies in the lung after the final vaccination. Mice were vaccinated on days 0,
21 and 42 using PBS, or the vaccine either delivered heterologously (IM/IN) or IM. Five weeks after the final vaccination,
bronchoalveolar lavages were assessed for anti-nicotine (A) IgG (1:50 dilution) and (B) IgA (neat) using an indirect ELISA.
Data are represented as ± SEM and n = 5 for each group. Statistical significance was determined by an ANOVA with a
Tukey HSD, $$$ p ≤ 0.001 and *** p ≤ 0.001 as compared to their respective controls, ### p ≤ 0.001 as compared to the IM
vaccine group.
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3.3. Nicotine Challenge and Distribution

In vivo nicotine challenges remain the gold standard with which to establish whether a
nicotine vaccine would be able to act as an effective anti-smoking therapeutic. This method
measures the distribution of nicotine to various organs, including the brain and the blood,
to establish whether the antibodies are able to block nicotine from going to the brain. We
challenged both the IM and IM/IN vaccinated mice using a nontraditional IN instillation
or IC injection with 0.09 mg/kg of nicotine, 6 months after the final vaccination.

For each of the challenge routes, the total amount of nicotine recovered from the brain,
sera, lung, and heart was calculated from the organs as per HPLC/total amount of nicotine
administered × 100%. The optimized nicotine detection method and analyses resulted in
greater than 47% combined recovery of nicotine (Table 2). The IN challenge had the highest
recovery of nicotine from blood, brain, heart, and lung at ≈56%, likely due to the increased
levels of nicotine found in the lung after challenge for both the control and vaccinated
mice (Table 2). The results from the HPLC analyses were normalized to the weights of the
organs of each respective mouse and presented as either ng/g or ng/L in Figures 4–6.

Table 2. The total average percentage of nicotine recovered from the brain, sera, lung, and heart of
each challenge group ± SEM.

IM/IN Route IM Route
Intranasal ChallengeIntracardiac Challenge Intranasal Challenge

PBS 47.05 ± 3.55
(n = 5)

55.57 ± 3.46
(n = 5)

55.57 ± 3.46
(n = 5)

Vaccine 47.31 ± 0.80
(n = 4)

55.66 ± 1.88
(n = 5)

53.31 ± 1.76
(n = 5)

Figure 4. Distribution of nicotine in mice vaccinated IM after a mucosal nicotine challenge. IM
vaccinated mice were challenged with 0.09 mg/kg of nicotine by an IN instillation of 10 µL per
nare. After 10 min the mice were euthanized by a cardiac exsanguination and organs were collected
for nicotine distribution analysis. (A) Brain, (B) sera, (C) lung, (D) heart and data are represented
as ± SEM and n = 5 for each group. Statistical significances were determined by an unpaired
two-tailed T-test, ### p = 0.0002, *** p = 0.0005 and **** p < 0.0001.
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Figure 5. Distribution of nicotine in mice vaccinated IM/IN after a mucosal nicotine challenge. IM/IN
vaccinated mice were challenged with 0.09 mg/kg of nicotine by an IN instillation of 10 µL per nare.
After 10 min the mice were euthanized by a cardiac exsanguination and organs were collected for
nicotine distribution analysis. (A) Brain, (B) sera, (C) lung, (D) heart and data are represented
as ± SEM and n = 5 for each group. Statistical significances were determined by an unpaired
two-tailed T-test, * p = 0.0384, *** p = 0.0004, and **** p < 0.0001.

After 10 min, mice that were vaccinated IM had a significant 2.90-fold decrease in
the amount of nicotine that was in the brain as compared to the control group (Figure 4A).
Subsequently, this resulted in a significant increase in the levels of nicotine remaining
in both the sera (2.41-fold) and the heart (2.34-fold) as compared to the control group
(Figure 4B,D). There was no significant change in the amount of nicotine that was present
in the lung (Figure 4C).

