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Background: We investigated whether low socioeconomic status (SES), which is associated with reduced health and life expectancy, might play a role in increased risk for infectious diseases. Therefore, we explored the association between SES and immunoglobulin G (IgG) levels against various pathogens.

Methods: We analyzed the association between SES [educational level and net household income (NHI)] and serum IgG concentration against measles, mumps, rubella, varicella, Haemophilus influenzae type B (HiB), pneumococcus, meningococcus serogroup C (MenC), and cytomegalovirus (CMV) collected within a national cross-sectional serosurvey (2006/2007) using linear regression analyses among non-vaccinated individuals.

Results: Higher educational level was associated with higher IgG concentrations against measles (GMC ratio 1.34, 95% CI 1.18–1.53) and rubella (1.13, 1.02–1.25) compared to low education level. In contrast, higher education level was associated with lower IgG concentrations against pneumococcus (0.78, 0.70–0.88), MenC (0.54, 0.44–0.68), and CMV (0.23, 0.18–0.31) compared to low education level. This pattern was also evident when NHI was used as SES indicator.

Conclusion: Our study suggests that socioeconomic status is associated with antibody levels in a pathogen-dependent manner. The results suggest that differences in serological response upon infection or differences in exposure might be involved in the variation in IgG levels between SES groups.
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INTRODUCTION

Socioeconomic status (SES) is a well-known determinant for health status and lower life expectancy. SES is often determined by income or educational level and forms an important factor in health studies (1, 2). While a lot of research focused on the relation between SES and chronic diseases, only few studies have investigated the association of SES with infectious diseases. Several studies have shown that individuals with a lower SES have a higher risk of being cytomegalovirus (CMV) seropositive (3–5), a prevalent betaherpesvirus which has been suggested to be associated with enhanced aging of the immune system. This finding was also confirmed by a modeling study on SES in relation to infection control, which showed a decreasing CMV antibody response with increasing SES (6). A recent study by Aiello et al. indeed suggests enhanced aging of the immune system in individuals with low SES (7). Immune responses play an important role in the outcome of infections and differ between individuals. Diversity in immune responses between individuals is attributable to genetics, age, sex, and the environment (8). Perhaps SES is such an environmental influence affecting immunity, and thereby may influence exposure to and infection with pathogens. In addition, exposure to environmental risk factors such as air pollution and crowding is thought to be enhanced in individuals with low SES compared to high SES (9). Whether the characteristics of low SES individuals as described above contribute to altered immunity to encountered pathogens as measured by immunoglobulin G (IgG), and whether this may reflect their vulnerable health status, is unknown.

Since little is known about the association between SES and naturally derived antibody levels against pathogens, this study aimed to explore the association between SES and IgG levels against multiple (vaccine preventable) infectious disease causing agents. Presence of antibodies can be considered indicative for exposure to or infection with the pathogen. To provide an overview and to examine differences between pathogens, IgG levels against measles, mumps, rubella, varicella zoster virus (VZV), Haemophilus influenzae type B (HiB), Streptococcus pneumoniae (pneumococcus), Neisseria meningitidis (meningococcus) serogroup C (MenC), and CMV were studied using data from a national serosurvey conducted in the Netherlands in 2006-2007 (Pienter2 study). Vaccinations against all these respiratory transmitted pathogens were included in the National Immunization Program (NIP) of the Netherlands during Pienter2, except for varicella and CMV (10). As we wanted to study merely the effect of SES on natural infection, we only included participants aged 40–79 years during the serosurvey, as they were not yet immunized through the NIP and the studied IgG levels are thus reflecting immunity acquired through natural exposure to the pathogen.

MATERIALS AND METHODS

Study Design

The Pienter2 study (P2) is a Dutch population-wide cross-sectional serosurvey conducted between February 2006 and June 2007, aiming to collect data at a national level on antibody levels against pathogens that are targeted in the NIP. An extensive study description can be found elsewhere (11, 12). In short, the Netherlands were divided in five regions from which 40 municipalities (eight from each region) were randomly chosen, taken into account the number of inhabitants, to participate in the study. During the study, 19781 participants 0–79 years of age were invited to fill in a questionnaire and to donate a blood sample. This resulted in 6,348 (32%) completed questionnaires with a supplementary blood sample in the national sample including an oversampling of non-Western migrants. The P2 project was approved by the medical ethics testing committee of the foundation of therapeutic evaluation of medicines (METC-STEG) in Almere (clinical trial number; ISRCTN 20164309). Every participant signed an informed consent prior to study participation. All participants from the national sample (including oversampled migrants) who were 40–79 years of age were included in the current analyses (n = 2,743).

