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Abstract

Objectives: Preexposure vaccination against rabies is recommended for some travellers and individuals exposed
to the virus through their work. At a cost of at least $150 per intramuscular (IM) dose, few follow this
recommendation. In Canada, provided certain conditions are met, the National Advisory Committee on
Immunization (NACI) and the Comité d'immunisation du Québec allow a more economical alternative, intradermal
vaccine administration (ID) which uses 1/10 the IM dose. The purpose of this study is to assess the feasibility and
immunogenicity of intradermal preexposure vaccination.

Methods: Students and employees at the Faculty of Veterinary Medicine received three doses of ImovaxRage™
(Sanofi Pasteur) inactivated, human diploid cell rabies vaccine at days 0, 7 and 21 or 28. An IM or ID booster
dose was administered after two years when indicated.

Outcomes: Among the 159 participants who received three doses, 139 underwent serological testing in the year
following vaccination and all achieved protective antibody levels. The antibody level was higher when measured
within five weeks of the third dose. When the serological control was performed two years later, 65% of
participants had a <0.5 IU/ml titre. Of the 22/30 participants who chose an ID booster, 100% responded and the
average antibody titres were multiplied by 11, indicating a strong anamnestic response.

Discussion: ID rabies vaccination is immunogenic, economic and could be considered for the booster dose.
Protective antibodies decline rapidly after primary immunization by ID, so it would seem prudent to perform a
serological control one year later on individuals at high risk of occult occupational exposure. An alternative would
be to give these individuals a routine ID booster dose one year after primary vaccination, which would simplify
initial treatment and reduce related costs (follow-up, blood sampling, serological tests, etc.). The persistence of
protective antibodies after this booster dose should be assessed to determine the need for subsequent serological
tests and the ideal interval between tests.

Introduction

Rabies is an infection caused by a rhabdovirus of the Lyssavirus genus. It is transmitted through contact with the
saliva of an infected mammal, usually by a bite. There is no way to diagnose the disease prior to its clinical stage
(1). The virus causes acute, progressive encephalomyelitis, which is almost invariably fatal once symptoms
appear, except in very rare cases where individuals manage to survive (2).

Worldwide, more than 50,000 rabies-related deaths are reported every year. Most cases are caused by dog bites
and occur in Asia, Africa and South America. India alone accounts for 20,000 rabies-related deaths per year (1).
Travellers who visit areas where rabies is highly endemic are at risk, especially if they travel in rural areas (3). In
several European countries, most reported human cases are imported and occur among travellers (4).

In Canada, only 24 cases of human rabies were reported from 1924 to 2009 (5) and the last three cases were
attributed to bats. Moreover, most cases of rabies occur through contact with an infected bat (6,7), even though
the red fox is the main reservoir of terrestrial rabies. Although cases of animal rabies in Canada decreased from
670 in 2000 to 141 in 2012 (8), the animal reservoir of rabies is still extensive (5). People who have contact with
animals in their work, such as veterinarians, are at higher risk of exposure to the rabies virus.
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In addition to intramuscular (IM) administration, the World Health Organization (WHO) allows intradermal (ID)
administration of rabies vaccines that are prepared in cell culture or embryonated eggs, provided they contain
2.5 1U per dose (6,9). This measure is used primarily in developing countries to promote use of these
postexposure vaccines, which cost more, but are much more effective and cause far fewer severe side effects
than vaccines prepared from animal nerve tissue (1, 6). A protocol for postexposure ID vaccination was
introduced for the first time in Thailand in 1984 and subsequently implemented successfully in various countries
including India, the Philippines, Sri Lanka and Thailand (10, 11).

Both the WHO and the National Advisory Committee on Immunization (NACI) in Canada endorse 1D
administration of preexposure rabies vaccine. This practice reduces the costs of preexposure vaccination, which
is not funded by the Canadian public health system because each dose of the vaccine costs between $150 and
$180. It also simplifies postexposure procedures, eliminating the need for rabies immunoglobulin and reduces the
required number of vaccine doses from four to two (12).

In Quebec, vaccination is governed by the Protocole d’immunisation du Québec (PIQ), which was produced by
Quebec’s Ministry of Health and Social Services and endorsed by a scientific advisory committee, the Comité
d'immunisation du Québec. Under PIQ, preexposure rabies vaccines can be administered with a 0.1-ml ID dose
or a 1-ml IM dose, using either of the two vaccines approved in Canada, RabAvert™ (Novartis) purified chick
embryo cell rabies vaccine, or ImovaxRage™ (Sanofi Pasteur) human diploid cell rabies vaccine, both recognized
as immunogenic and considered interchangeable (13). ID administration requires good technique to avoid
subcutaneous injection and storage regulations and aseptic technique must be followed (6). In addition, according
to the Canadian Immunization Guide and PIQ, a serological test is required after ID vaccination for documenting
immune response because no ID formulation is approved in Canada. Finally, it is more economical to vaccinate
multiple individuals at each session. For all these reasons, this route of administration is seldom used.