Mice vaccinated IM/IN were also challenged IN with 0.09 mg/kg nicotine after day
230 for 10 min. Similarly to the IM group, there was a significant decrease of nicotine in the
brains of mice vaccinated IM/IN as compared to the control group (Figure 5A). The fold
change between the brains of the control and the vaccinated mice was 3.54-fold (Figure 5A)
which was higher than the 2.90-fold change for the IM vaccinated group (Figure 4A). The
vaccinated mice had 1.45-fold and 1.54-fold increases of nicotine in the sera (Figure 5B)
and the lung (Figure 5C), respectively. Although there was no significant difference in the
amount of nicotine detected in the sera of the control and vaccinated group, there was
a significant difference in the amount of nicotine detected in the lungs of the vaccinated
mice as compared to the controls (Figure 5C). There was also a significant increase of
nicotine in the heart as compared to the control (Figure 5D). Finally, an additional group
of the IM/IN vaccinated mice were challenged using a traditional systemic method via
an IC injection of nicotine at the same concentration of 0.09 mg/kg. The brains of the
mice that were vaccinated IM/IN had a significant reduction in the amount of nicotine
present as compared to the nonvaccinated controls (Figure 6A). This decrease resulted
in approximately a 3.34-fold reduction of nicotine that was able to cross the blood–brain
barrier (Figure 6A). There was also a significant 3.24-fold increase in the amount of nicotine
that was detected in the sera (Figure 6B). The systemic method resulted in the least amount
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of nicotine in the lung (Figure 6C) and the heart (Figure 6D), with no significant differences
between the vaccinated and unvaccinated groups.

Figure 6. Distribution of nicotine in mice vaccinated IM/IN after a systemic nicotine challenge.
IM/IN vaccinated mice were challenged with 0.09 mg/kg of nicotine by an IC injection of 100 µL.
After 5 min the mice were euthanized by a cardiac exsanguination and organs were collected for nico-
tine distribution analysis. (A) Brain, (B) sera, (C) lung, (D) heart and data are represented as ± SEM
and n = 4ˆ–5 for each group. Statistical significances were determined by a Mann–Whitney U-test,
* p = 0.0159. ˆ One mouse was removed because of a technical issue during the intracardiac challenge.

4. Discussion

Nicotine vaccines continue to be sought after as a therapeutic alternative to help
people quit smoking tobacco products. As previously reported, the vaccine formulation
design is focused on mucosal immunity. The core of this conjugate nicotine vaccine
platform is composed of a bacterial-derived adjuvant (BDA) from either N. meningitides
or V. cholerae and both have been used as part of effective human vaccines [11,12,19–22].
The mucosal multiadjuvanted BDA is able to stimulate immune responses by activating
antigen-presenting cells leading to effective adaptive immune responses [20], reviewed
in [22]. The addition of a non-natural peptide serves as a matrix that facilitates nicotine
conjugation and promotes humoral immune responses [20]. We have demonstrated that
a heterologous IM/IN vaccine was immunologically superior to the homologous IM
administration because of its ability to produce both systemic and mucosal antibodies [11].

In this study, using the same vaccination strategy as previously described, we moni-
tored the health of the mice over the vaccination protocol and were able to demonstrate
that significant levels of anti-nicotine antibodies were generated by either administra-
tion route. These anti-nicotine antibodies remained 6 months after the final vaccination
and could still significantly reduce the amount of nicotine in the brain as compared to
nonvaccinated controls.
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Physiological conditions were observed and recorded during the vaccination protocol
for indications of an adverse response to the BDA-conjugate nicotine vaccine. Mice in
general are close to humans with respect to corporal temperature and on average are
recorded as 36.6 ◦C ± 2.0 [23], which was consistent with our results. Although there were
significant increases and decreases in temperature that occurred over a 24 h period, these
would not be considered physiologically relevant as none of them varied more than 1 ◦C
as compared to the baseline temperatures or would suggest a fever (Figure 1A,B). The
weights of the mice were also recorded weekly as changes in weight could be attributed to
toxicity associated with the vaccine, specifically the IN route where behavioral changes
could result in reduced food consumption and anorexia [24]. No significant decreases in
weights were recorded throughout the vaccination protocol with both the controls and
the vaccinated groups (Figure 1C,D) steadily gaining weight on par with Charles River’s
growth curves for the BALB/c strain [25]. We had previously demonstrated a more robust
safety profile [11,19] and used the parameters mentioned to ensure the health of the mice
throughout the protocol so that they were healthy for the nicotine challenge.

