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The 21st century has seen the licensure of new anti-infective

vaccines that have demonstrated their benefit for both

individual and population (herd) protection. Despite this there

are still many human pathogens for which no vaccine is

available. As we learn more about these pathogens, and as

technologies advance, more opportunities for vaccine

development have become available. This review will address

these advances and highlight the paradigm shift from vaccines

that are used on a population basis, to others which will have an

individual benefit, if successfully licensed, but are not expected

to have widespread population based use. The development of

the latter vaccines has resulted in a paradigm shift toward

vaccinating individuals at specific risk for infection from

bacteria such as Staphylococcus aureus or Clostridium difficile,

which are members of normal human flora but can cause

severe disease under certain circumstances. Increasing levels

of antibiotic resistance in such bacteria such as S. aureus have

also driven the urgency for the identification of alternative

methods of protection that do not rely on treatment or

prophylaxis with antibiotics.
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Introduction
Mass vaccination campaigns deployed in the twentieth

century had the potential to eradicate, or significantly

curtail, major childhood infectious diseases including

measles, mumps, rubella, varicella, smallpox, diphtheria,

hepatitis, polio, influenza, pertussis and tetanus. Provided

that these vaccines are widely employed, both the indi-

vidual and the population can be protected from disease,

through induction of herd immunity. Herd immunity

requires vaccination rates to be high; when numbers
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decline, diseases can re-emerge, as has been observed with

recent measles outbreaks in the US. In eight US states, the

measles/mumps/rubella (MMR) vaccination rate for chil-

dren entering kindergarten had fallen to <90% for the

2013–2014 school year [1], placing the broader population

at risk. Measles cases in the US went from a median of

60 cases a year (2000–2010) to over 600 cases in 2014 [2].

The majority of these cases were in unimmunized individ-

uals; 16% of cases were reported in children under one year

of age, too young to be routinely immunized with MMR

[2,3]. This current example illustrates that high immuni-

zation coverage is important not only for the protection of

the broader immunized population but also for the protec-

tion of vulnerable populations who are either too young to

be effectively vaccinated or have medical conditions that

contraindicate vaccination. Though this is a critical con-

cept for vaccines that protect from most infectious diseases,

there are also vaccines in development that will have

individual impact, but will not be used in mass vaccination

campaigns. For healthcare associated pathogens, such as

Clostridium difficile and Staphylococcus aureus, patients who

are at risk of infection can be vaccinated, circumventing the

need for mass vaccination.

This review will trace the history of anti-infective vac-

cines in the 21st century, from recently licensed vaccines,

to vaccines in late state development and then to vaccines

that are either early in development or for which no

technical path forward has been established.

Vaccine breakthroughs this century

The end of the twentieth and dawn of the 21st century saw

the introduction of polysaccharide conjugate vaccines for

the prevention of childhood meningitis and invasive dis-

eases caused by Haemophilus influenzae type b (Hib), Strep-
tococcus pneumoniae and Neisseria meningitidis. All of these

pathogens evade the human innate immune system by

cloaking themselves in polysaccharide capsules. Polysac-

charides alone are poorly immunogenic in the very young

[4]. With the discovery that conjugation of polysaccharides

to proteins, usually detoxified bacterial toxins, could in-

duce a long lasting immune response in infants and tod-

dlers, immunogenic and protective vaccines to these

pathogens could be developed [4]. Prior to the introduction

of prophylactic Hib vaccines, disease rates in US children

under 5 years of age were over 37 cases per 100 000 popu-

lation (100k/p) in 1989; however, within only 2 years after

Hib vaccine implementation the disease burden had
www.sciencedirect.com
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dropped significantly to <10 cases per 100k/p [5]. Similar

success was observed after the introduction of pneumo-

coccal conjugate vaccines, where the overall pneumococcal

disease rates of 98.7 per 100k/p in children under 5 years of

age were reduced to <23.6 per 100k/p 7 years after imple-

mentation of the vaccine into the US infant vaccination

schedule [6]. Significantly, coverage of pneumococcal ser-

otypes contained in the vaccine approached 100% [7]. In

addition to this enormous positive impact on public health,

an additional and unanticipated major benefit of vaccine

introduction in infants and toddlers was observed in un-

vaccinated adults where invasive pneumococcal disease

cases dropped by >28% within 4 years of licensing the

pneumococcal conjugate vaccine by the induction of herd

immunity [8,9].

While the majority of Hib disease is caused by a single

capsule type there are over 30 disease-causing serotypes

of pneumococci. The first pneumococcal conjugate vac-

cine covered 82% of disease-causing serotypes in children

<5 years [6]. After introduction, there was an increase in

disease caused by some serotypes not included in the

heptavalent vaccine (PCV-7, Pfizer) [6,10], therefore 10-

valent and 13-valent vaccines were developed that cov-

ered 65–85% and 80–90% of the remaining disease,

respectively [11]. Pneumococcal conjugate vaccines have

also recently been demonstrated to be highly effective at

inducing long lasting immunity [12–14] and efficacy

against invasive disease and community acquired pneu-

monia in adults [15]. Vaccines with expanded serotype

coverage are now in development to protect against

additional serotypes [16,17].