Several studies throughout the world have demonstrated the immunogenicity of intradermal preexposure
vaccination (14, 15, 16, 17). In addition, the increase in antibody levels achieved by administering an IM or ID
booster dose in individuals who previously received ID vaccination is similar to that achieved in individuals who
previously received IM vaccination, indicating a good anamnestic response (18, 19).

The aim of this study was to assess the immunogenicity and feasibility of ID rabies vaccination in Canada. This
could systemize the availability of the vaccine portfolio to risk groups and improve access to the rabies vaccine.

Methodology

The Université de Montréal Faculty of Veterinary Medicine in St-Hyacinthe, Quebec, Canada has a service
agreement with the Richelieu-Yamaska Health and Social Services Centre (CSSS) to offer preexposure rabies ID
vaccination at a lower cost to the Faculty’s students and employees. In the fall of 2006, participants were recruited
by letter, on a voluntary basis to receive the ID rabies vaccine. Pregnant women, individuals under 18, previously
vaccinated individuals, those with a history of severe allergic reaction to a previous dose of the vaccine or one of
its components, as well as people taking or beginning to take chloroquine within one month after vaccination were
excluded.

ImovaxRage™ (Sanofi Pasteur) vaccine was utilized. It is a freeze-dried human diploid cell vaccine (HDCV),
containing 2.5 IU/ml (13). Given the absence of formulations for ID injection in Canada, vaccination sessions
involved sufficient numbers of participants to allow single-dose 1-ml vials to be split into 0.1-ml doses. In
accordance with PIQ, vaccines were stored between 2 and 8°C and no doses were administered more than six
hours after the product was reconstituted. A strict aseptic technique was used.

Written consent was obtained at the time of vaccination along with permission to send the research team
information on immunization dates, demographic data, follow-ups and serological test results. Experienced nurses
with good ID injection technique vaccinated participants at the Faculty of Veterinary Medicine between September
11 and November 6, 2006. Three 0.1-ml doses were administered in the deltoid muscle on days 0, 7, 21 or 28. A
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telephone and mail reminder system was introduced. A form was used to gather demographic information on
participants and serious or unexpected clinical events occurring after vaccination.

An initial serological test was prescribed from two to four weeks after the third dose of the vaccine, which is the
interval recommended by PIQ (13) to confirm immunity. For people whose antibody assay was less than 0.5
IU/ml, an additional dose of the vaccine by IM or ID was offered. A second serological test was recommended for
these people to confirm adequate immune response.

For those who had an adequate immune response, a serological control was performed two years after
completion of the vaccine series to verify antibody persistence. At this stage, the subjects could choose to receive
an ID or IM booster dose if their antibody assay was less than 0.5 IU/ml. All antibody assays were performed in
Toronto at the Canadian national rabies reference laboratory using the rapid fluorescent-focus inhibition test
(RFFIT).

The chi-square test or t-test was used to monitor the demographics of participants and to compare those lost to
follow-up. The correlation between the time of the first serological test and the antibody assay was measured
using the Pearson coefficient. A significance level of 0.05 was used for the analyses and 95% confidence intervals
(Cls) were calculated where appropriate. The research protocol for this study was approved by the Richelieu-
Yamaska CSSS’s Ethics Research Committee.

Outcomes

A total of 159 Faculty of Veterinary Medicine students and employees received the three doses of vaccine (Figure
1) and agreed to allow their information to be sent to the research team. The subjects were 18 to 59 (mean of 23
and median of 22) years of age and 84% were women. No serious or unexpected clinical events after vaccination
were reported.

Figure 1: Flowchart of participant follow-ups
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The result of the first serological test was available for 147 people (Figure 2), 139 of who had their serological test
within one year of completion of the vaccine series, with an interval ranging from two to 11 weeks between the
third vaccine dose and the serological test. Those who had their serological tests done two weeks after the third
dose had a 6.1 IU/ml mean antibody concentration, while this concentration averaged 2.6 lU/ml if the serological
test was performed five weeks after the third dose. There is a negative correlation in the time between the third
dose and antibody concentration antibodies: r=-0.31; p<0.05. Of the eight people who had their serological test
done one year or more after vaccination (the deadline was up to 161 weeks), five had a score <0.5 IU/ml.