The BDA-conjugate nicotine vaccine induced significant levels of systemic and mu-
cosal anti-nicotine IgG when administered either IM/IN or IM (Figures 2 and 3A); addition-
ally, the IM/IN vaccination strategy induced significant levels of mucosal IgA (Figure 3B).
Our previous batch testing for the stability of the anti-nicotine antibodies induced by the
mucosal administration provided evidence that the antibodies were stable in the lung for
8 months. We chose the challenge time point of 6 months based on the stability data from
Figure S1A,B. The results from the nicotine distribution from Figure 5 would suggest that
the mucosal antibodies, particularly the anti-nicotine IgA, are stable for 6 months after the
final vaccination. Although the systemic antibodies were stable for 6 months using either
route of administration, the IM vaccinated mice experienced a more noticeable drop in anti-
nicotine antibodies over the same time frame, suggesting that the IM/IN vaccinated mice
had a more stable antibody response and potentially better plasma B cells. The half-life
of IgG in mice is approximately 6–8 days [26], and without plasma B cells, the levels of
systemic antibodies would have decreased over time, eventually leading to an undetectable
or clinically insignificant amount of antibodies directed against nicotine. Investigations to
elucidate the mechanism of how the same conjugate-nicotine vaccine formulation is able to
induce better responses when administered mucosally are in progress.

After 6 months, the IM and the IM/IN vaccinated mice were challenged by an IN
instillation of 0.09 mg/kg based on free nicotine, or 0.257 mg/kg nicotine tartrate, which
would be the equivalent of 16 cigarettes [27]. We had previously used a lower challenge
dose [12], but with the optimized vaccination strategy, wanted to put additional pressure
on the available antibodies by increasing the challenge dose. Despite appearing to be a
large single dose of nicotine, it is more physiologically relevant as the average person who
smokes tobacco has 17 cigarettes per day [27]. It was clear from the distribution results that
the IM/IN vaccinated mice had higher fold reductions of nicotine in the brain, as compared
to the IM vaccinated group when challenged IN. The reduction in the brain was 72% as
compared to 65%, respectively (Figures 4A and 5A). Since both the IM and IM/IN groups
had similar levels of anti-nicotine IgG in the sera (Figure 3), we believe based on Figure S1B,
this difference was attributed to the mucosal anti-nicotine IgA antibodies generated by the
IM/IN route. These mucosal antibodies were able to keep a significant amount of nicotine
in the lung as compared to the control group (Figure 5C). If the mucosal anti-nicotine IgG
was able to noticeably capture nicotine in the lung, we would have recovered more nicotine
in the lungs of the IM vaccinated mice as compared to the control (Figure 4C) due to the IgG
leaking into the lungs. While the IM vaccinated mice had more nicotine recovered in the
sera, this did not result in less nicotine in the brain as compared to the IM/IN vaccinated
mice. It is clear that not only do the anti-nicotine antibodies in the lung reduce the burden
on the systemic antibodies, but they also have increased binding capacity, resulting in a
greater decrease of nicotine in the brain and potentially more therapeutically effective. This
is not surprising as IgA exists in the mucosa most often as a dimer, but can also exist as
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a larger polymer [28] resulting in at least a 2-fold higher binding capacity per antibody
as compared to IgG. The lung also acts as a physical barrier which slows down nicotine
distribution [29], allowing the antibodies in the lung more time to interact with nicotine
before it exits the lung, which would make mucosally administered anti-nicotine vaccines
a more attractive approach.

The physiological barrier of the lung was also the reason for the difference in time
between the IC and IN challenge. Our previous IC challenge using [3H]-nicotine [12] was
2 min and in this study it was extended to 5 min. Taking the 5–7 min half-life of nicotine
in mice [27] into consideration and our longer IC challenge time, we used 10 min as our
challenge time point for the IN administration.