Laboratory Methods

Serological testing for antibodies against the different pathogens was performed with a fluorescent bead-based multiplex immunoassay (MMRV-MIA) using Luminex technology for simultaneous detection of measles, mumps, rubella, and varicella antibodies (13). For HiB, pneumococcus, and MenC antibody concentrations were determined likewise in separate assays (14, 15). Thirteen pneumococcal serotypes were analyzed in this study (i.e., serotype 1, 3, 4, 5, 6A, 6B, 7F, 9V, 14, 18C, 19A, 19F, and 23F). For CMV an ELISA kit, ETI-CYTOK-G PLUS (DiaSorin, Saluggia, Italy), was used with an upper detection limit of 10 IU/mL (3). Measurements above this threshold were set at 10 IU/mL (n = 149). IgG concentrations against all pathogens were determined and calibrated against internationally generally accepted standards, such as the World Health Organization (WHO) cut-offs.

Variables

For the measurement of socioeconomic status, the highest completed level of education and the net household income per month (NHI) were used as SES indicators. Educational level was divided in the categories low (i.e., no or primary education), intermediate (i.e., junior technical school, lower general or intermediate vocational secondary education), and high (i.e., higher vocational or higher general secondary education, pre-university or university education) (12). For NHI, low SES was defined as <€1,150, intermediate SES as €1,151–€3,050, and high SES as >€3,050 per month. As educational level and NHI are related but are not considered to be interchangeable, we decided to use both in separate analyses and in a combined analysis (16). Other characteristics that might be related to SES include age, sex, and ethnicity (16, 17). Therefore, the analyses were conducted with all ages combined and stratified by age group (i.e., 40–49, 50–59, 60–69, and 70–79 years). We also performed unadjusted and adjusted analyses, taking into account age category, sex, and ethnicity (Dutch vs. non-Dutch).

Data Analyses

We only included participants for whom all determinants and all antibody response data were available, and who were most likely not vaccinated against the selected pathogens (based on available vaccination data). Geometric mean concentrations (GMC) with 95% confidence intervals (CI) were calculated per subgroup based on the categorization of educational level or NHI, and age. The survey design with five strata (regions) and 40 clusters (municipalities) was taken into account in all analyses, which corrected the standard error of the estimates.

Linear regression analyses were performed to study the association between SES and the logarithmically transformed antibody concentration against the different pathogens. Separate linear regression analyses were conducted between NHI and educational level and pathogen-specific antibody level, for all ages combined and stratified by age groups. In the crude model, only the SES variable was included, while the adjusted model included age category, sex, and ethnicity. The interaction with age category was tested as well. We also performed a similar analysis of educational level and NHI combined, in which we only compared participants who were in the high category for both educational level and NHI to participants who were in the low category for educational level and NHI. The same was done for people who were in the intermediate category for educational level and NHI (vs. low category). In all analyses, we present the results as GMC ratios comparing high and intermediate SES to low SES.

In addition to the separate pneumococcal serotype specific regression models, a generalized estimation equation model (GEE) was applied to obtain an overall estimate of the GMC ratio across all pneumococcal serotypes with corresponding 95% CI, as the strength of the association with SES did not differ greatly between serotypes. The model included the SES determinant, and serotype for the crude estimates, combined with age category, sex, and ethnicity for the adjusted estimates. An exchangeable working correlation structure was used. P < 0.05 were considered significant. All analyses were conducted in SAS 9.4.