Figure 2: Geometric mean titres (IlU/ml) based on time after third dose (N=147)
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Of the 139 participants (87%) who had their serological test done in the first year (from 2 to 11 weeks after the 3rd
dose), 100% achieved a 20.5 IU/ml rabies antibody titre (Table 1). Two years after completion of the vaccination
series, 51 participants reported for serological control. Although there was a general decrease in antibodies
between the first and second serological tests, 35% (18/51) still had a protective level of rabies antibodies.
According to the results available for 22 participants who agreed to have the ID booster, 100% achieved rabies
antibody levels =0.5 IU/ml and there was a sharp increase in antibody concentrations (Table 1). There was no
difference in the average age of participants who reported for follow-up and those lost to follow-up (22 versus 24
years of age, p = 0.44) and the percentage of women (82% versus 85%, p = 0.63).

Table 1: Antibody titre (IU/ml) after the 3rd dose, at the serological control two years later and after
the booster dose

Variables

First serological test

Follow-up serological

Serological test after

(2-11 weeks after the testing after 2 years booster dose
3rd dose)
Number of cases 139 51 22
Average concentration
of antibody titres (1U/ml) 5.3[49-5.7] 0.74[0.4 - 1] 48[4.1-5.5]
[95% CI]
Range 0.6-10.0 01-57 15-74

Protective antibody titre

100% (139/139)

35% (18/51)

100% (22/22)

'Excluding a participant who showed an increase in antibody levels between the first and second serological test.

Discussion

To the authors’ knowledge, this is the first study on intradermal preexposure rabies vaccination published in
Canada. A total of 159 participants received a series of three 0.1-ml doses of ImovaxRage™ (Sanofi Pasteur) ID
vaccine. No serious adverse effects were noted and it appears that improved injection techniques and the efficacy
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and safety of new generations of rabies vaccines have decreased the negative side effects that were observed
following ID administration in the past (20,21). All participants who completed a serological test in the year
following the third dose had protective levels of rabies antibodies. These results confirm that ID administration of
rabies vaccine is safe and immunogenic in healthy people.

A rapid decrease in antibody titres was observed if the serological test was performed more than five weeks after
primary immunization. This study did not include an IM control group to measure whether the route of
administration influences the kinetics of the immune response. Some studies have reported that the titres
achieved after primary immunization and booster dose were higher by IM than by ID (18, 22, 23). However, the
protective antibody level obtained would be as adequate by ID as by IM (6, 21). In addition, it is known that cell
culture rabies vaccines provide excellent immune memory and several studies have demonstrated an anamnestic
response after a booster dose in individuals previously vaccinated by ID (19,24,25,26).

The results of this study demonstrate that two years after primary immunization, rabies antibodies persist at
varying levels, with 35% of subjects still showing a protective titre. After administration of the booster dose, 100%
of participants for whom serological test results were available developed an anamnestic response with mean
antibody titres multiplied by 11. All participants in this study were 18 years of age and older and a large majority
were women, reflecting the demographics of the students in the Faculty of Veterinary Medicine. No significant
differences between age and sex groups were identified in this study nor in the literature (26). The demographics
of participants lost to follow-up were similar to those of participants who completed the study.

Several studies have shown that memory response to a booster dose may be induced years after primary
immunization, even among those whose antibody titres fell below the 0.5 IU/ml threshold considered protective
(26, 27). Malerczyk et al reported an anamnestic response to a booster dose in individuals vaccinated 15 years
earlier (25) and other studies report an anamnestic response to a booster dose to up to 21 years after primary
immunization (6).

In recent years, the emergence of rabies was observed in southern Quebec with the migration of a new strain of
raccoon rabies from the United States (27, 28). Participants in this study were veterinary students working in an
enzootic area. However, the results of this study revealed that antibody levels declined rapidly after the third dose
and that a number of recipients already had titres below 0.5 IU/ml one year after primary immunization. A
systematic review conducted in England reported that up to 13% of recipients’ antibody levels decreased to <0.5
IU/ml one year after IM primary immunization (29). Since antibody titres may be lower with the ID route (25, 26),
antibodies are expected to decrease more quickly after the vaccine is administered through this route. The results
point in the same direction suggesting that for groups at risk of occult exposure, the date of the first serological
control and administration of the 1° booster dose be moved up from two years to one year. This recommendation
would ensure that these individuals’ antibody titres do not fall below the protective threshold.

Currently, it takes at least six to eight weeks to obtain serological test results. In addition, patient follow-ups and
reminders for blood samples require substantial resources and the number of patients lost to follow-up remains
problematic (63% in this study). More studies are needed to document the persistence of protective antibodies
after ID primary immunization and after an ID booster dose, but it is likely that an ID booster administered after
one year could provide protection long enough (5) to extend the time between subsequent serological controls.

It also appears that cell culture vaccines are highly immunogenic and protective antibody titres after a booster
dose can last up to five years in 96.2% of cases (5, 6). Research has shown that a booster dose administered one
year after the primary immunization series could induce protective antibodies lasting up to 10 years (30) and that
subjects who achieved a titre 230 |IU/ml could receive a booster every 10 years and every three years for those
with a titre <30 IU/ml. This course of action would eliminate the need for serological tests every two years.