IM/IN vaccinated mice were also challenged systemically with an IC injection using
the same concentration of nicotine as the IN instillation. There was a stark contrast
between the different challenge routes; specifically, there was less nicotine in the lungs of
the mice challenged by IC injection as compared to the IN instillation. This inability of
nicotine to interact with the lung in the IM/IN vaccinated mice resulted in the burden of
the nicotine resting solely on the systemic antibodies. Comparatively, the mucosal and
systemic antibodies seen in Figure 5 were able to capture nicotine at a greater capacity than
the systemic antibodies alone as seen in Figure 6 with a 72% reduction as compared to 70%,
respectively. However, both groups of IM/IN vaccinated mice demonstrated antibodies
with superior neutralizing capabilities over the IM vaccinated mice (65%), regardless of the
challenge route.

Current parenteral and mucosal nicotine vaccines have been published with varying
degrees of efficacy [13–18,30–32] and they all demonstrate significant levels of anti-nicotine
antibodies that are able to block nicotine from entering the brain. Despite this similarity,
the challenge and nicotine analysis methods vary and nicotine recovery tends to be low. SC
and IP administration of nicotine result in a slower absorption as compared to inhaled or
IV administered nicotine [27,33] and are most commonly used for nicotine administration
outside of addiction models [33]. The IN challenge represents a method that is less invasive,
more physiologically relevant and less technically challenging as compared to an IC (IV),
IP or SC challenge. The IN and IC challenges because of their rapid distribution and
absorption could indirectly be more of a burden for the readily available antibodies and
act as a more stringent method to assess our vaccine, as compared to IP or SC challenges.
While, it is difficult to directly compare one study to another because of confounding factors
including the amount of nicotine based on the weight of either free nicotine or nicotine
tartrate, animal species, nicotine administration route, challenge time points, and analysis
methods; it is evident that this new method, using lyophilization and RP-HPLC, has a
47–56% recovery and demonstrated the physiological differences between mucosal and
systemic administration of nicotine in mice (Table 2). The remainder of the nicotine, based
on the recovery time and quick half-life of nicotine in mice, could have been metabolized
to a nicotine analogue, such as cotinine, which was not assessed by our method.

Nicotine rapidly distributes in the body and is able to reach the brain in 7 s [34] and
when inhaled reaches peak accumulation in the brain after 3–5 min [34]. Due to this rapid
distribution, it may not be possible to absolutely reduce the amount of nicotine in the brain.
The continuous reduction of nicotine, a result of the nicotine–antibody complex, could
lead to a decrease in nicotine dependence leading to smoking cessation [35]. The stability
of the antibody–nicotine complex is important for the ability of the nicotine vaccine to
act as an effective therapeutic. A strong complex will allow the nicotine to be removed
by the immune system or slowly released from the complex without generating spikes
of nicotine that fuel the addiction cycle [36]. This would rely on having anti-nicotine
antibodies with high affinity and avidity. Based on both the IN and IC challenge methods,
the antibody-nicotine complex is stable for at least 5–10 min, acting as a dynamic measure
of avidity. This could allow for a slow release of nicotine over a longer time frame, reducing
the need for a subsequent cigarette and helping as a therapeutic for smoking cessation.
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Traditionally, vaccine efficacy has been demonstrated by the antibodies’ ability to rec-
ognize and neutralize the vaccine-specific antigen, and nicotine is no exception. However,
nicotine vaccines have an additional hurdle to overcome, which is whether the vaccine
can help to curb addictive behaviors. Nicotine self-administration models have been used
to study behavior, most commonly of rats, when nicotine is administered as either short
bursts or over an extended period of time [37]. While each model has contributed to
the study of nicotine addiction, they may not represent the most appropriate models for
evaluating a vaccine with respect to behaviors and addiction due to the high levels of
nicotine and the exposure time. Future investigations could focus on whether the IM/IN
nicotine vaccine is able to reduce the levels of systemic nicotine below levels associated
with addiction and correlate these results with the concentration, stability and avidity of
the anti-nicotine antibodies.

