Policy & practice

Intradermal delivery of vaccines: potential benefits and current

challenges
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Abstract Delivery of vaccine antigens to the dermis and/or epidermis of human skin (i.e. intradermal delivery) might be more efficient
than injection into the muscle or subcutaneous tissue, thereby reducing the volumes of antigen. This is known as dose-sparing and
has been demonstrated in clinical trials with some, but not all, vaccines. Dose-sparing could be beneficial to immunization programmes
by potentially reducing the costs of purchase, distribution and storage of vaccines; increasing vaccine availability and effectiveness.
The data obtained with intradermal delivery of some vaccines are encouraging and warrant further study and development; however
significant gaps in knowledge and operational challenges such as reformulation, optimizing vaccine presentation and development of
novel devices to aid intradermal vaccine delivery need to be addressed. Modelling of the costs and potential savings resulting from
intradermal delivery should be done to provide realistic expectations of the potential benefits and to support cases for investment.
Implementation and uptake of intradermal vaccine delivery requires further research and development, which depends upon collaboration

between multiple stakeholders in the field of vaccination.

Abstracts in G #1132, Frangais, Pyccxmit and Espaiiol at the end of each article.

Introduction

Most vaccines are delivered by the intramuscular or subcutaneous
routes using a needle and syringe; the intradermal route is only
widely used for the administration of Bacille Calmette-Guérin
and rabies vaccines. However there is renewed interest in intra-
dermal vaccine delivery, driven by the fact that the dermis and
epidermis of human skin are rich in antigen-presenting cells,
suggesting that delivery of vaccines to these layers, rather than
to muscle or subcutaneous tissue, should be more efficient and
induce protective immune responses with smaller amounts of
vaccine antigen.'

Clinical trials investigating intradermal delivery and its po-
tential for dose-sparing have been conducted with several differ-
ent vaccines, with variable results. These have been reviewed in a
recent report from the Program for Appropriate Technology in
Health (PATH) and the World Health Organization (WHO).?
For some vaccines, there has been a clear demonstration of dose-
sparing by intradermal delivery; however, there are several gaps in
knowledge as well as developmental and operational challenges
to overcome if the benefits of using intradermal delivery are to

be fully realized.

Potential benefits

Dose-sparing arising from intradermal delivery of vaccines could
be beneficial to immunization programmes, particularly in
resource-poor settings, by potentially reducing the per-injection
cost (including transport and storage) of vaccines because more
doses might be obtained from the existing vaccine presentation.

Dose-sparing might also “stretch” the availability of vaccines
in cases where supply is limited by manufacturing capacity. This
is probably most relevant for pandemic influenza vaccines where
global production capacity limits access to a vaccine at the start

ofa pandemic.’ In 2009, HIN1 vaccine was not available in most
low-income countries until 8 months after WHQ’s declaration
of the influenza pandemic.*

Other vaccines with potential supply constraints include
yellow fever and inactivated poliovirus vaccines.”® The level of
demand for inactivated poliovirus vaccine in the period follow-
ing eradication of wild-type polioviruses and the end of the use
of oral poliovirus vaccines is uncertain, but modelling suggests
that there could be a “demand spike” and supply shortage of
inactivated poliovirus vaccine during this period.®

New delivery devices

New devices for easier, more reliable intradermal delivery as
alternatives to the currently used Mantoux technique are being
developed.”” Some of the devices such as disposable-syringe jet
injectors are needle-free and could therefore reduce or eliminate
needlestick injuries and the costs associated with their treatment,
estimated at US$ 535 million per year worldwide.® Other intra-
dermal delivery devices such as microneedle patches are likely
to occupy less volume than vials or prefilled syringes, thereby
reducing demands on cold-chain capacity.

