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Influenza vaccination in adults
with cystic fibrosis
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Respiratory viruses, particularly influenza viruses,
cause infective respiratory exacerbations and dete-
rioration of pulmonary function in patients with cystic
fibrosis.' 2Moreover, these patients have an increased
risk of dying from influenza or its complications.'
Patients may, however, fear vaccination because of the
flu-like side effects. We report a two year study of the
clinical effect and antibody response after influenza
vaccination in adults with cystic fibrosis and healthy
volunteers.

Subjects, methods, and results
During October to December 1988, 30 patients from

the adult cystic fibrosis unit at Monsall Hospital and 22
healthy volunteers were vaccinated intramuscularly
with 0 5 ml inactivated influenza vaccine (split virion)
containing A/Sichuan/2/76 (H3N2) 15 [tg haemagglu-
tinating activity, A/Singapore/6/86(HINI) 15 [tg
haemagglutinating activity, and B/Beijing/1/87 (MFV-
JECT FLU, Merieux). During October to December
1989 a further 22 patients were similarly vaccinated.
Informed consent was given by all subjects and the
study approved by the ethics committee.

Daily score charts of peak expiratory flow, tempera-
ture, headache, nausea, cough, and pain at the site of
injection were recorded for 14 days after vaccination
by the subjects themselves. Antibody response was
measured by single radial haemolysis.4 Paired serum
samples were examined, the first sample taken before
vaccination and the second three weeks afterwards.
An increase of ¢-1 mm in zone diameter between
the samples indicated a serological response. Zone
diameters of -5-5 mm against influenza A H3N2 and
influenza B and ¢6 5 mm against influenza A HIN1
confer increased protection as manifested by lower
infection rates than seen with lower antibody levels.'

In October and November 1989, before revaccina-
tion of the 22 patients available from the 30 vaccinated
in 1988 (four had died, the remainder refused),
blood was tested for antibodies to A/Taiwan(H1N1),
A/Mississippi(H3N2), and A/Sichuan(H3N2). The
second group of 22 patients in 1989 were also tested for
these antibodies before and after vaccination. Daily
score charts were omitted in this group. Data from
score charts were analysed by one way analysis of
variance with repeated measures. Independent and
paired t tests were used in analysing the number of
responders to t-he vaccine.

Score charts of the 30 patients (16 men, 14 women,
mean age 24) and 22 volunteers (14 women, eight men,
mean age 44) studied in 1988 showed no differences
in temperature, headache, nausea, cough, or pain.
Patients showed a significant increase in peak expira-
tory flow over the first five days (F (4, 112)=3-19;
p<005). None had an infective pulmonary exacer-
bation during the 14 day study period. Twenty five
(83%) patients-and 16 (73%) controls had a significant
serological response (>1 mm increase in zone diameter
between paired samples) to all three vaccine strains
(p<0 001). Thirteen patients (43%) and four controls
(18%) had intermediate and high antibody responses to
all three strains. Overall, more patients with cystic
fibrosis showed a greater increase in antibody levels
than controls.
Of the 22 patients vaccinated in 1988 who were

studied again in 1989 before their second vaccination,
18 had intermediate to high antibody titres to
A/Mississippi(H3N2), seven to A/Sichuan(H3N2), and
15 to A/Taiwan(HINI). These levels are associated
with increased protection.5 The 22 additional patients
(12 men, 10 women, mean age 23) studied in 1989 had
antibody responses to all three strains of influenza A
that were similar to those studied in 1988.

Comment
These patients showed a greater increase in antibody

response than the controls. One year later inter-
mediate and high antibody levels were maintained
by 82%, 32%, and 68% of patients vaccinated in 1988
to A/Mississippi(H3N2), A/Sichuan(H3N2), and
A/Taiwan(HINI). These levels were not significantly
different from the post-vaccination state in 1988. The
vaccine was well tolerated. The most common side
effect in the patients was pain at the injection site, but
this was not more frequent than in controls. No
infective pulmonary exacerbation was recorded.

Doctors caring for adults with cystic fibrosis should
maintain an active annual influenza vaccination pro-
gramme.

We thank Dr J St Clair Roberts, of Merieux UK, for help
with the study.
A table showing the antibody levels in patients and controls

before and after vaccination may be obtained from AKW.
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ONE HUNDRED YEARS AGO

From time to time complaints reach us that some village
parsons seem to regret the divorce between theology
and physic, and we occasionally hear of them forsaking
the medicines of the soul for those of the Pharmacopceia.
A complaint is before us just now from a member of
our profession, who states that in a certain village near
the city in which he practises the clergyman prescribes
and dispenses medicines for his parishioners, and even
attends them in their sickness at their own homes,
although he has not a medical degree and has not therefore
duly qualified himself for the purpose. Our correspondent
ventured respectfully to remonstrate with the cleric,

who wrote him to the effect that he did not think there
was a single member of the city hospital staff, past or
present, who would support him in that remonstrance.
We are confident that the staff of the hospital in question
would not support the rector in his amateur doctoring-
a practice which can but be dangerous to the patients
thus experimented with. He would probably be unwilling
to lend his pulpit to any doctor who had a fancy for
usurping his functions, and it might be well that he
should restrict himself to the practice of the profession
which he has studied.

(British Medical3Journal 1891 ;ii: 1056)
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