5. Conclusions

We demonstrated that a mucosal conjugate nicotine vaccine can induce stable antibody
responses that are able to significantly block nicotine from reaching the brain 6 months after
the final vaccination. The ability to neutralize nicotine depends on the route of challenge.
It has been suggested that a minimum threshold of anti-nicotine antibodies is required
in order to be an effective therapeutic [10]. However, our data suggests that the location,
avidity and affinity may be important based on our distribution results in the lung, sera
and brain and the ability of the antibody–nicotine complex to last up to 10 min. The novel
extraction and analyses of nicotine lead to increased recovery of nicotine and may be
more representative of the true neutralization capacity of the antibodies generated by the
nicotine vaccine. Additionally, the IN instillation for the nicotine challenge represents a
less invasive and more physiologically relevant strategy for demonstrating the ability of
both the mucosal and systemic antibodies to interact with nicotine. This, in addition to
our previous publications, further demonstrates the ability of the BDA-conjugate nicotine
vaccine administered IM/IN to be a promising therapeutic for smoking cessation.

Supplementary Materials: The following are available online at https://www.mdpi.com/2076-393
X/9/2/118/s1, Figure S1: Levels of mucosal anti-nicotine IgA in the lung.

Author Contributions: Conceptualization: N.L.F., J.D.L., H.-T.L.; Data curation: N.L.F., J.D.L.; Formal
analysis: N.L.F., J.D.L.; Funding acquisition: H.-T.L.; Investigation: N.L.F., J.D.L., A.L.M., H.-T.L.;
Methodology: N.L.F., J.D.L., H.-T.L.; Project administration: H.-T.L.; Resources: H.-T.L.; Supervision:
H.-T.L.; Validation: N.L.F., F.D.-M., H.-T.L.; Writing—original draft: N.L.F., J.D.L.; Writing—review
and editing: N.L.F., J.D.L., A.L.M., F.D.-M., H.-T.L. All authors have read and agreed to the published
version of the manuscript.

Funding: This work was graciously supported by Le’s Canadian Institutes of Health Research (CIHR)
Project Grant (PJT-148531) and a grant from the Northern Cancer Foundation (NCF, 2017–2019).

Institutional Review Board Statement: This study was conducted according to the protocols and
guidelines approved by the Laurentian University Animal Care Committee (AUP 2017-04-02, ap-
proved 2 April 2017) and the Biohazard Biosafety Committee at HSNRI.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data requests related to this study can be sent to the corresponding author.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. World Health Organization. Tobacco Fact Sheet. 2019. Available online: http://www.who.int/news-room/fact-sheets/details/

tobacco (accessed on 30 November 2020).
2. Dobrescu, A.; Bhandari, A.; Sutherland, G.; Dinh, T. The costs of tobacco use in Canada, 2012. In Proceedings of the Conference

Board of Canada, Ottawa, ON, Canada, 16 October 2017.
3. Prochaska, J.J.; Benowitz, N.L. Current advances in research in treatment and recovery: Nicotine addiction. Adv. Sci. 2019,

5, eaay9763. [CrossRef]

https://www.mdpi.com/2076-393X/9/2/118/s1
https://www.mdpi.com/2076-393X/9/2/118/s1
http://www.who.int/news-room/fact-sheets/details/tobacco
http://www.who.int/news-room/fact-sheets/details/tobacco
http://doi.org/10.1126/sciadv.aay9763


Vaccines 2021, 9, 118 13 of 14

4. Zalewska-Kaszubska, J. Is immunotherapy an opportunity for effective treatment of drug addiction? Vaccine 2015, 33, 6545–6551.
[CrossRef] [PubMed]

5. Pravetoni, M.; Comer, S.D. Development of vaccines to treat opioid use disorders and reduce incidence of overdose. Neuropharma-
cology 2019, 158, e107662. [CrossRef] [PubMed]

6. Hatsukami, D.K.; Rennard, S.; Jorenby, D.; Fiore, M.; Koopmeiners, J.; De Vos, A.; Horwith, G.; Pentel, P.R. Safety and
immunogenicity of a nicotine conjugate vaccine in current smokers. Clin. Pharmacol. Therapeut. 2005, 78, 456–467. [CrossRef]
[PubMed]

7. Maurer, P.; Jennings, G.T.; Willers, J.; Rohner, F.; Lindman, Y.; Roubicek, K.; Renner, W.A.; Müller, P.; Bachmann, M.F. A therapeutic
vaccine for nicotine dependence: Preclinical efficacy, and Phase I safety and immunogenicity. Eur. J. Immunol. 2005, 35, 2031–2040.
[CrossRef]