Like pneumococci, N. meningitidis bacteria are classified

by their polysaccharide capsules. Of the 12 described

capsules, 5 (A, B, C, Y and W) cause the majority of

disease [18]. The first polysaccharide conjugate vaccines

were developed to prevent serogroup C disease in chil-

dren [19]. Mass vaccination campaigns in the UK saw

disease rates decline from 0.55 per 100k/p to 0.02 per

100k/p [20] and as with pneumococcal conjugate vaccines

herd immunity was observed. Through prevention of

disease and asymptomatic carriage in adolescents and

young adults, who are the primary reservoir for this

pathogen, protection was afforded to babies and toddlers

[21]. With the success of monovalent serogroup C vac-

cines, tetravalent-polysaccharide vaccines were devel-

oped to protect against serogroups A, C, Y and W. A

polysaccharide conjugate approach was not feasible for

serogroup B (MnB) due to the fact that the serogroup B

capsular polysaccharide is composed of polysaccharide

sialic acid structures that are similar to those observed on

human neuronal cells, and thus such vaccine candidates

were poorly immunogenic [22]. Antigenic plasticity and

differential expression of many meningococcal surface

proteins further complicated the development of an

effective MnB vaccine [23,24]. In the last two years
www.sciencedirect.com 
the significant medical need of protecting against MnB

has now been addressed, with the recent licensure of two

vaccines. Both vaccines share a component, a factor H

binding protein (fHBP) which is an important meningo-

coccal virulence factor. fHBP is a lipoprotein that is

expressed by over 97% of MnB strains [25] and can be

classified into two antigenically and immunologically

distinct subfamilies [26,27]. The first vaccine licensed

in the US (Trumenba1) [28] contains one lipidated fHBP

from each subfamily and was demonstrated in prospec-

tively designed licensure studies to provide broad cover-

age against MnB disease. The second vaccine (Bexsero1)

[29] contains a single and non lipidated fHBP variant from

subfamily B [30] and contains a Neisserial adhesin A

(NadA) and a porin A (PorA) that are restricted to a more

limited number of strains but may contribute to addition-

al coverage [31,32]. It will only be after these vaccines are

implemented into immunization schedules that their true

effectiveness can be assessed.

Another achievement in the 21st century is the develop-

ment and deployment of MenAfriVacTM. This is a me-

ningococcal serogroup A glycoconjugate vaccine, with the

goal to eradicate serogroup A meningococcal disease from

sub-Saharan Africa. Disease rates in this region, described

as the ‘meningitis belt’, were as high as 120 cases per

100k/p [33]. The development of MenAfriVac was based

on a successful collaboration between public and private

groups including CBER, and since 2010, more than

217 million doses have been delivered [34,35]. Since

introduction, disease rates have plummeted, with some

vaccinated areas reporting incidence as low as 2.5 per

100k/p [34] and thus MenAfriVac is another example of

the public health value of vaccines.

Advances have also been made in reducing the burden of

viral diseases, by introduction of vaccines against human

papilloma virus (HPV) and rotavirus. In 2006 Merck

licensed the first vaccine (Gardasil1) against HPV to

prevent genital warts, precancerous lesions and cervical

and other cancers caused by the HPV types covered by

the vaccine [36]. The vaccine is composed of four non-

infectious virus-like particles that are formed after ex-

pression of the major viral capsid protein in yeast [37].

The efficacy studies conducted with Gardasil1 in wom-

en, 15–26 years of age demonstrated exceptional efficacy

of 98% against persistent infection, external genital

lesions and cervical intraepithelial neoplasia by the tar-

geted serotypes. Recent post-licensure studies have dem-

onstrated a significant decrease in disease rates in the US

despite the relatively modest vaccine uptake rates of

57.3% and 34.6% in adolescent girls and boys respectively

[38]. A second vaccine, Cervarix1, a bivalent vaccine that

targets the cancer causing serotypes included in Garda-

sil1 (GSK), received US licensure in 2010 [39] In 2014 a

second generation vaccine from Merck, Gardasil-91 was

approved in the US. This adds additional protection
Current Opinion in Microbiology 2015, 27:96–102
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against five more cancer causing HPV types, thus afford-

ing broad and more global coverage. In principle, with

optimal immunization rates, Gardasil-9 has the potential

to prevent approximately 90% of cancers caused by HPV

and, similar to Gardasil, >90% of genital warts [40].

While HPV can cause cervical cancer, rotavirus causes

severe, dehydrating diarrhea in children under five years

of age. Rotavirus gastroenteritis (RVGE) is a leading

cause of infant hospitalizations and deaths in both indus-

trialized and resource deprived nations. In 2008 the WHO

estimated 86 deaths per 100k/p in children under 5 years

accounting for 5% of all child deaths [41]. Two vaccines

are currently available internationally (Rotateq1, Merck/

Sanofi-Pasteur; Rotarix1, GSK) [42–44] and have dem-

onstrated a remarkable efficacy reducing RVGE cases by

90% in nations where these vaccines have been imple-

mented in child immunization programs [45]. The further

development and implementation of these life-saving

vaccines was almost stalled when in 1999, Rotashield1

manufactured by Wyeth was withdrawn nine months

post-licensure due to potential safety concerns of a rare

intestinal disorder called intussusception in very young

infants (<3 months) [46]. To be able to document the

safety of the vaccines and obtain licensure of rotavirus

vaccines, manufacturers were required to conduct un-

precedentedly large safety studies (>60 000) prior to

market authorization, and good safety profiles were dem-

onstrated, allowing global implementation of these im-

portant vaccines [45]. The impact of these vaccines is

enormous; in Mexico, for example, implementation of

rotavirus vaccination has reduced the incidence of diar-

rheal deaths in children <5 by 40–50% [47].

Vaccines currently in development

Many devastating childhood diseases are now prevent-

able through vaccination, which is considered the most

important public health measure second only to the

provision of safe drinking water [48]. This achievement

has led to a change in focus from providing immunity

against infectious diseases for the larger population, to

targeting protective immunity for specific at-risk popula-

tions. Here, we describe two vaccines currently in devel-

opment focused on protection of high risk populations

threatened by Dengue virus and Ebola virus (EBOV)

infections, as well as vaccines directed toward individuals

with high risk of S. aureus and C. difficile disease.

