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6th Euregional Maastricht symposium on Immune Compromised Traveller 
 6th EUMICT 2022, June 9th – Program and abstracts 

 
Ruys/Rijckevorsel/Platte/Vormzaal: 14:00 – 17:30 u 
 
Euregional Maastricht symposium on Immune Compromised Traveller (EUMICT) I 
Chairs: Selwyn Lowe & Sabine Hermans 
 
Time (hour) 
14:00:  Vaccination of solid organ transplant recipients 
 Oriol Manuel 
14:30:  Vaccination of hematopoietic stem cell transplant recipients 
 Per Ljungman 
15:00:  Well vaccinated in the past but now on immunosuppressive medication: when unprotected
 Abraham Goorhuis 
 
15:30 – 16:00: Break 
 
Euregional Maastricht symposium on Immune Compromised Traveller (EUMICT) II 
Chairs: Selwyn Lowe & Katja de Jong 
 
16:00: How to vaccinate a patient with multiple sclerosis 
 Gilles Eperon 
16:30:  Tick-Borne Encephalitis (TBE)-vaccine failure in immunocompromised and older patients 
 Helena Hervius Askling 
16:50: Rabies prophylaxis in immunocompromised travellers 
 Cornelis de Pijper 
17:10: Immunogenicity and boostability of a 3-dose rabies pre-exposure prophylaxis schedule in 
 adults receiving immunosuppressive monotherapy  
 Hannah Garcia Garrido 
17:30: Closure 
 
Each presentation includes 5 minutes for discussion 
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Speakers and Chairs: 
 

Oriol Manuel, Infectious Diseases Service and Transplantation Center, Lausanne University Hospital 
and University of Lausanne, Lausanne, Switzerland. 
 

Per Ljungman, MD, PhD. Professor (em) of Hematology, Division of Hematology, Dept. of Medicine 
Huddinge, Karolinska Institutet. Senior physician, Dept. of Cellular Therapy and Allogeneic Stem Cell 
Transplantation, Karolinska Comprehensive Cancer Center, Karolinska University Hospital Huddinge 
Stockholm, Sweden 
 

Abraham Goorhuis, MD, PhD, Center for Tropical Medicine and Travel Medicine, Department of 
Infectious Diseases, Division of Internal Medicine, Amsterdam University Medical Centers, 
University of Amsterdam, Amsterdam, The Netherlands. 
 

Gilles Eperon, MD, DTM&H. Deputy medical head  Division of Tropical and Humanitarian Division, 
Geneva, University Hospitals, Geneva, Switzerland’ 
 

Helena Hervius Askling, MD, PhD, Senior Consultant Infectious Diseases, Academic Specialist Centre 
Health Care Services Stockholm County, Region Stockholm and Division for Infectious Diseases 
Department of Medicine, Solna, Karolinska Institutet. 
 

Cornelis de Pijper, MD, PhD-candidate, Center for Tropical Medicine and Travel Medicine, 
Department of Infectious Diseases, Division of Internal Medicine, Amsterdam University Medical 
Centers, University of Amsterdam, Amsterdam, The Netherlands. 
 

Hannah Garcia Garrido, MD, PhD Center for Tropical Medicine and Travel Medicine, Department of 
Infectious Diseases, Division of Internal Medicine, Amsterdam University Medical Centers, 
University of Amsterdam, Amsterdam, The Netherlands. 
 

Sabine Hermans, MD, PhD, Center for Tropical Medicine and Travel Medicine, Department of 
Infectious Diseases, Division of Internal Medicine, Amsterdam University Medical Centers, 
University of Amsterdam, Amsterdam, The Netherlands. 
 

Katja de Jong, MD, PhD, Center for Tropical Medicine and Travel Medicine, Department of Infectious 
Diseases, Division of Internal Medicine, Amsterdam University Medical Centers, 
University of Amsterdam, Amsterdam, The Netherlands. 
 

Selwyn Lowe, MD, PhD, Chair 6th EUMICT 2022, internist-consultant infectious diseases, 
Director, residency training program Infectious Diseases, Section Infectious Diseases, 
Department of Medical Microbiology, infectious diseases & Infection prevention and 
Department of Internal Medicine, Maastricht UMC+, Maastricht, The Netherlands. 
 

Website: www.minc.eu/eumict 
 
 

http://www.minc.eu/eumict
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Abstracts 

Vaccination of solid organ transplant recipients. Oriol Manuel 
Vaccination in solid-organ transplant (SOT) recipients is challenging. Transplant recipients are at 
higher risk for vaccine-preventable infections, while immunogenicity of vaccines is impaired due to 
long-term immunosuppression. Live vaccines are generally contra-indicated after transplantation. 
Given the increased survival and quality of live, SOT recipients are travelling more commonly than 
before. Transplant programs need therefore to provide specific vaccine consultations to transplant 
candidates and recipients. In this talk, I summarize the existent evidence on the immunogenicity, 
safety, and efficacy of most common vaccines in SOT recipients, including Covid-19 and travel 
vaccines, I will describe hurdles and opportunities for implementing a successful vaccination program 
in transplantation, and I will describe novel strategies for improving vaccine immunogenicity in SOT 
recipients.  
 