Current clinical research

The recent PATH and WHO report reviewed more than 90
clinical trials of intradermal delivery with vaccines against 11
discases.” For some vaccines, notably influenza and rabies vac-
cines, intradermal delivery of reduced doses resulted in equiva-
lent immune responses to the standard dose delivered by the
standard route. Data from trials with hepatitis B vaccine were
more variable, but also regarded as encouraging.” Promising
data demonstrating dose-sparing have also been obtained with
other vaccines including inactivated poliovirus, yellow fever and
hepatitis A vaccines.”
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Results from clinical trials published
since the completion of the report provide
further evidence for dose-sparing using
the intradermal route. One study com-
pared equivalent doses of modified vac-
cinia Ankara delivered by subcutaneous,
intramuscular and intradermal routes;
equivalent immune responses and protec-
tion against vaccinia-virus challenge were
induced with intradermal doses ten-fold
lower than those delivered by intramuscu-
lar or subcutaneous injection.'*!!

Two recently published trials of in-
tradermal delivery of reduced (20%) doses
ofinactivated poliovirus vaccines have re-
ported contrasting results: one trial found
that reduced intradermal doses adminis-
tered to infants aged 2, 4 and 6 months
induced similar rates of seroconversion
but lower mean antibody titres, compared
with intramuscular injection;'? however a
similar study administered the vaccine at
6, 10 and 14 weeks of age and observed
inferior seroconversion rates with reduced
intradermal doses."”

Trials of intradermal immunization
with seasonal and pandemic influenza
vaccines have also been reported in the
past year. Dose-sparing was not observed
with a nonadjuvanted, subvirion H5N1
vaccine,' whereas a 60% intradermal dose
of a trivalent seasonal flu vaccine resulted
in similar immunogenicity as a standard
dose delivered intramuscularly.”

Some rabies vaccines are already de-
livered using intradermal regimens using
needle and syringe.'®"” Recently, a new
intradermal injection device (Soluvia™,
Becton Dickinson, Franklin Lakes, NJ,
United States of America) was evalu-
ated for intradermal delivery of rabies
vaccine; intradermal administration of
a 25% dose of rabies vaccine resulted in
equivalent antibody titres and serocon-
version rates to the full dose delivered
intramuscularly. The same study also
evaluated an epidermal vaccination de-
vice (Onvax™, Becton Dickinson) that
did not induce an immune response in
the recipients.'®

Recent vaccine approvals

A new presentation of a split, trivalent
seasonal influenza vaccine, Intanza®
(sanofi pasteur, Lyon, France) has been
developed for intradermal immuniza-
tion. The vaccine is delivered using the
Soluvia™ device, a prefilled syringe with a
single needle thatis 1.5 mm in length.'>*°
Immune responses equivalent to those
induced by the standard regimen can be
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achieved using this device and 60% of the
standard dose of influenza vaccine.””> A
reduced-dose formulation (9-ug haemag-
glutinin rather than the standard 15-ug
haemagglutinin) for use in healthy adults
and a 15-pg haemagglutinin formulation
for intradermal delivery in adults aged
2 60 years have been approved in Austra-
lia, Europe and New Zealand.”~*

Knowledge gaps

Despite the number of clinical trials
conducted, there is still a lack of certainty
whether intradermal delivery offers
significant immunological advantages
compared with intramuscular or
subcutaneous delivery. Very few trials
have compared equivalent doses (amounts
of antigen) delivered by the different
routes and, as such, do not permit direct
comparison of relative immunological
efficacy of the different methods; the
recent studies with modified vaccinia
Ankara are notable exceptions.'*!! Most
trials have aimed only to determine
whether reduced intradermal doses were
able to induce a sufficient or non-inferior
immune response compared with the
standard regimen. In these cases it is
possible that a reduced dose delivered by
the standard route would also have resulted
in an equivalent immune response, as
has been reported with some influenza
vaccines.”*”” Furthermore, the majority
of dose-sparing trials have for reasons of
practical simplicity delivered 10% or 20%
of the standard dose intradermally. Finer
dose-titrations such as those performed
with influenza vaccines have shown that
less-dramatic reductions in dose, such asa
40% reduction, might be more realistic.”
To address these concerns, future studies
should compare equivalent antigen doses
given by the intradermal and standard
route and, if possible, establish a dose-
response relationship to determine
whether any dose-sparing effect observed
is simply due to using doses of antigen
from the plateau-portion of the dose-
response curve.