Dengue virus causes an estimated 50 million infections

each year globally, resulting in 500 000 hospitalizations

due to Dengue hemorrhagic fever [49,50]. Dengue, a

mosquito-borne disease, is caused by one of four viral

serotypes and is prevalent in tropical and subtropical

climates and in some temperate areas within the US,

Europe, Africa and the Middle East [51]. Control of

epidemics has largely relied on vector control, however,

for most efficient control, a prophylactic vaccine is clearly
Current Opinion in Microbiology 2015, 27:96–102 
needed [49]. A recent Phase 3 trial of a recombinant live,

attenuated tetravalent dengue vaccine (CYD-TDV,

Sanofi-Pasteur) conducted in healthy Latin American

and Mexican children demonstrated good efficacy

(60.8%) by per-protocol analysis. Furthermore, serotype

specific efficacy was high, reducing dengue-related hos-

pitalization by 80.3% [51]. The success of this trial,

coupled with the development of several other dengue

vaccines, suggests a solution to this devastating disease

will be available in the very near future.

The EBOV epidemic in West Africa was declared a public

health emergency of international concern in August

2014 [52]. Cases of EBOV are usually sporadic and

localized; however, in the recent West African epidemic,

the virus spread rapidly to large population centers and

the number of cases and deaths has surpassed all previous

outbreaks combined [53]. With almost 24 000 suspected

cases reported and with an average case fatality rate of

50%, the WHO has granted permission to expedite the

development of a prophylactic vaccine [54]. Three vac-

cines are currently in development; two use an adenovirus

vector to deliver the Ebola glycoprotein (cAd3-EBO,

GSK and Ad26.ZEBOV/Mva-BN-Filo, J&J) while the

other utilizes an attenuated vesicular stomatitis virus

platform (VSV) platform (rVSV-ZEBOV, Merck) [55].

A Phase 1 trial of the bivalent cAd3-EBO demonstrated

protective titer of glycoprotein Zaire-specific antibodies

[56]. These promising results provide a solid background

to produce a protective vaccine against EBOV.

While Dengue virus and EBOV vaccines have focused on

protection of large populations, the development of S.
aureus vaccines is focused on protection of the individual.

S. aureus is a major public health concern causing signifi-

cant morbidity and mortality in hospital-associated and

community settings. S. aureus surgical site infections carry

a particularly high mortality rate with survivors typically

requiring additional 13–17 days in the hospital, signifi-

cantly increasing costs and draining valuable healthcare

resources [57]. The diverse range of disease and rapid

accumulation of antibiotic resistance has led to a focus

on the development of an efficacious vaccine. Two vac-

cines, with reported clinical data, have used a multiantigen

approach containing S. aureus capsular polysaccharide con-

jugated to carrier proteins and various surface expressed

proteins (SA4Ag, Pfizer) [58] or detoxified toxins (GSK)

[59]. While vaccine induced responses cannot be compared

between the two candidate vaccines, both vaccines were

safe and immunogenic during Phase 1 trials and develop-

ment of the Pfizer vaccine is proceeding into a pivotal

efficacy study [58,59]. A third vaccine focusing on a protein

and toxin-based approach has been in development

(Novartis/GSK) but no human safety or immunogenicity

data have been reported [60]. The introduction of an

efficacious vaccine against S. aureus will dramatically

reduce the burden placed on healthcare institutions by
www.sciencedirect.com
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S. aureus and may constitute a first example of a vaccine

designed for the protection of individuals at risk.

In the early 2000s, hospitals began reporting dramatic

increases in severe C. difficile infection. These infections

were linked to high levels of antibiotic use disrupting the

intestinal flora, which provides the opportunity for the

spore-forming C. difficile organism to flourish and cause

toxin-mediated diarrhea and colitis. Two vaccines, both

composed of detoxified forms of the two major C. difficile
toxins (A and B) are currently in clinical trials [61–63].

Proof of concept studies with anti-toxin monoclonal anti-

bodies have demonstrated that a vaccine has the potential

for preventing this disease [64]. These developments

demonstrate the recent paradigm shift in vaccinology,

from designing vaccines to provide community and pop-

ulation protection to a more personalized medicine ap-

proach, offering vaccination to specific at risk individuals.

Vaccines with new paths forward

Advances in vaccine design, driven by a deeper understand-

ing of disease pathogenesis and what constitutes a protec-

tive immune response, and coupled with an evolution in

regulatory thinking and approaches, has enabled the devel-

opment of vaccines to protect the world’s most vulnerable

citizen: newborn babies. Neonates have immature immune

systems and thus are at increased risk of infection, disease

and death. Although some vaccines, such as those for

hepatitis B virus, are administered at or close to birth, for

most vaccines there is a gap of up to one year before

protective immunity can be elicited through direct immu-

nization of an infant. One means of bridging this gap in

neonatal immunity is by immunizing the pregnant mother,

which enables transfer of protective antibody to the fetus in
utero and to the newborn through maternal antibody. Im-

munization of pregnant women has traditionally been per-

ceived to be risky from a safety standpoint and to this day,

no vaccine has been formally licensed for use in pregnant

women. However, based on the exquisite safety profile of

existing vaccines such as Tdap and influenza vaccines that

have been used safely in millions of individuals and the

need to protect neonates from these life-threatening infec-

tions, the US Advisory Committee on Immunization Prac-

tices (ACIP) issued ‘Guidance on vaccination practices in

pregnant and breastfeeding women,’ clarifying the regula-

tory process for maternal immunization [65]. The CDC

subsequently recommended these vaccines for use in preg-

nant mothers for each pregnancy, as well as other vaccines

such as hepatitis B for use in pregnant women at risk of

infection [65]. Currently, pregnant women in the US are

recommended to receive both their seasonal influenza

immunization and Tdap (tetanus, diphtheria and acellular

pertussis). Importantly, the Tdap vaccine is recommended

not for the prevention of disease in the pregnant woman

herself, but instead is for the prevention of pertussis in her

newborn infant. Recent studies conducted to assess the

effectiveness of maternal immunization against influenza
www.sciencedirect.com 
have shown the important public health impact of such an

approach [66,67].