8. Hatsukami, D.K.; Jorenby, D.E.; Gonzales, D.; Rigotti, N.A.; Glover, E.D.; Oncken, C.A.; Tashkin, D.P.; Reus, V.I.; Akhavain, R.C.;
Fahim, R.E.F.; et al. Immunogenicity and smoking-cessation outcomes for a novel nicotine immunotherapeutic. Clin. Pharmacol.
Therapeut. 2011, 89, 392–399. [CrossRef]

9. Fahim, R.E.; Kessler, P.D.; Kalnik, M.W. Therapeutic vaccines against tobacco addiction. Expert Rev. Vaccines 2013, 12, 333–342.
[CrossRef]

10. Pentel, P.R.; LeSage, M.G. New directions in nicotine vaccine design and use. Adv. Pharmacol. 2014, 69, 553–580.
11. Fraleigh, N.L.; Oliva, R.; Lewicky, J.D.; Martel, A.L.; Acevedo, R.; Dagmar, G.R.; Le, H.T. Assessing the immunogenicity and

toxicity of the AFPL1-conjugate nicotine vaccine using heterologous and homologous vaccination routes. PLoS ONE 2019,
14, e0221708. [CrossRef]

12. Fraleigh, N.L.; Boudreau, J.; Bhardwaj, N.; Eng, N.F.; Murad, Y.; Lafrenie, R.; Acevedo, R.; Oliva, R.; Diaz-Mitoma, F.; Le, H.T.
Evaluating the immunogeniciy of intranasal vaccine against nicotine in using the Adjuvant Finlay Proteoliposome (AFPL1).
Heliyon 2016, 2, e00147. [CrossRef]

13. Zhao, Z.; Hu, Y.; Hoerle, R.; Devine, M.; Raleigh, M.; Pentel, P.; Zhang, C. A nanoparticle-based nicotine vaccine and the influence
of particle size on its immunogenicity and efficacy. Nanomedicine 2017, 13, 443–454. [CrossRef] [PubMed]

14. Zhao, Z.; Hu, Y.; Harmon, T.; Pentel, P.; Ehrich, M.; Zhang, C. Rationalization of a nanoparticle-based nicotine nanovaccine as an
effective next-generation nicotine vaccine: A focus on hapten localization. Biomaterials 2017, 138, 46–56. [CrossRef] [PubMed]

15. Zhao, Z.; Harris, B.; Hu, Y.; Harmon, T.; Pentel, P.R.; Ehrich, M.; Zhang, C. Rational incorporation of molecular adjuvants into
a hybrid nanoparticle-based nicotine vaccine for immunotherapy against nicotine addiction. Biomaterials 2018, 155, 165–175.
[CrossRef] [PubMed]

16. Zhao, Z.; Hu, Y.; Harmon, T.; Pentel, P.; Ehrich, M.; Zhang, C. Effect of adjuvant release rate of the immunogenicity of nanoparticle-
based vaccines: A case study with a nanoparticle based nicotine vaccine. Mol. Pharm. 2019, 16, 2766–2775. [CrossRef]

17. Zeigler, D.F.; Roque, R.; Clegg, C.H. Construction of an enantiopure bivalent nicotine vaccine using synthetic peptides. PLoS ONE
2017, 12, e0178835. [CrossRef]

18. Zeigler, D.F.; Roque, R.; Clegg, C.H. Optimization of a multivalent peptide vaccine for nicotine addiction. Vaccine 2019, 37,
1584–1590. [CrossRef]

19. Oliva, R.; Fraleigh, N.L.; Lewicky, J.D.; Fariñas, M.; Hernández, T.; Martel, A.L.; Navarro, I.; Dagmar, G.-R.; Acevedo, R.; Le, H.T.
Repeat-dose toxicity study using the AFPL1-conjugate nicotine vaccine in male Sprague Dawley rats. Pharmaceutics 2019, 11, 626.
[CrossRef]

20. Le, H.-T.; Fraleigh, N.L.; Lewicky, J.D.; Boudreau, J.; Dolinar, P.; Bhardwaj, N.; Diaz-Mitoma, F.; Montaut, S.; Fallahi, S.; Martel,
A.L. Enhancing the immune response of a nicotine vaccine with synthetic small “non-natural” peptides. Molecules 2020, 25, 1290.
[CrossRef]

