
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



Comment

822	 www.thelancet.com/respiratory   Vol 10   September 2022

4	 McGeachie MJ, Yates KP, Zhou X, et al. Patterns of growth and decline in 
lung function in persistent childhood asthma. N Engl J Med 2016; 
374: 1842–52. 

5	 Bui DS, Perret JL, Walters EH, et al. Association between very to moderate 
preterm births, lung function deficits, and COPD at age 53 years: analysis of 
a prospective cohort study. Lancet Respir Med 2022; 10: 478–84. 

6	 Chan JY, Stern DA, Guerra S, Wright AL, Morgan WJ, Martinez FD. 
Pneumonia in childhood and impaired lung function in adults: 
a longitudinal study. Pediatrics 2015; 135: 607–16. 

7	 Liu L, Oza S, Hogan D, et al. Global, regional, and national causes of under-5 
mortality in 2000–15: an updated systematic analysis with implications for 
the Sustainable Development Goals. Lancet 2016; 388: 3027–35.

8	 Polverino F, Hysinger EB, Gupta N, et al. Lung MRI as a potential 
complementary diagnostic tool for early COPD. Am J Med 2020; 
133: 757–60. 

9	 Izadi N, Baraghoshi D, Curran-Everett D, et al. Factors associated with 
persistence of severe asthma from late adolescence to early adulthood. 
Am J Respir Crit Care Med 2021; 204: 776–87. 

10	 van Meel ER, Mensink-Bout SM, den Dekker HT, et al. Early-life respiratory 
tract infections and the risk of school-age lower lung function and asthma: 
a meta-analysis of 150 000 European children. Eur Respir J 2022; 2102395. 

11	 Kuwano K, Bosken CH, Paré PD, Bai TR, Wiggs BR, Hogg JC. Small airways 
dimensions in asthma and in chronic obstructive pulmonary disease. 
Am Rev Respir Dis 1993; 148: 1220–25. 

12	 Koo HK, Vasilescu DM, Booth S, et al. Small airways disease in mild and 
moderate chronic obstructive pulmonary disease: a cross-sectional study. 
Lancet Respir Med 2018; 6: 591–602. 

13	 Bodduluri S, Reinhardt JM, Hoffman EA, Newell JD Jr, Bhatt SP. Recent 
advances in computed tomography imaging in chronic obstructive 
pulmonary disease. Ann Am Thorac Soc 2018; 15: 281–89. 

14	 Reddel HK, Bacharier LB, Bateman ED, et al. Global Initiative for Asthma 
Strategy 2021: executive summary and rationale for key changes. 
Am J Respir Crit Care Med 2022; 205: 17–35. 

15	 Brusselle GG, Koppelman GH. Biologic therapies for severe asthma. 
N Engl J Med 2022; 386: 157–71. 

Smoking and e-cigarette use: key variables in testing 
IgA-oriented intranasal vaccines

Vaccines are an essential component in the fight against 
highly virulent respiratory pathogens such as influenza 
virus, Bordetella pertussis, and SARS-CoV-2. Although 
most existing vaccines for respiratory pathogens are 
injectable, development of efficacious intranasal vaccine 
formulations is a clear goal for the immunological 
community, especially as a result of the SARS-CoV-2 
pandemic.1 Beyond the logistical benefits of needle-free 
vaccination,2 intranasal vaccines aim to induce mucosal 
immune responses in addition to systemic immunity, 
providing an additional layer of protection at the 
vulnerable respiratory interface.1

One important component of mucosal immunity is 
the induction of secretory IgA antibodies, which can help 
to neutralise inhaled microbes to preclude pathogen 
acquisition and dissemination, particularly in the upper 
airways. Induction of secretory IgA is a major impetus in 
the development of mucosal immunisation strategies.1,2 
Ultimately, although injectable vaccines are able to 
reduce the burden of respiratory disease, intranasal 
vaccines have the potential advantage of limiting 
disease transmission by better defending the airway 
mucosa, a frequent site of initial infection. Vaccines that 
protect against acquisition and transmission, as well as 
severe disease following infection, have the potential to 
further reduce the health-care burden associated with 
respiratory pathogens.

Given that intranasal vaccines target the upper 
airways, it is of interest whether inhaled irritants such 

as cigarette smoke and e-cigarette aerosols (which both 
affect numerous immune functions3,4) impair mucosal 
aspects of intranasal vaccine efficacy. Some studies have 
shown decreased total salivary IgA levels in smokers,5 
whereas others have shown that smoking increases 
oral IgA.6 Although little is known about the impact of 
smoking on antigen-specific IgA induction following 
respiratory infection in humans, the nasal secretions 
of smokers have been shown to contain lower levels 
of lipopolysaccharide-specific IgA than those of non-
smokers,7 indicating that some local deficit might exist. 
By comparison, serum haemagglutination-inhibiting 
antibody titres did not differ between smokers and non-
smokers following intranasal live-attenuated influenza 
virus vaccine immunisation,8 suggesting that systemic 
adaptive responses to mucosal vaccination are not 
broadly impaired. However, this study did not assess IgA 
induction in the upper airways.