In utero, during and after birth, developing fetuses and

neonates are vulnerable to many more life-threatening/

altering infections in addition to influenza and pertussis.

Infections with group B streptococcus (Streptococcus aga-
lactiae) for example, cause neonatal sepsis and are ac-

quired during birth from a colonized mother. While

screening and intrapartum antibiotic prophylaxis have

somewhat reduced the infection rates, these measures

are not as practical in low resource countries where most

of these infections occur. Therefore, safe and effective

vaccines are the best measures to prevent these devastat-

ing diseases. Another example of an important pathogen

to cause devastating illnesses and death in neonates and

very young infants is respiratory syncytial virus (RSV),

which causes life-threatening pulmonary infections in

newborns and especially in premature infants. It has

become clear over the last few years that RSV infection

and disease in the very young infants may be best

addressed through maternal immunization. With the ad-

vent of appropriate recommendations and newly forged

regulatory pathways to anticipate development and licen-

sure of vaccines for maternal immunization, development

of vaccines against each of these pathogens appears now

feasible and is being actively pursued [68]. This repre-

sents a new strategy of immunizing not just to protect the

immunized individual, but also to protect specific at-risk

populations (babies in utero and neonates).

In addition to a changing regulatory environment, recent

technological advances have provided new hope in the

quest for a RSV vaccine. RSV vaccine development has

been hindered by the failure of RSV vaccine trials in the

1960s, where immunized children experienced more

severe disease, including two deaths, than unvaccinated

controls and multiple attempts of producing vaccines to

protect young infants have failed [69]. Antibodies direct-

ed against the fusion (F) protein have been shown to be

neutralizing. Indeed, the only therapy currently on the

market for infants at high risk of RSV disease consists of a

humanized neutralizing anti-F protein monoclonal anti-

body (palivizumab, Synagis1) [70]. The F viral glycopro-

tein, which facilitates fusion of the virion and host cell

membrane via a dramatic transition from a metastable

prefusion conformation to a postfusion state, is a target

of several potent neutralizing antibodies [71]. Significant

advances in structure-guided protein engineering has led

to the identification of an F protein variant with a more

stable prefusion conformation that is able to induce neu-

tralizing antibodies significantly more potent than Syna-

gis1 [72,73]. Prior F protein vaccines were based on the

postfusion form which was less immunogenic and mainly

elicited neutralizing antibodies that were not protective

[72]. These recent developments and findings have sparked

new interest in the development of an efficacious RSV
Current Opinion in Microbiology 2015, 27:96–102
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vaccine, and may enable immunization of pregnant women

with a RSV vaccine to protect newborns.

Vaccines with medical need but unclear paths forward

There are still many infectious diseases that could be

potentially targeted by vaccines but for which a clear

scientific path is not apparent. Vaccines against sexually

transmitted infections (STIs) are clear examples of where

some successes have been achieved but where challenges

still remain. The development and introduction of HPV

vaccines were fueled by the understanding of how to elicit

an appropriate immune response in the genital tract to

prevent infection and disease with this important pathogen

and the introduction of these vaccines opened the door to

the societal dialogue about and acceptance of a STI vaccine.

Despite these successes, most STIs remain a major unmet

medical need and continue to pose a significant develop-

mental challenge. Two important examples of these are

human immunodeficiency virus type 1 (HIV-1) and Chla-
mydia trachomatis infections, which remain the leading viral

and bacterial causes of vaccine-preventable STIs world-

wide.

An estimated 35 million people currently live with an HIV

infection and approximately 2 million new infections are

reported globally each year [74]. Current therapeutic regi-

mens have provided a substantial decrease in HIV-related

morbidity and mortality [75,76], though a prophylactic

vaccine would offer the greatest impact on HIV spread

[77]. Several challenges have impeded this effort such as

HIV’s ability to rapidly establish a latent reservoir of

infection via integration of its genetic material into the

host chromosome and its genetic plasticity and complexity

of major vaccine target antigens [78]. Because of the genetic

diversity of HIV, vaccine efforts have focused on develop-

ing a vaccine that elicits broadly neutralizing antibodies

[79] and effective cytotoxic T cell responses [80]. Thus far

only limited efficacy (31%) has been achieved with a

canarypox vector/protein prime-boost vaccine in a clinical

trial [81] while 121 vaccines (prophylactic and therapeutic)

have been or are currently in development [82]. It remains

to be seen if this large effort coupled with continued

technological advances will provide the understanding

and means to develop a HIV vaccine.

The WHO has estimated that approximately 100 million

C. trachomatis (CT) infections occur globally [83], more than

1.4 million of these infections are reported in the United

States alone [84]. In contrast to Neisseria gonorrhoeae (GC),

CT infections are largely asymptomatic in nature and

therefore go often unnoticed. Infection can lead to pelvic

inflammatory disease (PID) and chronic disease sequelae

such as chronic pelvic pain and infertility. Because of the

polymicrobial etiology of PID (CT and GC being major

reportable causes [85]), it is unclear what impact a CT

vaccine, if it could be successfully developed, might have

on the disease. Vaccine trials in the 1960s against the ocular
Current Opinion in Microbiology 2015, 27:96–102 
form of chlamydial infection using formalin-fixed whole

organism demonstrated  the ability to induce short-term

immunity and a reduced incidence of scarring in vacci-

nated children. Despite these successes, immunity was

serovar-specific and enhanced disease was observed in

some individuals. Therefore, a subunit vaccine approach

has since been a major focus [86]. Thus far no C. tracho-
matis STI vaccine has been in clinical trials, partially

because of a lack of a complete understanding of human

immune correlates of protection (T cell and/or antibody)

and partially because of the difficulties in producing

native antigens expressed by Chlamydia [87,88]. Signifi-

cant advances in the identification of C. trachomatis genes

associated with immunopathology and the ability to

genetically inactivate their function have provided more

promise to an attenuated whole organism vaccine ap-

proach [89].