Vaccination of hematopoietic stem cell transplant recipients. Per Ljungman 
Problem: Allogeneic stem cell transplant recipients change their immune system to the system of the 
donor. This results in many cases in a loss of immunological memory resulting in loss of protective 
immunity as well as the requirement of administering vaccines as primary immunization schedules. 
The types of transplantation and the presence and absence of graft-vs-host disease have impact on 
immune reconstitution and vaccine responses. Autologous stem cell transplant recipients instead are 
influenced by their underlying disease and given therapy both before and after the transplantation. 
Results/existing data: Over time several studies have been performed addressing these issues. 
International recommendations regarding revaccination have been produced based on these studies 
but also on assumption based on knowledge about immune reconstitution. There are no major risks 
for side effects with inactivated/protein/subunit vaccines such as tetanus, diphtheria, pneumococci 
meningococci, poliovirus, and HBV and vaccinations are recommended and normally undertaken 
during the first year post-transplant. Other important vaccines are against influenza and COVID-19. 
However, live vaccines might result in severe side effects and deaths have been reported. Therefore, 
vaccinations against measles, varicella, and yellow fever should not be undertaken until the immune 
system has adequately reconstituted and all immunosuppression has been discontinued normally 
meaning no earlier than two years after transplantation. 
Conclusion: Stem cell transplant recipients are prone to infections that might be encountered when 
travelling. These patients therefore need careful assessment and counselling before undertaking 
travel to reduce the risks. 
 
Well vaccinated in the past but now on immunosuppressive medication: when unprotected. 
Abraham Goorhuis  
Vaccination schedules are designed for the immunocompetent population, but it is not known 
whether the intervals of protection that are used for the immunocompetent population also apply 
for the immunocompromised population. For several vaccinations, such as pneumococcal 
vaccination and hepatitis A vaccination in various groups of immunocompromised patients, no 
guidelines exist regarding the duration of protection after revaccination. This session provides some 
theoretical and practical considerations that can be useful for clinicians who care or 
immunocompromised patients. 
 
How to vaccinate a patient with multiple sclerosis? Gilles Eperon 
Multiple sclerosis (MS) has benefited over the last fifteen years from an increase in the number of 
immunosuppressive/immunomodulating (ISIM) drugs which have led to a significant improvement in 
the management of the disease. However, the use of ISIM exposes patients to certain infectious 
risks, which is why the prevention of infectious diseases and in particular vaccination is now largely 
recommended, as with other immune-mediated inflammatory disorders (IMID). However, 
vaccinating the immunocompromised MS patient is complex as safety concern about potent relapse 
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or vaccine-associated disease (secondary to live attenuated vaccine), as well as immunogenicity has 
to be taken into account for each different medication and immunosuppressive effect.  
Taking in example new data about rabies inactivated-vaccine or yellow-fever live-attenuated-vaccine 
safety in MS patients, a short review of the last actual immunization international recommendations 
will be presented. However, it is also necessary to consider the wide heterogeneity of ISIM effects 
not only in the safety concern, but also in immunogenicity. Beside data on HBV vaccine 
immunogenicity between patients treated with natalizumab (NZB) or fingolimod, an algorithm for 
the careful use of live-attenuated vaccines with specific ISIM will be discussed. 
 
Tick Borne Encephalitis (TBE)-vaccine failure in immunocopromised and older patients. 
Helena Hervius Askling 
Tick Borne Encephalitis (TBE) is a viral disease mostly transmitted by ticks but also in rare cases from 
unpasteurized diary products. TBE is increasing in Europe despite safe and effective vaccines. The 
disease has expanded from east and central Europe to more western parts as well as a to higher 
altitudes. Older age and/or immunocompromising drugs increases the risk for a severe outcome and 
long-standing sequele. Therefore an effective TBE-vaccination schedule is important in this risk 
group. This talk will present the current knowledge on how to optimize the TBE- vaccination schedule 
and the underlying studies motivating this. TBE is a rare infection but can be a devastating disease 
and given the lack of a antiviral treatment it is essential to be familiar with the most immunogenic 
vaccine schedule for older and immunocompromised patients. 
 
Rabies prophylaxis in immunocompromised travellers. Cornelis de Pijper 
Background:  Rabies is a vaccine preventable disease. In April 2018, an updated version of the WHO 
position on rabies vaccines and immunoglobulins was published. For special groups, like 
immunocompromised patients (ICP’s), nothing changed regarding pre- and post exposure 
prophylaxis due to a paucity of published rabies data. These ICP’s are traveling more and more, 
where we encounter these patients more often in the travel clinics.  
Results/conclusion:  We present an overview on all limited rabies data in ICP’s available to date, as a 
warm-up to my colleague's next presentation on the very first rabies research in ICP’s. 
 
Immunogenicity and boostability of a 3-dose rabies pre-exposure prophylaxis schedule in adults 
receiving immunosuppressive monotherapy. Hannah Garcia Garrido  
Background: Rabies-associated mortality can be prevented by highly effective pre- and post-exposure 
prophylactic vaccination schedules, precluding the need for rabies immunoglobulins (RIG) in 
previously vaccinated individuals. However, for patients using immunosuppressive medication RIG is 
still required regardless of prior rabies vaccinations, as the immunogenicity of rabies PrEP and 
subsequent post-exposure prophylaxis (PEP) in this group remains unclear. We aimed to assess the 
immunogenicity and boostability of rabies PrEP in adults using immunosuppressive medication.  
Methods: In this prospective cohort study individuals receiving immunosuppressive monotherapy 
with either a conventional immunomodulator (cIM) or a TNF-alpha inhibitor for chronic inflammatory 
diseases received 3 doses of intramuscular rabies vaccine (days 0,7,21-28) followed by a 2-dose post-
exposure prophylaxis schedule (days 0,3) 12 months later. Rabies virus neutralizing antibodies 
(RVNA) were measured on months 0, 1, 2, 12 and 12+7days. The primary outcome was 
seroconversion at month 12+7 days (boostability) defined as RVNA titers >0.5 IU/mL. Geometric 
mean titers (GMT) and factors influencing titer magnitude and seroconversion were assessed in 
multivariable regression analyses.  
Results/Conclusion: Data are currently under analysis and will be presented at NECTM8. 
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