Which vaccines?

For any vaccine, the drivers for chang-
ing to the intradermal route, such as the
need for dose-sparing to reduce costs
and “stretch” the available manufacturing
capacity, have to be assessed, but the suit-
ability of the vaccine type and formula-
tion for administration by this route also
need to be considered.

JK Hickling et al.

Live-attenuated vaccines have been
successfully delivered intradermally and
should be good candidates for intrader-
mal delivery providing that appropriate
formulations can be developed.? Reduced
doses of inactivated whole-virion vaccines,
such as rabies and inactivated poliovirus
vaccines, have also shown satisfactory
immunogenicity when delivered intrader-
mally. Inactivated whole-virion influenza
vaccines might also be suitable because
they have intrinsic immune-stimulating
sequences, which might avoid the need
for additional adjuvants.”® There are no
published clinical data regarding intrader-
mal delivery of polysaccharide conjugate
vaccines, which include meningococcal
and pneumococcal conjugate vaccines,
yet evaluation would be worthwhile par-
ticularly because high cost haslimited the
introduction of pneumococcal conjugate
vaccines in some low-resource countries.”’

Vaccines that contain aluminium-
based or oil-in-water adjuvants are likely
to have unacceptable local reactogenicity
following intradermal administration.
Clinical trials of intradermal delivery of
vaccines formulated with these or novel
adjuvants are needed.

Potential benefits

Realistic estimates of the cost savings that
might be achieved by ID dose-sparing
have not been established for most vac-
cines, especially those that might be
relevant to routine immunization in low-
and middle-resource countries.

Cell-culture-produced rabies vac-
cines are expensive and are used in
complex, multi-dose schedules for post-
exposure prophylaxis. A limited number
of cell-culture-derived rabies vaccines and
two intradermal immunization regimens
are already recommended by WHO.'*!
The overall costs involved in adminis-
tering post-exposure prophylaxis using
intramuscular or intradermal regimens
in different clinic settings in India have
been compared.” Although significant
savings were achieved with intradermal
regimens, reducing the dose to 20% of
the intramuscular dose did not reduce the
overall costs by 80%, instead savings of
15-38% were obtained, dependingon the
setting. Intradermal regimens that used
10% rather than 20% of the standard dose
resulted in a further reduction in costs of
only 9-15%. Furthermore, the estimates
did not include costs resulting from vac-
cine wastage, which were expected to be
higher in intradermal regimens.
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This example reinforces the point
that the cost of manufacturing a vaccine
is only a proportion of the overall cost of
deliveringeach dose; furthermore, vaccine
manufacturers will not necessarily pass on
the full savings arising from a reduction in
antigen content per dose. Novel devices
for intradermal delivery are likely to be
more expensive than needles and syringes,
and immunization programmes using
new devices will also incur the costs of
retraining health workers.

A major benefit of changing to nee-
dle-free devices is a reduction in the direct
health-care and societal costs resulting
from needlestick injuries, although this is
difficult to quantify in financial terms.**!
A reduction in the use of sharps and their
associated costs could also be achieved,
possibly more easily, by using needle-free
delivery devices such as disposable-syringe
jet injectors, without changing the route
or dose of vaccine administered.

The incremental costs associated
with changing some routine childhood
vaccinations in Brazil, India and South
Africa to intradermal delivery of reduced
(20%) doses have been modelled.”” For In-
diaand South Africa, the model indicated
that intradermal delivery of reduced doses
of hepatitis B vaccine using disposable-
syringe jet injectors would increase the
overall costs per fully-immunized child by
US$ 0.45 and by US$ 0.76, respectively;
hepatitis B vaccine is only one of five or six
infant vaccines routinely administered in
these two countries. In contrast, in Brazil,
the model indicated that intradermal
reduced doses of hepatitis B and yellow
fever vaccines would reduce overall costs
per fully-immunized child by US$ 0.11.
Although antigen content of the vaccines
delivered intradermally was reduced by
80%, the model assumed that prices were
only reduced by 20%. The model did not
include costs associated with treatment
of bloodborne infections transmitted
by sharps.