Conclusion
In summary, the positive public health impact of prophy-

lactic vaccines remains medically undisputed. For vac-

cines that have been used for a while, the most pressing

issues that remain are their implementation and contin-

ued use in the poorest countries globally, particularly in

those that are ravaged by war and other political turmoil.

To achieve even better global coverage however, will

require the continued collaboration and strong commit-

ment of the public and private sector. It is also encourag-

ing that over the last few years, increases in scientific

knowledge, changes in recommendations and policy and

new regulatory pathways are now providing the founda-

tion to develop vaccines for use in pregnant women to

address important neonatal infections and diseases for

which other approaches have either failed or were previ-

ously not feasible. Finally, after more than 100 years in

developing and implementing vaccines to protect popu-

lations, a new class of vaccines is being developed that

have the potential to protect individuals or groups of

individuals at risk for certain infectious diseases.

Funding statement
All authors were employees of Pfizer at time of writing

and as such may own Pfizer stock.

References

1. Seither R et al.: Vaccination coverage among children in
kindergarten — United States, 2013–14 school year. MMWR
Morb Mortal Wkly Rep 2014, 63:913-920.

2. Prevention CfDCa: Transcript for CDC Telebriefing: Measles in the
United States, 2015. January 29, 2015:. (available from: http://
www.cdc.gov/media/releases/2015/t0129-measles-in-us.html).

3. Clemmons NS et al.: Measles — United States, January 4–April
2, 2015. MMWR Morb Mortal Wkly Rep 2015, 64:373-376.

4. Pawlowski A, Kallenius G, Svenson SB: A new method of non-
cross-linking conjugation of polysaccharides to proteins via
thioether bonds for the preparation of saccharide–protein
conjugate vaccines. Vaccine 1999, 17:1474-1483.
www.sciencedirect.com

http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0450
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0450
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0450
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0450
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0450
http://www.cdc.gov/media/releases/2015/t0129-measles-in-us.html
http://www.cdc.gov/media/releases/2015/t0129-measles-in-us.html
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0460
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0460
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0460
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0460
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0465
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0465
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0465
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0465


Anti-infective vaccines for the 21st century Scully et al. 101
5. MacNeil JR et al.: Current epidemiology and trends in invasive
Haemophilus influenzae disease — United States, 1989–2008.
Clin Infect Dis 2011, 53:1230-1236.

6. Pilishvili T et al.: Sustained reductions in invasive pneumococcal
disease in the era of conjugate vaccine. J Infect Dis 2010,
201:32-41.

7. Black S et al.: Postlicensure surveillance for pneumococcal
invasive disease after use of heptavalent pneumococcal
conjugate vaccine in Northern California Kaiser Permanente.
Pediatr Infect Dis J 2004, 23:485-489.

8. Lexau CA et al.: Changing epidemiology of invasive
pneumococcal disease among older adults in the era of pediatric
pneumococcal conjugate vaccine. JAMA 2005, 294:2043-2051.

9. Hammitt LL et al.: Indirect effect of conjugate vaccine on adult
carriage of Streptococcus pneumoniae: an explanation of
trends in invasive pneumococcal disease. J Infect Dis 2006,
193:1487-1494.

10. Miller E et al.: Herd immunity and serotype replacement 4 years
after seven-valent pneumococcal conjugate vaccination in
England and Wales: an observational cohort study. Lancet
Infect Dis 2011, 11:760-768.

11. McIntosh ED, Reinert RR: Global prevailing and emerging
pediatric pneumococcal serotypes. Expert Rev Vaccines 2011,
10:109-129.

12. Greenberg RN et al.: Sequential administration of 13-valent
pneumococcal conjugate vaccine and 23-valent pneumococcal
polysaccharide vaccine in pneumococcal vaccine-naive adults
60–64 years of age. Vaccine 2014, 32:2364-2374.

13. Jackson LA et al.: Immunogenicity and safety of a 13-valent
pneumococcal conjugate vaccine in adults 70 years of age
and older previously vaccinated with 23-valent pneumococcal
polysaccharide vaccine. Vaccine 2013, 31:3585-3593.

14. Jackson LA et al.: Influence of initial vaccination with 13-valent
pneumococcal conjugate vaccine or 23-valent pneumococcal
polysaccharide vaccine on anti-pneumococcal responses
following subsequent pneumococcal vaccination in adults
50 years and older. Vaccine 2013, 31:3594-3602.

15. Bonten MJ et al.: Polysaccharide conjugate vaccine against
pneumococcal pneumonia in adults. N Engl J Med 2015,
372:1114-1125.

16. Skinner JM et al.: Pre-clinical evaluation of a 15-valent
pneumococcal conjugate vaccine (PCV15-CRM197) in an
infant-rhesus monkey immunogenicity model. Vaccine 2011,
29:8870-8876.

17. Ginsburg AS, Alderson MR: New conjugate vaccines for the
prevention of pneumococcal disease in developing countries.
Drugs Today (Barc) 2011, 47:207-214.