Validation of Study Results

To validate our results, we performed the same analyses using data from the Pienter1 study (P1), conducted between October 1995 and December 1996, which has a study design similar to P2 [details are described elsewhere (18)]. 15,189 inhabitants were invited to participate, of whom 8,539 (56%) completed the questionnaire and donated a blood sample. For the validation analyses in this project, 3,609 participants aged 40–79 years with questionnaires and blood samples available were included in the analyses, without oversampling of Non-Western migrants. In P1, only educational level as SES indicator was available. Antibody concentrations against HiB, MenC, and pneumococcus were determined in a similar manner in P1 and P2 (15, 19). For measles, mumps, rubella, and varicella antibodies were determined with ELISAs instead of MIAs (20–23), which showed good correlation between the assays (13). IgG levels against CMV were not determined. IgG levels were not available for all participants, leaving 629 (varicella) to 3,575 samples (measles, mumps, rubella) available for analysis (number of samples analyzed per pathogen are listed in Figure 4).

RESULTS

General characteristics of participants from P2 who had blood and questionnaires available are listed in Table 1 (n = 2,743). The majority of the study population was Dutch (>80%). Seventy-one participants were excluded because they received (part of a) MMR vaccination, 510 participants were excluded as no information on NHI was available, and 41 participants were excluded, as educational level was unknown. This left us with 2,172 participants for the NHI analyses, and 2,627 participants for the educational level analyses.


Table 1. Descriptive characteristics of participants from the Pienter2 national sample 40–79 years, with blood sample and questionnaire available (N = 2,743).
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When combining all age groups, higher educational level was significantly associated with higher IgG against measles (GMC ratio 1.34, 95% CI 1.18–1.53, p < 0.0001) and rubella (GMC ratio 1.13, 95% CI 1.02–1.25, p = 0.02) compared to lower educational level, (Figure 1). High educational level was not significantly associated with IgG levels against mumps, varicella, and HiB. In contrast, high educational level was significantly associated with lower IgG levels against MenC (GMC ratio 0.54, 95% CI 0.44–0.68, p < 0.0001), and pneumococcus (GMC ratio 0.78, 95% CI 0.70–0.88, p < 0.0001), compared to lower educational level. Serotype-specific pneumococcal GMC ratios for high educational level vs. low educational level for all ages combined ranged between 0.65 (95% CI 0.53–0.79, p < 0.0001) for serotype 6A and 1.02 (95% CI 0.86–1.20, p = 0.841) for serotype 3. Also for CMV higher educational level was significantly associated with lower IgG levels compared to lower educational level (GMC ratio 0.23, 95% CI 0.18–0.31, p < 0.0001). GMC IgGs against all pathogens were calculated per age group and educational level, and are included in Supplementary Figure 1. All associations were fairly similar for the different age groups, although for measles, pneumococcus, and MenC the associations were not significant in all age groups (Supplementary Figure 3). Interaction with age categories showed significant results for measles (p = 0.045), rubella (p = 0.007), and HiB (p = 0.006), indicating different strengths of the association across the age groups for these pathogens.
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FIGURE 1. Crude geometric mean concentration ratios per pathogen of high and intermediate educational level vs. low educational level with corresponding 95% C.I. N = 2,627.



Using NHI as SES indicator for all ages combined revealed that higher NHI was borderline significantly associated with higher IgG against measles (GMC ratio 1.12, 95% CI 0.99–1.26, p = 0.071) (Figure 2). High NHI was not significantly associated with IgG levels against mumps, rubella, varicella, HiB, and pneumococcus. High NHI was significantly associated with lower IgG levels against MenC (GMC ratio 0.68, 95% CI 0.49–0.94, p = 0.023), and CMV (GMC ratio 0.32, 95% CI 0.21–0.49, p < 0.0001) compared to low NHI. Serotype-specific pneumococcal GMC ratios for high NHI compared to low NHI for all ages ranged between 0.73 (95% CI 0.59–0.90, p = 0.004) for serotype 9V and 1.11 (95% CI 0.92–1.35, p = 0.269) for serotype 3. GMC IgGs against all pathogens were calculated per age group and NHI category, and are included in Supplementary Figure 2. The observed associations were fairly similar for the different age groups (Supplementary Figure 4). Interactions with age category showed significant results for rubella (p = 0.009), and HiB (p = 0.008). Moreover, both in the educational level and NHI analysis a dose response relationship was observed for almost all pathogens, with high SES differing more from low SES in IgG GMC compared to the intermediate SES (p-values for trends are included in Table 2).
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FIGURE 2. Crude geometric mean concentration ratios per pathogen of high and intermediate net household income (NHI) level vs. low NHI with corresponding 95% C.I. N = 2,172.