Recently, our research groups9,10 showed that cigarette 
smoke and e-cigarette exposure can interfere with the 
induction of antigen-specific IgA immunity in the upper 
airways. In humans, Rebuli and colleagues9 showed that 
the induction of influenza-specific IgA was diminished 
by about 40% in the nasal lavage fluid of smokers and 
e-cigarette users at day 8 following live-attenuated 
influenza virus immunisation relative to never-smokers. 
In mice, McGrath and colleagues10 showed that intranasal 
immunisation with lipopolysaccharide and ovalbumin 
during concurrent cigarette smoke exposure resulted in 
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diminished nasal ovalbumin-specific IgA responses for 
at least 1 month relative to room air-exposed controls. 
This decreased response was associated with a reduced 
accumulation of ovalbumin-specific IgA antibody-
secreting cells in the nasal mucosa, and reduced 
induction of these cells in the nasal-associated lymphoid 
tissue, cervical lymph nodes, and spleen.9 In aggregate, 
these data support the idea that both tobacco smoke 
and e-cigarette aerosols, which vary substantially in 
composition, can compromise antigen-specific IgA 
induction in the upper airways.

The financial cost of developing one preclinical 
epidemic pathogen-associated vaccine candidate up to 
the completion of phase 2a clinical trials is estimated 
to be US$14–159 million.11 However, after considering 
failed alternative candidates at each stage, this range 
increases nearly tenfold to $137 million–$1·1 billion.11 
This cost illustrates the importance of mitigating failure 
risk within the vaccine development pipeline. Variables 
that can interfere with critical readouts need to be 
categorically accounted for during clinical testing. In 
this regard, the studies discussed previously7,9,10 provide 
reasonable evidence that cigarette or e-cigarette 
use can detrimentally impact IgA-based immunity 
in the upper airways. At a minimum, their use could 
introduce variability and skew the interpretation of IgA-
related data, and at worst, promote discontinuation 
of intranasal vaccine candidate trials for which 
IgA induction is a primary outcome. To reduce these 
risks, and ensure candidate efficacy in exposed 
populations, we recommend that cigarette and 
e-cigarette exposure be consistently considered in all 
phases of clinical testing for IgA-oriented intranasal 
vaccines. We propose two possible approaches. First, 
clinical trials with sufficient cohort size focusing on 
IgA-oriented intranasal vaccines should collect data 
regarding smoking, e-cigarette use, and second-hand 
exposure to perform subgroup analyses for effect 
modification by these variables. Second, phase 1 trials 
(or any phase with restricted cohort size) focusing on 
IgA-oriented intranasal vaccines should, given their 
typically limited cohort size, consider excluding tobacco 
smokers, e-cigarette users, ex-users with substantial 
use history, and individuals with high second-hand 
exposures to these products.

To determine historical omission of these variables, 
we searched ClinicalTrials.gov for trials of intranasal 

vaccines that had an explicit or inferred focus on 
secretory IgA induction and assessed whether they 
considered smoking and e-cigarette use within exclusion 
or inclusion criteria. Among the 42 registered trials for 
respiratory pathogens conducted to Oct 20, 2021, with 
IgA or mucosal antibodies listed as an outcome measure 
under study details or tabular view, only 16 (38%) 
considered smoking status among the participants 
(age ≥15 years). Within the studies that did consider 
these variables, exclusion criteria varied: nine (56%) of 
16 omitted current smokers (often unclearly defined), 
eight (50%) omitted anyone with a smoking history 
(with variable thresholds), and six (38%) merely 
required cessation of smoking during the study period. 
Furthermore, only five (12%) of the 42 studies had 
criteria that omitted e-cigarette users, and none 
considered second-hand exposure.

Overall, although we recommend the exclusion of 
smokers and e-cigarette users in small clinical trials to 
limit the effect of these confounding variables, these 
subpopulations should instead be recruited (at any 
phase of testing) in trials that have sufficient cohort 
size and power to test outcomes in these individuals. 
Given that effects dependent on dose level (eg, smoking 
pack-years) are often observed, studies would ideally 
collect both qualitative and quantitative measurements 
including number of cigarettes smoked or e-cigarette 
puffs per day, type of e-cigarettes used, estimated 
duration of use, time since cessation in ex-users, levels 
of second-hand exposure, and serum and urine cotinine 
levels if available. The application of the aforementioned 
recommendations has the potential to improve the 
efficiency of clinical trials for IgA-oriented intranasal 
vaccines, while providing valuable information about 
candidate efficacy in smokers, e-cigarette users, and 
second-hand smoke-exposed populations.
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Transcriptomics in the intensive care unit
Disruption of body homeostatic mechanisms that 
necessitate initiation of life-support therapy can result 
from a variety of biological insults. One commonly 
encountered cause is infection. Severe infections 
resulting in damage to distant body organs are a 
major cause of death and morbidity worldwide. This 
combination, known as sepsis, arises from a variety of 
pathogens and manifests in various ways.1 Sepsis is a 
leading cause of death, accounting for an estimated 20% 
of all deaths globally in 2017.2 Data collected for adult 
hospital admissions as a result of severe sepsis in seven 
high-income countries showed that of 19·4 million 
admitted patients, 5·3 million died, amounting to 

mortality above 25%.3 Although early recognition and 
initiation of treatment are key to improving outcomes, 
management of sepsis remains a challenge despite 
major advances in medical science. Variation in the type 
of pathogen, size of inoculum, site of infection, the 
presence or absence of haematogenous spread, damage 
to one or more organs, and patient comorbidities all 
combine to form a complex picture. Such complexity 
brings enormous challenges, not only in researching 
the syndrome, but also in subsequent development of 
effective therapies.

There is no gold-standard diagnosis of sepsis. The 
heterogeneity of patients grouped under the diagnosis 

Figure: Transcriptomic data integration for personalised medicine
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