18. McNeil LK et al.: Role of factor H binding protein in Neisseria
meningitidis virulence and its potential as a vaccine candidate
to broadly protect against meningococcal disease. Microbiol
Mol Biol Rev 2013, 77:234-252.

19. Trotter CL, Maiden MC: Meningococcal vaccines and herd
immunity: lessons learned from serogroup C conjugate
vaccination programs. Expert Rev Vaccines 2009, 8:851-861.

20. Campbell H et al.: Updated postlicensure surveillance of the
meningococcal C conjugate vaccine in England and Wales:
effectiveness, validation of serological correlates of
protection, and modeling predictions of the duration of herd
immunity. Clin Vaccine Immunol 2010, 17:840-847.

21. Trotter CL, Ramsay ME: Vaccination against meningococcal
disease in Europe: review and recommendations for the use of
conjugate vaccines. FEMS Microbiol Rev 2007, 31:101-107.

22. Finne J, Leinonen M, Makela PH: Antigenic similarities between
brain components and bacteria causing meningitis.
Implications for vaccine development and pathogenesis.
Lancet 1983, 2:355-357.

23. Saunders NJ et al.: Repeat-associated phase variable genes in
the complete genome sequence of Neisseria meningitidis
strain MC58. Mol Microbiol 2000, 37:207-215.
www.sciencedirect.com 
24. Wang X et al.: Prevalence and genetic diversity of candidate
vaccine antigens among invasive Neisseria meningitidis
isolates in the United States. Vaccine 2011, 29:4739-4744.

25. McNeil LK et al.: Detection of LP2086 on the cell surface of
Neisseria meningitidis and its accessibility in the presence
of serogroup B capsular polysaccharide. Vaccine 2009,
27:3417-3421.

26. Murphy E et al.: Sequence diversity of the factor H binding
protein vaccine candidate in epidemiologically relevant
strains of serogroup B Neisseria meningitidis. J Infect Dis 2009,
200:379-389.

27. Schwarz R et al.: Detecting species-site dependencies in large
multiple sequence alignments. Nucleic Acids Res 2009,
37:5959-5968.

28. Trumenba: a serogroup B meningococcal vaccine. Med Lett
Drugs Ther 2015, 57:7-8.

29. In brief: prevention of meningococcus B disease. Med Lett
Drugs Ther 2013, 55:97.

30. Hoiseth SK et al.: A multi-country evaluation of Neisseria
meningitidis serogroup B factor H-binding proteins and
implications for vaccine coverage in different age groups.
Pediatr Infect Dis J 2013, 32:1096-1101.

31. Tondella ML et al.: Distribution of Neisseria meningitidis
serogroup B serosubtypes and serotypes circulating in the
United States. The Active Bacterial Core Surveillance Team. J
Clin Microbiol 2000, 38:3323-3328.

32. Comanducci M et al.: NadA diversity and carriage in Neisseria
meningitidis. Infect Immun 2004, 72:4217-4223.

33. Marc LaForce F et al.: Epidemic meningitis due to Group A
Neisseria meningitidis in the African meningitis belt: a
persistent problem with an imminent solution. Vaccine 2009,
27(Suppl 2):B13-B19.

34. Daugla DM et al.: Effect of a serogroup A meningococcal
conjugate vaccine (PsA-TT) on serogroup A meningococcal
meningitis and carriage in Chad: a community study
[corrected]. Lancet 2014, 383:40-47.

35. Meningococcal A conjugate vaccine: updated guidance,
February 2015. Wkly Epidemiol Rec 2015, 90:57-62.

36. Merck: Highlights of Prescribing Information. 2015:. (available
from: http://www.fda.gov/downloads/BiologicsBloodVaccines/
Vaccines/ApprovedProducts/UCM111263.pdf).

37. Lowy DR, Schiller JT: Prophylactic human papillomavirus
vaccines. J Clin Invest 2006, 116:1167-1173.

38. Stokley S et al.: Human papillomavirus vaccination coverage
among adolescents, 2007–2013, and postlicensure vaccine
safety monitoring, 2006–2014 — United States. MMWR Morb
Mortal Wkly Rep 2014, 63:620-624.

39. Centers for Disease C and Prevention: FDA licensure of bivalent
human papillomavirus vaccine (HPV2, Cervarix) for use in
females and updated HPV vaccination recommendations from
the Advisory Committee on Immunization Practices (ACIP).
MMWR Morb Mortal Wkly Rep 2010, 59:626-629.

40. Kirby T: FDA approves new upgraded Gardasil 9. Lancet Oncol
2015, 16:e56.

41. Rotavirus vaccines WHO position paper: January 2013 —
recommendations. Vaccine 2013, 31:6170-6171.

42. Ruiz-Palacios GM et al.: Safety and efficacy of an attenuated
vaccine against severe rotavirus gastroenteritis. N Engl J Med
2006, 354:11-22.

43. Vesikari T et al.: Efficacy of human rotavirus vaccine against
rotavirus gastroenteritis during the first 2 years of life in
European infants: randomised, double-blind controlled study.
Lancet 2007, 370:1757-1763.