21. Azizi, A.; Ghunaim, H.; Sirskyj, D.; Fallahi, F.; Le, H.T.; Kumar, A. Delivery of immunogens to mucosal immune system using an
oral inactivated cholera vaccine. Hum. Vaccines Immunother. 2013, 9, 1445–1448. [CrossRef]

22. Pérez, O.; Romeu, B.; Cabrera, O.; González, E.; Batista-Duharte, A.; Labrada, A.; Pérez, R.; Reyes, L.M.; Ramírez, W.;
Sifontes, S.; et al. Adjuvants are key factors for the development of future vaccines: Lessons from the Finlay adjuvant plat-
form. Front. Immunol. 2013, 4, 407. [CrossRef]

23. Refinetti, R. The circadian rhythm of body temperature. Front. Biosci. 2010, 15, 564–594. [CrossRef] [PubMed]
24. Chakravarty, S.; Herkenham, M. Toll-like receptor 4 on nonhematopoietic cells sustains CNS inflammation during endotoxemia,

independent of systemic cytokines. J. Neurosci. 2005, 25, 1788–1796. [CrossRef] [PubMed]
25. Charles River. Available online: https://www.criver.com/products-services/find-model/balbc-mouse?region=24 (accessed on

30 November 2020).
26. Vieira, P.; Rajewsky, K. The half-lives of serum immunoglobulines in adult mice. Eur. J. Immunol. 1988, 18, 313–316. [CrossRef]

[PubMed]
27. Matta, S.G.; Balfour, D.J.; Benowitz, N.L.; Boyd, R.T.; Buccafusco, J.J.; Caggiula, A.R.; Craig, C.R.; Collins, A.C.; Damaj, M.I.;

Donny, E.C.; et al. Guidelines on nicotine dose selection for in vivo research. Psychopharmacology 2007, 190, 269–319. [CrossRef]
28. Brandtzaeg, P.; Johansen, F.-E. Mucosal B Cells: Phenotypic characteristics, transcriptional regulation and homing properties.

Immunol. Rev. 2005, 206, 32–63. [CrossRef]
29. Brewer, B.G.; Roberts, A.M.; Powell, P.P. Short-term distribution of nicotine in the rat lung. Drug. Alcohol. Depend. 2004, 75,

193–198. [CrossRef]

http://doi.org/10.1016/j.vaccine.2015.09.079
http://www.ncbi.nlm.nih.gov/pubmed/26432911
http://doi.org/10.1016/j.neuropharm.2019.06.001
http://www.ncbi.nlm.nih.gov/pubmed/31173759
http://doi.org/10.1016/j.clpt.2005.08.007
http://www.ncbi.nlm.nih.gov/pubmed/16321612
http://doi.org/10.1002/eji.200526285
http://doi.org/10.1038/clpt.2010.317
http://doi.org/10.1586/erv.13.13
http://doi.org/10.1371/journal.pone.0221708
http://doi.org/10.1016/j.heliyon.2016.e00147
http://doi.org/10.1016/j.nano.2016.07.015
http://www.ncbi.nlm.nih.gov/pubmed/27520729
http://doi.org/10.1016/j.biomaterials.2017.05.031
http://www.ncbi.nlm.nih.gov/pubmed/28551462
http://doi.org/10.1016/j.biomaterials.2017.11.021
http://www.ncbi.nlm.nih.gov/pubmed/29179132
http://doi.org/10.1021/acs.molpharmaceut.9b00279
http://doi.org/10.1371/journal.pone.0178835
http://doi.org/10.1016/j.vaccine.2019.02.003
http://doi.org/10.3390/pharmaceutics11120626
http://doi.org/10.3390/molecules25061290
http://doi.org/10.4161/hv.24200
http://doi.org/10.3389/fimmu.2013.00407
http://doi.org/10.2741/3634
http://www.ncbi.nlm.nih.gov/pubmed/20036834
http://doi.org/10.1523/JNEUROSCI.4268-04.2005
http://www.ncbi.nlm.nih.gov/pubmed/15716415
https://www.criver.com/products-services/find-model/balbc-mouse?region=24
http://doi.org/10.1002/eji.1830180221
http://www.ncbi.nlm.nih.gov/pubmed/3350037
http://doi.org/10.1007/s00213-006-0441-0
http://doi.org/10.1111/j.0105-2896.2005.00283.x
http://doi.org/10.1016/j.drugalcdep.2004.02.011