PATH has modelled the potential
incremental costs of routine immuniza-
tion with inactivated poliovirus vaccines
in India. This analysis assumed that the
full cost savings resulting from reduced
antigen content were passed on by
manufacturers and included estimates for
costs due to transmission of bloodborne
infection. In this case, delivery of 2 20%
intradermal dose with either needle and
syringe or disposable-syringe jet injectors
could result in cost savings of 71-73% per
immunized child.”

In applications where it is war-
ranted, significant investment by vaccine
manufacturers and other stakeholders
will be required to change the route
of vaccine delivery. It is important,
therefore, to model accurately the costs
involved to determine the potential
benefits and to support the case for in-
vestment. Decisions should be based on
cost modelling and economic analysis,
with continual improvement of inputs
and assumptions.

Challenges
Changing the delivery route and dose for

avaccine is not a straightforward task, and
several challenges and operational issues
need to be addressed.

Demonstration of efficacy
The applicability and benefits of intrader-

mal administration will vary among vac-
cines; it cannot be assumed that reduced
intradermal doses will be efficacious in all
cases. Even when there is dose-sparing, it
might not be with a dose as low as 20%
or 10% of the standard dose. The degree
of dose-sparing that can be achieved will
need to be determined for each vaccine in
non-inferiority trials. It will also be impor-
tant to maintain a “margin of safety” to
ensure adequate immunogenicity across
the whole target population and to en-
sure the potency of the reduced dose is
sufficient to induce protection at the end
of the vaccine’s shelf life.

Reformulation

Intradermal doses of 20% of a standard
0.5 ml dose or 10% of a 1.0 ml dose
might not require reformulation; 0.1 ml
of the existing formulation could easily
be administered, as is the usual practice
in clinical trials of intradermal delivery.
If more antigen per dose is required, then
the vaccine will need to be concentrated
so that it can be delivered in the smaller
volume. In the development of Intanza®,
which contains 60% of the standard
amount of antigen in 20% of the volume,
there were challenges filling the device
with a small volume as well as adjusting
vaccine concentration and viscosity.”*
Even if there is no need to adjust the
concentration of the vaccine, it might
be necessary to incorporate a preserva-
tive into the formulation if dose-sparing
means that more than one dose can be
obtained per vial.
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Vaccine presentation

One consequence of delivering a smaller
volume per dose is that a single-dose vial
presentation would effectively become a
multi-dose vial, yielding perhaps S or 10
intradermal doses. Liquid vaccines with
multi-dose vial presentations can contain
preservatives so that unused vaccine can
be stored more safely beyond the end of
an immunization session.” Single-dose
vials do not typically contain thiomersal
or other preservatives. If dose-sparing
allows multiple doses to be drawn from
preservative-free vaccines in single-dose
vials, unused vaccine would have to be
discarded at the end of the immuniza-
tion session. Computer modelling has
shown that matching the number of doses
per vial with the immunization session’s
size has a signiﬁcant economic impact
in terms of minimizing vaccine wastage
as well as supply, storage and disposal
costs.”® For some vaccines and settings,
fewer than five doses per vial would be
the most cost-effective option. Therefore,
alternative, smaller-volume presentations
might be required, otherwise intradermal
delivery might notyield the expected cost
savings in settings where immunization
session-sizes are small.

Regulatory issues

Intradermal delivery of fractional doses of
an existing vaccine formulation intended
for subcutancous/intramuscular injec-
tion would have to be undertaken on an
“off-label” basis. A licensing amendment
between the relevant national regulatory
authority and the vaccine producer would
be needed to authorize official “on-label”
use of fractional doses.” Alternatively,
marketing approval for the new intrader-
mal formulation and presentation of the
vaccine would be needed.