44. Vesikari T et al.: Safety and efficacy of a pentavalent human-
bovine (WC3) reassortant rotavirus vaccine. N Engl J Med 2006,
354:23-33.
Current Opinion in Microbiology 2015, 27:96–102

http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0470
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0470
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0470
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0470
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0470
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0475
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0475
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0475
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0480
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0480
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0480
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0480
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0485
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0485
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0485
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0490
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0490
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0490
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0490
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0495
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0495
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0495
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0495
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0500
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0500
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0500
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0505
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0505
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0505
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0505
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0510
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0510
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0510
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0510
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0515
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0515
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0515
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0515
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0515
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0520
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0520
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0520
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0525
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0525
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0525
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0525
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0530
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0530
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0530
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0535
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0535
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0535
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0535
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0540
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0540
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0540
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0545
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0545
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0545
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0545
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0545
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0550
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0550
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0550
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0555
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0555
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0555
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0555
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0560
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0560
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0560
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0565
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0565
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0565
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0570
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0570
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0570
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0570
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0575
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0575
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0575
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0575
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0580
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0580
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0580
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0585
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0585
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0590
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0590
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0595
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0595
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0595
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0595
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0600
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0600
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0600
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0600
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0605
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0605
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0610
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0610
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0610
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0610
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0615
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0615
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0615
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0615
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0620
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0620
http://www.fda.gov/downloads/BiologicsBloodVaccines/Vaccines/ApprovedProducts/UCM111263.pdf
http://www.fda.gov/downloads/BiologicsBloodVaccines/Vaccines/ApprovedProducts/UCM111263.pdf
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0630
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0630
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0635
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0635
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0635
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0635
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0635
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0635
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0640
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0640
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0640
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0640
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0640
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0645
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0645
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0650
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0650
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0650
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0650
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0655
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0655
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0655
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0660
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0660
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0660
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0660
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0665
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0665
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0665


102 Antimicrobials
45. Kollaritsch H, Kundi M, Giaquinto C, Paulke-Korinek M: Rotavirus
vaccines: a story of success. Clin Microbiol Infect 2015,
21:735-743.

46. Withdrawal of rotavirus vaccine recommendation. MMWR
Morb Mortal Wkly Rep 1999, 48:1007.

47. Glass RI et al.: Rotavirus vaccines: successes and challenges. J
Infect 2014, 68(Suppl 1):S9-S18.

48. Plotkin SL, Plotkin SA: A short history of vaccination. In
Vaccines, edn 4. Edited by Plotkin SA, Orenstein WA.Philadelphia:
WB Saunders; 2004:1-15.

49. Guzman MG et al.: Dengue: a continuing global threat. Nat Rev
Microbiol 2010, 8(Suppl):S7-S16.

50. Bhatt S et al.: The global distribution and burden of dengue.
Nature 2013, 496:504-507.

51. Villar L et al.: Efficacy of a tetravalent dengue vaccine in
children in Latin America. N Engl J Med 2015, 372:113-123.

52. WHO: Statement on the 1st Meeting of the IHR Emergency
Committee on the 2014 Ebola Outbreak in West Africa. 2014.
(available from: http://www.who.int/mediacentre/news/
statements/2014/ebola-20140808/en/; cited 04.05.15).

53. WHO: Ebola Virus Disease. 2015.

54. WHO: Ebola Situation Report — 22 April 2015. 2015:. (available
from: http://apps.who.int/ebola/current-situation/
ebola-situation-report-22-april-2015-0; cited 04.05.15).

55. CIDRAP: Recommendations for Accelerating the Development of
Ebola Vaccines. University of Minnesota; 2015:: 1-84.

56. Ledgerwood JE, DeZure AD, Stanley DA, Novik L, Enama ME,
Berkowitz NM, Hu Z, Joshi G, Ploquin A, Sitar S et al.:
Chimpanzee adenovirus vector Ebola vaccine — preliminary
report. N Engl J Med 2014.

57. Scully IL et al.: Covering all the bases: preclinical development
of an effective Staphylococcus aureus vaccine. Front Immunol
2014, 5:109.

58. Nissen M, Marshall H, Richmond P, Shakib S, Jiang Q, Cooper D,
Rill D, Baber J, Eiden J, Gruber W et al.: A randomized phase I
study of the safety and immunogenicity of three ascending
dose levels of a 3-antigen Staphylococcus aureus vaccine
(SA3Ag) in healthy adults. Vaccine 2015, 33:1846-1854.

59. Levy J, Licini L, Haelterman E, Moris P, Lestrate P, Damaso S, Van
Belle P, Boutriau D: Safety and immunogenicity of an
investigational 4-component Staphylococcus aureus vaccine
with or without AS03B adjuvant: results of a randomized phase
I trial. Hum Vaccin Immunother 2015, 11:620-631.

60. Bagnoli F, Fontana MR, Soldaini E, Mishra RP, Fiaschi L,
Cartocci E, Nardi-Dei V, Ruggiero P, Nosari S, De Falco MG et al.:
Vaccine composition formulated with a novel TLR7-
dependent adjuvant induces high and broad protection
against Staphylococcus aureus. Proc Natl Acad Sci U S A 2015,
112:3680-3685.

61. US FDA grants fast-track designation to Sanofi Pasteur’s
investigational Clostridium difficile vaccine. Clin Infect Dis
2011, 52:i-ii.

62. Donald RG et al.: A novel approach to generate a recombinant
toxoid vaccine against Clostridium difficile. Microbiology 2013,
159(Pt 7):1254-1266.

63. Swanson KA et al.: Adult vaccination. Hum Vaccin Immunother
2015, 11:150-155.

64. Lowy I et al.: Treatment with monoclonal antibodies against
Clostridium difficile toxins. N Engl J Med 2010, 362:197-205.

65. Practices ACoI: Guiding Principles for Development of ACIP
Recommendations for Vaccination During Pregnancy and
Breastfeeding. 2008:. (available from: http://www.cdc.gov/
vaccines/acip/committee/downloads/preg-principles-2008.pdf;
cited 19.03.15).

66. Madhi SA et al.: Influenza vaccination of pregnant women and
protection of their infants. N Engl J Med 2014, 371:918-931.
Current Opinion in Microbiology 2015, 27:96–102 
67. Zaman K et al.: Effectiveness of maternal influenza
immunization in mothers and infants. N Engl J Med 2008,
359:1555-1564.