Five participants who completed their serological test one year or more after the third dose achieved a result
below the protective threshold. With the data provided in this study, it is not known whether this is a primary failure
of vaccination or an expected gradual decline in antibody concentrations over time. Given the excellent immune
response in 139 participants who completed their serological tests during the first year, it is assumed that if
serological testing had been done sooner after primary immunization, those five individuals could have achieved
an adequate antibody level.
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The economic benefits of this injection route were directly observed during vaccination sessions. A 1-ml vial of
rabies vaccine was sufficient to vaccinate seven to eight people intradermally. The CSSS established the cost per
dose of ID vaccine at $60, three times less than for an IM dose. The net savings calculation should take into
account the cost of nursing time required for the ID technique, the costs of serological tests, follow-ups and results
monitoring. It was also observed that 90% of participants whose rabies antibody level was <0.5 IU/ml after two
years, chose to receive the booster dose via the ID route, even if they had to complete another serological test to
document the response.

It is also known that few travellers get the rabies vaccine, e.g., a study at Bangkok Airport involving 7,681 foreign
travellers revealed that only 12% had completed their vaccination series, 15% received one or two doses, while
73% had not been vaccinated at all (31). The risk of being bitten when travelling in endemic areas is difficult to
assess. A study involving 1,882 tourists visiting Thailand for an average of 17 days estimated that 1.3% of them
had been bitten (32). It is essential to reduce costs in order to make the vaccine more readily available to groups
with occupational risk, such as the study participants or travellers in endemic areas. Another benefit of
preexposure vaccination is that travellers bitten while abroad would no longer need rabies immunoglobulins,
which are either in very short supply or unavailable in most developing countries (6) and recipients would also
require fewer vaccine doses for postexposure. In addition, travellers, who are not considered at risk of occult
exposure to the rabies virus, do not have to receive a booster dose or undergo repeated serological controls.

Other intradermal preexposure vaccination schedules were studied around the world, such as simultaneous
administration of two ID injections (one in each deltoid area) at days 0, 7, 21 or 28, at days 0, 3, 7 or only at day 0
(19). Regardless of the schedule, a strong anamnestic response was observed one year later, after two booster
vaccinations. Although empirical, it is likely that these practices would be helpful in cases where high-risk
travellers are scheduled to leave shortly and there is not enough time to perform serological tests.

In November 1982, a U.S. Peace Corps volunteer in Kenya completed preexposure rabies prophylaxis with a
standard three dose intradermal (ID) series of human diploid cell rabies vaccine (33). In May 1983, she was bitten
by a dog, but did not consult a health professional for postexposure vaccination and subsequently died of rabies.
A serological test performed when her symptoms appeared revealed an inadequate antibody titre. At the same
time, serological tests performed on other Peace Corps volunteers who also received ID vaccination revealed that
nine of the 11 subjects had inadequate antibody titres. Although response after primary vaccination did not seem
adequate, the survey considered that if two doses had been administered postexposure as recommended the
death could have been avoided. This highlights the importance of serological control after primary intradermal
vaccination to ensure antibody levels are = 0.5 IU/ml. This incident and the recall of three lots of an approved
rabies ID vaccine with insufficient antigen levels, led to the withdrawal of ID vaccines from the US market in 2001,
even if the immunogenicity of the ID route was not called into question (3).

Intradermal vaccination is still offered at the Université de Montréal Faculty of Veterinary Medicine. Between 2007
and 2013, nearly 1,000 people were vaccinated and serological tests performed two to four weeks after the third
dose produced only two results <0.5 1U/ml (0.36 and 0.47 IU/ml, respectively) (Jocelyne Angers, personal
communication, July 2014). This route is always well tolerated and RabAvert™ and ImovaxRage™ vaccines are
used interchangeably during vaccination sessions which facilitates vaccine stock management.

The results of this study demonstrate that administering the vaccine intradermally using 1/10"™ of the IM dose is an
immunogenic, economic and feasible alternative where groups of clients can be scheduled for vaccination by
qualified staff using good techniques and when there is enough time for post-vaccination serological testing. All
these conditions were fulfilled in this study at the Faculty of Veterinary Medicine. Because antibody titres decline
rapidly during the first year, it would be prudent to provide individuals at high risk of occult exposure to rabies with
a booster dose one year after primary vaccination without prior serological testing. Serological follow-up to
document the persistence of antibodies should be performed subsequently to determine the need and most
appropriate time for other booster doses.

Availability of an approved ID formulation in Canada and shorter serological test times would ease the logistical
problems encountered in this study.
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