For many existing vaccines, there
might not be a sufficiently strong com-
mercial incentive for manufacturers to
undertake the expensive processes of
reformulation, production of new pre-
sentations and application for marketing
authorizations for a new delivery route.
Novel vaccines might, therefore, be more
likely candidates for intradermal delivery.
This route should be evaluated early in
research and development to avoid expen-
sive retestingand redevelopment ata later
stage. Unless there are strong drivers to use
the intradermal route, vaccine manufac-
turers are likely to continue to use stan-
dard presentations and routes of delivery
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even for new vaccines, thereby reducing
risk from the development process.

Device development

Novel devices for simple, reliable and
reproducible intradermal delivery of vac-
cines will be needed if this route is to be
widely used. There are several different
types of intradermal delivery devices in
development."*” However they cannot
be developed in isolation; the device
inventors require access to vaccines and
collaboration with vaccine manufactur-
ers to enable development, testing and
approval of device/vaccine combinations.

In the shorter term, delivery technol-
ogies could include simple adapters fitted
to existing needles and syringes to control
the depth and angle of delivery, syringe-
mounted arrays of hollow microneedles
and needle-free disposable-syringe jet
injectors.” Each of these approaches is
compatible with existing liquid and ly-
ophilized formulations and presentations
and so should be simpler to introduce into
immunization programmes than some
other technologies.

Devices that are in earlier stages
of development include skin-patches
covered in microneedles coated with,

or composed of, vaccine. Encouraging
preclinical data have been obtained with
several formats of this type of device.
Challenges remain in producing solid
formulations of different types of vaccine
antigens, developing methods for coating
sufficient antigen onto the microneedles
and controlling the reproducibility of
antigen delivery. If these can be overcome,
microneedle patches could provide sev-
eral benefits in addition to dose-sparing,
including small-packaged volumes and
simplicity of use.

Conclusion

Data from clinical trials indicate that
intradermal delivery of reduced doses of
some, although not all, vaccines results
in equivalent immune responses to the
standard regimen. An increasing number
of trials are producing data that support
dose-sparing. However, there are signifi-
cant operational challenges, such as re-
formulation, changing from a single- to a
multiple-dose presentation, development
of intradermal delivery devices and train-
ing health workers. Economic studies
and modelling exercises have shown that
cost savings should be achievable with
intradermal immunization with some
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vaccines. These analyses are needed to
help guide and support development and
implementation of intradermal vaccine
delivery as well as provide an indication
of potential savings.

Research and development in all of
these disciplines is required if the promise
of intradermal delivery is to be realized;
this will require collaboration between
academic and clinical researchers, vaccine
manufacturers, device developers, regula-
tory authorities, national immunization
programmes and nongovernmental global
health organizations. A careful evaluation
of all aspects of this route of delivery for
vaccines should continue to be a priority

for global public health. M

Acknowledgements
We thank Courtney Jarrahian and Kristi-
na Lorensen for reviewing the manuscript

and Emily Griswold for proofreading.

Funding: Work on this article by PATH
staff members and consultants was sup-
ported by funding from the Bill & Me-
linda Gates Foundation. The authors had
full control of all primary data.

Competing interests: None declared.

vasdb|

doaly Olusdy Lies Wlgd :dedl S5-I Ol slas)

) soad] o O3S Pl @l gag dayshs e Josdly doltuls
OB § gasdly diluall Bols] Jio dubasdl Olizoxdlly 88yl § Jiazs
Ododly L) @uads § Baslusl) Busaz 3z uohis OBl ¢lsl
0 ezl Jeiod] 5853l saeg dAISH 354 mds e LS . dadYl §
Yl e s dlaiod] 83 dudde Oledss auad) daoll JoIs (]
oo bl eVl Jsls plall slach Jaslly duas Cdlang sl
e deimy ey pshills Gl (o 3kl dedYl o) polataly Gaas

el Jloxe & clelsdl donbiall Olowol (e dpasll o Ol

ool Jto( OlusYl ale 8k of dooll § plall] Ooloituce ellas] 955 43
el S sl ol sl ool (e ddeld SST (8l dodll Jols
509 dsyzdl § olaBil Bym b Mg il g pads i los
0553 W89 IS s (Ol jams @ &yl Oylodl dimisl Lo
Gais L8] Cum o matadl] ol LSS B3 deyodl § olardW
Ol lallndss 83k J] dSLoYL Ol (335559 23559 ol il RIS
sthel doldl Glhsll e dile Jsasdl 03 b Oldndl=d glis)ly lyuds
g3lays o5 Of Eotudy drzds Sldase dodll 3,k oo Ol jasy