Table 2. P-values for trend across the socioeconomic status categories, education and net household income are analyzed separately.
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When performing a combined analysis of educational level and NHI, in which we compared participants who were in the low category for both educational level and NHI to participants who were in the high category for educational level and NHI, we observed similar associations (Figure 3). Adjusting for age category, sex, and ethnicity did not change the general pattern in all analyses (data not shown).


[image: image]

FIGURE 3. Crude geometric mean concentration ratios per pathogen of socioeconomic status (SES) combined. High and intermediate SES compared to low SES with corresponding 95% C.I. N = 1,256.



Finally, we also investigated the associations between educational level and IgG levels against the antigens tested in the P1 study, performed 10 years prior to the P2 study. For all ages combined, we observed similar associations between educational levels and IgG concentrations against most pathogens (Figure 4), although, educational level was not significantly associated with IgG levels against measles, mumps, rubella, varicella, and HiB. Higher educational level was significantly associated with lower IgG levels against MenC (GMC ratio 0.60, 95% CI 0.39–0.92, p = 0.024) and pneumococcus (GMC ratio 0.74, 95% CI 0.62–0.89, p = 0.001) compared to lower educational level.
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FIGURE 4. Validation in Pienter 1. Crude geometric mean concentration ratios per pathogen of high and intermediate educational level vs. low educational level with corresponding 95% C.I. N (measles, mumps, rubella) = 3,575, N (varicella) = 629, N (HiB) = 3,571, N (pneumo) = 723, N (MenC) = 749.



DISCUSSION

In this study, the association between socioeconomic status and naturally derived IgG antibody concentrations as a measure for infectious disease induced immune response across different pathogens was explored. We investigated both educational level and income as separate SES indicators, and found for both criteria that, in general, people with lower SES have higher antibody levels against pneumococcus, MenC, and CMV, and lower IgG levels against measles. No association was found between SES and IgG level against mumps, rubella, varicella, and HiB. After adjusting for age category, sex, and ethnicity, this pattern remained evident.

The directions of the association observed in our results are, mostly, supported by earlier research; The Third National Health and Nutrition Examination Survey (NHANES III, 1988–1994) in the United States showed that less years of education were associated with higher antibody levels against CMV in all age groups, as was a lower family income (24). Data from another NHANES study (1999–2004), also indicated that individuals with “less than or equal to high school” educational level, had lower odds on being measles seropositive (25). However, such associations were not found for rubella (26). There are studies indicating that the incidence of HiB disease is higher among socially disadvantaged populations (27, 28). However, we were not able to confirm this in our study through different IgG levels between SES groups. Furthermore, community acquired pneumonia (CAP), which can be caused by pneumococcus, is thought to be associated with lower SES (29), and also the risk of invasive meningococcal disease (IMD) in children younger than 15 years of age is inversely related to SES factors such as parental educational level and crowding (30). Also Cleary and colleagues found an increased risk of meningococcal carriage with decreasing SES (31). This suggests that lower antibody levels against these bacteria may indicate less carriage of these bacteria and thereby less risk of developing CAP or IMD.

Interestingly, the association between SES and antibody levels was clearly different for the various pathogens. Differences in the nature of the pathogen or differences in carriage and exposure might be involved in the different outcomes. Pneumococci, meningococci, and HiB are characterized by (widespread) carriage among children and adolescents, while CMV is increasingly present with increasing age (4, 32). Measles, mumps, rubella and varicella are viruses inducing typical children's diseases after which the pathogen is cleared, except for varicella zoster virus, which remains latently present. In addition, there is less circulation of these pathogens among the adult population, as the antibodies provide protection for a long time (33–36).