68. Swamy GK, Heine RP: Vaccinations for pregnant women.
Obstet Gynecol 2015, 125:212-226.

69. Graham BS: Biological challenges and technological
opportunities for respiratory syncytial virus vaccine
development. Immunol Rev 2011, 239:149-166.

70. American Academy of Pediatrics Committee on Infectious D and C
American Academy of Pediatrics Bronchiolitis Guidelines: Updated
guidance for palivizumab prophylaxis among infants and young
children at increased risk of hospitalization for respiratory
syncytial virus infection. Pediatrics 2014, 134:e620-e638.

71. McLellan JS, Ray WC, Peeples ME: Structure and function of
respiratory syncytial virus surface glycoproteins. Curr Top
Microbiol Immunol 2013, 372:83-104.

72. McLellan JS et al.: Structure-based design of a fusion
glycoprotein vaccine for respiratory syncytial virus. Science
2013, 342:592-598.

73. McLellan JS et al.: Structure of RSV fusion glycoprotein trimer
bound to a prefusion-specific neutralizing antibody. Science
2013, 340:1113-1117.

74. WHO: Global Update on the Health Sector Response to HIV, 2014.
World Health Organization; 2014:: 1-174.

75. Mocroft A et al.: Decline in the AIDS and death rates in the
EuroSIDA study: an observational study. Lancet 2003,
362:22-29.

76. Palella FJ Jr et al.: Declining morbidity and mortality among
patients with advanced human immunodeficiency virus
infection. HIV Outpatient Study Investigators. N Engl J Med
1998, 338:853-860.

77. Mann JK, Ndung’u T: HIV-1 vaccine immunogen design
strategies. Virol J 2015, 12:3.

78. Chun TW et al.: Quantification of latent tissue reservoirs and total
body viral load in HIV-1 infection. Nature 1997, 387:183-188.

79. Tongo M, Burgers WA: Challenges in the design of a T cell vaccine
in the context of HIV-1 diversity. Viruses 2014, 6:3968-3990.

80. Demers KR, Reuter MA, Betts MR: CD8(+) T-cell effector
function and transcriptional regulation during HIV
pathogenesis. Immunol Rev 2013, 254:190-206.

81. Rerks-Ngarm S et al.: Vaccination with ALVAC and AIDSVAX to
prevent HIV-1 infection in Thailand. N Engl J Med 2009,
361:2209-2220.

82. Wong A: The HIV pipeline. Nat Rev Drug Discov 2014, 13:649-650.

83. WHO: Global Prevalence and Incidence of Selected Curable
Sexually Transmitted Infections — 2008. Geneva: World Health
Organization; 2012.

84. CDC: Sexually Transmitted Disease Surveillance 2012. Atlanta:
U.S. Department of Health and Human Services; 2013.

85. Sharma H et al.: Microbiota and pelvic inflammatory disease.
Semin Reprod Med 2014, 32:43-49.

86. Mabey DC et al.: Towards a safe and effective chlamydial
vaccine: lessons from the eye. Vaccine 2014, 32:1572-1578.

87. Hafner LM, Wilson DP, Timms P: Development status and future
prospects for a vaccine against Chlamydia trachomatis
infection. Vaccine 2014, 32:1563-1571.

88. Pal S et al.: Immunization with the Chlamydia trachomatis
mouse pneumonitis major outer membrane protein can elicit a
protective immune response against a genital challenge. Infect
Immun 2001, 69:6240-6247.

89. Kari L et al.: A live-attenuated chlamydial vaccine protects
against trachoma in nonhuman primates. J Exp Med 2011,
208:2217-2223.
www.sciencedirect.com

http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0670
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0670
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0670
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0675
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0675
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0680
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0680
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0685
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0685
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0685
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0685
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0690
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0690
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0695
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0695
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0700
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0700
http://www.who.int/mediacentre/news/statements/2014/ebola-20140808/en/
http://www.who.int/mediacentre/news/statements/2014/ebola-20140808/en/
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0710
http://apps.who.int/ebola/current-situation/ebola-situation-report-22-april-2015-0
http://apps.who.int/ebola/current-situation/ebola-situation-report-22-april-2015-0
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0720
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0720
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0720
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0725
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0725
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0725
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0725
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0725
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0725
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0730
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0730
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0730
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0735
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0735
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0735
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0735
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0735
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0740
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0740
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0740
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0740
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0740
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0745
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0745
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0745
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0745
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0745
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0745
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0750
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0750
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0750
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0755
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0755
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0755
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0760
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0760
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0765
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0765
http://www.cdc.gov/vaccines/acip/committee/downloads/preg-principles-2008.pdf
http://www.cdc.gov/vaccines/acip/committee/downloads/preg-principles-2008.pdf
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0775
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0775
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0780
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0780
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0780
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0785
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0785
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0790
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0790
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0790
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0795
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0795
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0795
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0795
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0795
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0800
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0800
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0800
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0805
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0805
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0805
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0810
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0810
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0810
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0815
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0815
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0815
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0820
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0820
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0820
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0825
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0825
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0825
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0825
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0830
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0830
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0835
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0835
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0840
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0840
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0845
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0845
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0845
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0850
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0850
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0850
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0855
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0860
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0860
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0860
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0860
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0860
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0865
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0865
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0870
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0870
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0875
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0875
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0880
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0880
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0880
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0885
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0885
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0885
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0885
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0890
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0890
http://refhub.elsevier.com/S1369-5274(15)00097-1/sbref0890

	Anti-infective vaccination in the 21st century—new horizons for personal and public health
	Introduction
	Vaccine breakthroughs this century
	Vaccines currently in development
	Vaccines with new paths forward
	Vaccines with medical need but unclear paths forward

	Conclusion
	Funding statement