ME

1 1 FE A $5 A 7E 2 A0 A0 = B T IR B PR AR

T YUR 4 2 AR R B BB e/ SR R (B A
) BT AR B BT AL SR A AR R R T (R
R B, Xt 2R B4, E A — (B AT
A)EE AR IRE FRFRIE, BEAETRD ZE M
%, B A 5 RN A 1 T R R AR T X e
W R R A AR R A B AR AR R
B XA H — P R R AT R R IA o iR S AT

224

Al T EIAN Bl AR, (AR E R B LRI
R o P A B AR SO TR B A R R
A BAE T AT AR B A VA 2 A0 1R BT 2 L SE B9
DI F BB FRBE RO, S A AR i L A
TFRF R — IR RIT R ZBRT %77 Fl s o & A %
AR UK T BB 1E.

Bull World Health Organ 2011;89:221-226 | doi:10.2471/BL7.10.079426



JK Hickling et al.

Policy & practice
Intradermal delivery of vaccines

Résumeé

Injection intradermique de vaccins: les défis potentiels et les défis actuels

Linjection d’antigenes de vaccin dans le derme et/ou I'épiderme de la peau
chez ’homme (appelée injection intradermique) peut s’avérer plus efficace
qu’une injection dans le muscle ou dans le tissu sous-cutané, réduisant
de ce fait les volumes d’antigene. C’est ce qu’on appelle I'utilisation
parcimonieuse des doses, qui a été démontrée lors d’essais cliniques avec
certains vaccins, mais pas tous. Cette limitation des doses pourrait étre
bénéfique aux programmes d’immunisation car elle pourrait diminuer les
frais d"acquisition, de distribution et de stockage des vaccins, et augmenter
par ailleurs leur disponibilité et leur efficacité. Les données obtenues
avec l'injection intradermique de certains vaccins sont encourageantes
et Iégitiment d’autres études et développements. Cependant, des

écarts significatifs dans les connaissances et les enjeux opérationnels,
comme la reformulation, I'optimisation de la présentation des vaccins et
le développement de nouveaux dispositifs facilitant la distribution des
vaccins intradermiques, doivent étre abordés. Une modglisation des codits
et des économies potentielles provenant de I'injection intradermique doit
étre effectuée afin de proposer des prévisions réalistes des avantages
potentiels et de plaider en faveur de I'investissement. La mise en ceuvre
et I'utilisation de I'injection intradermique des vaccins nécessitent
des recherches et développements supplémentaires, dépendant de la
collaboration entre de nombreuses parties prenantes dans le domaine
de la vaccination.

Pesrome

BHYyTpuKOXXHOE BBeeHNe BAKI[MH: IIOTeHI[A/TbHbIe MPENMYIeCTBA ¥ CYIIeCTBYIOLe POGIeMbl