Therefore, higher antibody responses to infections such as pneumococcus and MenC (32), might reflect higher exposure to these pathogens in low SES individuals. Moreover, pathogen carriage and exposure might be related to SES factors as well; for example, air pollution, crowding, or knowledge about (hand) hygiene might be involved in the frequency and intensity of carriage and exposure, which can in turn be reflected in IgG levels against such pathogens. The absence of an association for HiB might be explained by a lower carriage rate compared to pneumococcus and MenC, and less disease. This results in less circulation and fewer differences in exposure and IgG levels. On the other hand, IgG levels against typical children's diseases (i.e., measles, mumps, rubella, and varicella) are more likely to reflect the primary response evoked by exposure during childhood, as there is little exposure later in life. As there are no differences in seroprevalence between the SES groups for the viruses (all about 99%), primary response seems important here. On the other hand, for CMV we see a steep increase of seroprevalence with decreasing SES, which is indicative for more exposure to the pathogen, perhaps as a result of difference in hygienic measures or contact with children. However, more research is needed to study these hypotheses.

Several elements of this study support the robustness of our findings. First, the SES indicators that were used (i.e., educational level and NHI) showed a similar effect on the antibody levels, although the differences between SES categories were less outspoken when using NHI (which could have been caused by smaller numbers). Educational level might better reflect SES in early life and provides the foundation and knowledge for healthy behavior, while NHI is a better representative of recent socioeconomic status and the amount of money people can invest in their health through nutrition or housing later in life (37). Including both indicators in the study separately provided us with a more reliable result as the general pattern was quite consistent across the indicators. Importantly, a similar pattern was observed in the P1 study using only educational level as SES indicator, which validated our results in another study population. In addition, the results remained evident across age groups in both P1 and P2. Finally, a dose-response effect was observed for both the income and educational level, with (for most of the analyses) the high SES being more different from the low SES than the intermediate SES.

The methodological decision to include only participants with complete data in the analyses was based on the missing NHI data. As NHI is most likely to be missing not at random (MNAR), i.e., not depending on measured covariables but on the value of the variable itself, statistical solutions such as imputation are not reducing the bias (38). We decided to include only participants with all determinants available, realizing that we might be missing a specific set of people in the NHI analysis who did not want to provide the height of their income, which we assume is most likely to be rather low or very high. However, the fact that the same results were found when educational level or NHI was used as SES indicator is reassuring that the potential bias induced by the missing NHI data on the association is minimal.

Some studies use more SES categories or other SES variables such as poverty level or occupation (16). In the current study, we only included educational level and NHI as SES indicators, as no other SES information was available. The categories were based on the P2 studies (12), however, sometimes a fourth (education) category is included in health research. We decided not to do so, as the expected differences between categories were minor. Moreover, we analyzed the SES indicators separately and combined, as educational level and NHI are not interchangeable (16) and found similar results.

Our study included a large sample size from a national database, which enabled us to assess antibody levels in three SES categories. Limitations that should be considered include the cross-sectional design of the serosurvey, which restricted us in studying causal mechanisms. In addition, data on smoking and drinking habits were not available in P2, which can be considered a drawback. This information could have been relevant to consider, as these are specific lifestyle-related risk factors for invasive pneumococcal disease (IPD) and IMD (39, 40), and as it could perhaps have explained the effect of educational level we found. This also holds for other exposure related variables that might have explained the observed associations, which we did not have in the questionnaire or only for a limited number of people. Although we excluded individuals with documented or self-reported vaccination against measles and rubella, there might still be some individuals (in particular in the younger age classes) that were vaccinated, which could have affected the measured IgG levels. Finally, an important difficulty embedded in this study is what should and what should not be taken into account when studying SES. Socioeconomic status is an abstract phenomenon and educational level or income is only a proxy to study this construct (16). SES itself is probably not the causal factor, but other factors that are represented by or related to SES might cause differences in IgG responses after infection (37).

In conclusion, we showed that socioeconomic status is associated with naturally derived antibody levels and that this association is pathogen-dependent. The results suggest that differences in serological response upon infection or differences in exposure might be involved in the variation in IgG levels between SES groups. More research is needed to thoroughly establish this association and the mechanisms through which differences in antibody levels are induced, to investigate this association in vaccinated individuals, and to assess whether an association can also be established between SES and reported illness.