Vaccines 2021, 9, 118 14 of 14

30. Hu, Y.; Smith, D.; Frazier, E.; Hoerle, R.; Ehrich, M.; Zhang, C. The next-generation nicotine vaccine: A novel and potent hybrid
nanoparticle-based nicotine vaccine. Biomaterials 2016, 106, 228–239. [CrossRef]

31. Thorn, J.M.; Bhattacharya, K.; Crutcher, R.; Sperry, J.; Isele, C.; Kelly, B.; Yates, L.; Zobel, J.; Zhang, N.; Davis, H.L.; et al. The
effect of physiochemical modification on the function of antibodies induced by anti-nicotine vaccine in mice. Vaccines 2017, 5, 11.
[CrossRef]

32. Alzhrani, R.F.; Xu, H.; Valdes, S.A.; Cui, Z. Intranasal delivery of a nicotine vaccine candidate induces antibodies in mouse blood
and lung mucosal secretions that specifically neutralize nicotine. Drug Dev. Ind. Pharm. 2020, 46, 1656–1664. [CrossRef]

33. Cohen, A.; George, O. Animal models of nicotine exposure: Relevance to second-hand smoking, electronic cigarette use and
compulsive smoking. Front. Psychiatry 2013, 4, 41. [CrossRef]

34. Rose, J.E.; Mukhin, A.G.; Lokitz, S.J.; Turkington, T.G.; Herskovic, J.; Behm, F.M.; Garg, S.; Garg, P.K. Kinetics of brain nicotine
accumulation in dependent and nondependent smokers assessed with PET and cigarettes containing 11C-nicotine. Proc. Natl.
Acad. Sci. USA 2010, 107, 5190–5195. [CrossRef] [PubMed]

35. Benowitz, N.L.; Donny, E.C.; Edwards, K.C.; Hatsukami, D.K.; Smith, T.T. The role of compensation in nicotine reduction.
Nicotine Tob. Res. 2019, 21, S16–S18. [CrossRef] [PubMed]

36. LeSage, M.G.; Keyler, D.E.; Hieda, Y.; Collins, G.; Burroughs, D.; Le, C.; Pentel, P.R. Effects of a nicotine conjugate vaccine on the
acquisition and maintenance of nicotine self-administration in rats. Psychopharmacology 2016, 184, 406–416. [CrossRef] [PubMed]

37. O’Dell, L.E.; Khroyan, T.V. Rodent models of nicotine reward: What do they tell us about tobacco abuse in humans? Pharma-
col. Biochem. Behav. 2009, 91, 481–488. [CrossRef]

http://doi.org/10.1016/j.biomaterials.2016.08.028
http://doi.org/10.3390/vaccines5020011
http://doi.org/10.1080/03639045.2020.1820033
http://doi.org/10.3389/fpsyt.2013.00041
http://doi.org/10.1073/pnas.0909184107
http://www.ncbi.nlm.nih.gov/pubmed/20212132
http://doi.org/10.1093/ntr/ntz120
http://www.ncbi.nlm.nih.gov/pubmed/31867654
http://doi.org/10.1007/s00213-005-0027-2
http://www.ncbi.nlm.nih.gov/pubmed/15991003
http://doi.org/10.1016/j.pbb.2008.12.011

	Introduction 
	Materials and Methods 
	Animals 
	Vaccine and Vaccination Protocol 
	Clinical Observations 
	Nicotine Challenge 
	Euthanasia and Sample Collection 
	Organ Extraction and Lyophilization 
	RP-HPLC for Nicotine Quantification 
	Bronchoalveolar Lavage (BAL) 
	Anti-Nicotine ELISAs 

	Results 
	Physiological Conditions 
	Immunological Responses 
	Nicotine Challenge and Distribution 

	Discussion 
	Conclusions 
	References