BBeneHne aHTUT€HOB BaKLVHBL B IepMy /I SMUEPMUC
4eJIOBEYeCKOil KON (T. . BHYTPUKO>KHOE BBEIEHNUE) MOXKET
ObITh 6OIee SKOHOMUYHBIM, YeM MHDBEKIVA B MBIILIIY MU
HOJKOXHYIO TKaHb, TaK KaK CHIDKaeT 00beM aHTUIeHa. JTa
IpPaKTMKa M3BeCTHA KaK 9KOHOMHasA [O3MPOBKa 1 Oblra
IPOIEMOHCTPUPOBaHA BO BpeMs KIMHIYECKIX UCIIBITAHMIT Ha
HeKOTOPBIX, XOTA 1 He BCeX, BaKIMHaX. DKOHOMHasA J03MPOBKa
Mora Obl IPMHECTH MONb3y IPOrpaMMaM MMMYHU3AINU
Orarofaps IIOTEHIMATLHOMY CHIDKEHUIO 3aTpaT Ha 3aKYIIKY,
pacmpefieNieHne ¥ XpaHeHUe BaKIVH, a Takxke Omaropaps
IOBBIIIEHNIO X JOCTYITHOCTH 1 3¢ dexTuBHOCTI. [ToydeHHbIE
JaHHBIE O BHYTPUKOXXHOM BBEIEHMM HEKOTOPHIX BAKIMH
ABNAITCA 00HANEXMBAOIWNMK U TPeOYIOT IPOBe/ieHNs
JanbHEIINX MCCIeNOBaHMil U pa3paboTok. BmecTe ¢ Tem

Heo0OXOAMMO YCTPaHUTh Cepbe3Hble MPOOe/bl B 3HAHUAX U
PeLINTD ONepaTHBHbIE IPOO/IEMBI, TaKie Kak peopMyIIALs,
onTuMmsanya pachacoBKY BaKIMHbBI 1 pa3paboTKa HOBOTO
000pynoBaHMsA, IPU3BAHHOTO 00/IErYUTh BHYTPUKOXKHOE
BBefleHIe BaKUMHBL [l pOPMUPOBAHNS peanuCTUIHDIX
O>KMJAHWII B OTHOLICHNY TOTEHIMAIbHBIX BBITO U L GoTtee
ybennTebHOro 060CHOBAHMA MHBECTULMIT HEOOXOAUMO
HPOBECTU MOJeIMPOBaHIMe 3aTPAT M IOTEHIMAIbHOM
5KOHOMMM OT BHYTPUKO)KHOTO BBeJIeHMA BaKIMH. BHenpenne
U OCBOEHUE BHYTPMKOXXHOTO BBENEHNS BaKLMH Tpebyer
[aIbHEIINX UCCIeOBAaHNII M Pa3pabOTOK, KOTOpbIe 3aBUCAT
OT COTPYAHMYECTBA C MHOTOYMC/ICHHBIMY 3aMHTEPECOBAHHBIMI
CTOpOHAMU B cpepe BaKI[MHALIIL

Resumen

Administracion de vacunas por via intradérmica: posibles beneficios y retos actuales

La administracion de los antigenos de una vacuna a través de la dermis
y/0 de la epidermis de la piel humana (es decir, la administracion por via
intradérmica) podria resultar mas eficaz que la inyeccion intramuscular
0 subcutanea, reduciendo de este modo los vollimenes de antigenos.
Esta via de administracion permite reducir la dosis necesaria, segtn ha
quedado demostrado mediante ensayos clinicos en algunas vacunas,
aunque no en todas. La disminucion de la dosis podria ser beneficiosa
para los programas de inmunizacion, ya que se reducirian los gastos
correspondientes a la compra, la distribucion y el almacenamiento de
las vacunas, al tiempo que se incrementaria su disponibilidad y eficacia.
Los datos obtenidos sobre la administracion de algunas vacunas por via
intradérmica estan impulsando y justificando la necesidad de realizar

mas estudios y potenciar su desarrollo, si bien se han observado algunas
lagunas de conocimiento y retos operativos como su reformulacion, la
optimizacion de su presentacion y el desarrollo de nuevos dispositivos
que ayuden a satisfacer las necesidades que conlleva la administracion
por via intradérmica. Deberian crearse modelos de los costes y del
posible ahorro que conllevaria la administracion por via intradérmica para
poder ofrecer asi unas expectativas realistas de los posibles beneficios
y apoyar proyectos de inversion. La puesta en marcha y aplicacion de la
administracion de vacunas por via intradérmica exige mas investigacion y
desarrollo, que dependen de la colaboracion entre las numerosas partes
implicadas dentro del ambito de la inmunizacion.
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