AUTHOR CONTRIBUTIONS

DvB, NR, and MK designed the study. JH, AB, and MK analyzed the data. All authors interpreted the data. JH wrote the first draft of the manuscript. All authors critically reviewed and commented on the manuscript before agreeing with the final version.

FUNDING

The Dutch Ministry of Health, Welfare and Sports funded this study.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpubh.2018.00209/full#supplementary-material

REFERENCES

 1. Chetty R, Stepner M, Abraham S, Lin S, Scuderi B, Turner N, et al. The association between income and life expectancy in the United States, 2001-2014. JAMA (2016) 315:1750–66. doi: 10.1001/jama.2016.4226

 2. Olshansky SJ, Antonucci T, Berkman L, Binstock RH, Boersch-Supan A, Cacioppo JT, et al. Differences in life expectancy due to race and educational differences are widening, and many may not catch up. Health Affairs (2012) 31:1803–13. doi: 10.1377/hlthaff.2011.0746

 3. Korndewal MJ, Mollema L, Tcherniaeva I, van der Klis F, Kroes AC, Oudesluys-Murphy AM, et al. Cytomegalovirus infection in the Netherlands: seroprevalence, risk factors, and implications. J Clin Virol. (2015) 63:53–8. doi: 10.1016/j.jcv.2014.11.033

 4. Cannon MJ. Congenital cytomegalovirus (CMV) epidemiology and awareness. J Clin Virol. (2009) 46(Suppl. 4):S6–10. doi: 10.1016/j.jcv.2009.09.002

 5. Voigt S, Schaffrath Rosario A, Mankertz A. Cytomegalovirus seroprevalence among children and adolescents in germany: data from the german health interview and examination survey for children and adolescents (KiGGS), 2003-2006. Open forum Infect Dis. (2016) 3:ofv193. doi: 10.1093/ofid/ofv193

 6. Meier HCS, Haan MN, Mendes de Leon CF, Simanek AM, Dowd JB, Aiello AE. Early life socioeconomic position and immune response to persistent infections among elderly Latinos. Soc Sci Med. (2016) 166:77–85. doi: 10.1016/j.socscimed.2016.07.004

 7. Aiello AE, Feinstein L, Dowd JB, Pawelec G, Derhovanessian E, Galea S, et al. Income and markers of immunological cellular aging. Psychosomatic Med. (2016) 78:657–66. doi: 10.1097/psy.0000000000000320

 8. Liston A, Carr EJ, Linterman MA. Shaping variation in the human immune system. Trends Immunol. (2016) 37:637–46. doi: 10.1016/j.it.2016.08.002

 9. Evans GW, Kantrowitz E. Socioeconomic status and health: the potential role of environmental risk exposure. Annu Rev Public Health (2002) 23:303–31. doi: 10.1146/annurev.publhealth.23.112001.112349

 10. Schurink-van't Klooster TM, de Melker HE. The National Immunisation Programme in the Netherlands. Surveillance and Developments in 2015-2016. Bilthoven: National Institute for Public Health and Environment; 2016. RIVM Report 2016-0141.

 11. van der Klis FR, Mollema L, Berbers GA, de Melker HE, Coutinho RA. Second national serum bank for population-based seroprevalence studies in the netherlands. Neth J Med. (2009) 67:301–8.

 12. Mollema L, Melker HEd, Hahné SJM, Weert JWMv, Berbers GAM, Klis FRMvd. PIENTER 2-Project: Second Research Project on the Protection Against Infectious Diseases Offered by the National Immunization Programme in the Netherlands. Bilthoven: National Institute for Public Health and the Environment (2009).

 13. Smits GP, van Gageldonk PG, Schouls LM, van der Klis FR, Berbers GA. Development of a bead-based multiplex immunoassay for simultaneous quantitative detection of IgG serum antibodies against measles, mumps, rubella, and varicella-zoster virus. Clin Vaccine Immunol. (2012) 19:396–400. doi: 10.1128/VCI.05537-11

 14. Elberse KE, Tcherniaeva I, Berbers GA, Schouls LM. Optimization and application of a multiplex bead-based assay to quantify serotype-specific IgG against Streptococcus pneumoniae polysaccharides: response to the booster vaccine after immunization with the pneumococcal 7-valent conjugate vaccine. Clin Vaccine Immunol. (2010) 17:674–82. doi: 10.1128/CVI.00408-09

 15. de Voer RM, Schepp RM, Versteegh FG, van der Klis FR, Berbers GA. Simultaneous detection of Haemophilus influenzae type b polysaccharide-specific antibodies and Neisseria meningitidis serogroup A, C, Y, and W-135 polysaccharide-specific antibodies in a fluorescent-bead-based multiplex immunoassay. Clin Vaccine Immunol. (2009) 16:433–6. doi: 10.1128/CVI.00364-08

 16. Braveman PA, Cubbin C, Egerter S, Chideya S, Marchi KS, Metzler M, et al. Socioeconomic status in health research: one size does not fit all. JAMA (2005) 294:2879–88. doi: 10.1001/jama.294.22.2879

 17. Calixto O-J, Anaya J-M. Socioeconomic status. The relationship with health and autoimmune diseases. Autoimmun Rev. (2014) 13:641–54. doi: 10.1016/j.autrev.2013.12.002

 18. De Melker H, Conyn-van Spaendonck M. Immunosurveillance and the evaluation of national immunization programmes: a population-based approach. Epidemiol. Infect. (1998) 121:637–43.

 19. Prins-van Ginkel AC, Berbers GA, Grundeken LH, Tcherniaeva I, Wittenberns JI, Elberse K, et al. Dynamics and determinants of pneumococcal antibodies specific against 13 vaccine serotypes in the pre-vaccination Era. PloS ONE (2016) 11:e0147437. doi: 10.1371/journal.pone.0147437

 20. van den Hof S, Berbers GA, de Melker HE, Conyn-van Spaendonck MA. Sero-epidemiology of measles antibodies in the Netherlands, a cross-sectional study in a national sample and in communities with low vaccine coverage. Vaccine (1999) 18:931–40.

 21. De Melker H, Van den Hof S, Berbers G, Conyn-van Spaendonck M. Evaluation of the national immunisation programme in the Netherlands: immunity to diphtheria, tetanus, poliomyelitis, measles, mumps, rubella and Haemophilus influenzae type b. Vaccine (2003) 21:716–20. doi: 10.1016/S0264-410X(02)00587-X

 22. De Haas R, Van Den Hof S, Berbers G, De Melker H, Conyn-Van Spaendonck M. Prevalence of antibodies against rubella virus in The Netherlands 9 years after changing from selective to mass vaccination. Epidemiol Infect. (1999) 123:263–70.

 23. de Melker H, Berbers G, Hahné S, Rümke H, van den Hof S, de Wit A, et al. The epidemiology of varicella and herpes zoster in The Netherlands: implications for varicella zoster virus vaccination. Vaccine (2006) 24:3946–52. doi: 10.1016/j.vaccine.2006.02.017

 24. Dowd JB, Aiello A. Socioeconomic differentials in immune response in the US. Epidemiology (2009) 20:902–8. doi: 10.1016/j.socscimed.2008.12.010

 25. McQuillan GM, Kruszon-Moran D, Hyde TB, Forghani B, Bellini W, Dayan GH. Seroprevalence of measles antibody in the US population, 1999–2004. J Infect Dis. (2007) 196:1459–64. doi: 10.1086/522866

 26. Dykewicz CA, Kruszon-Moran D, McQuillan GM, Williams WW, Van Loon FP, Cossen C, et al. Rubella seropositivity in the United States, 1988–1994. Clin Infect Dis. (2001) 33:1279–86. doi: 10.1086/322651

 27. Jafari HS, Adams WG, Robinson KA, Plikaytis BD, Wenger JD. Efficacy of Haemophilus influenzae type b conjugate vaccinets and persistence of disease in disadvantaged populations. The Haemophilus Influenzae Study Group. Am J Public Health (1999) 89:364–8.

 28. McVernon J, Andrews N, Slack M, Moxon R, Ramsay M. Host and environmental factors associated with Hib in England, 1998-2002. Arch Dis Childhood (2008) 93:670–5. doi: 10.1136/adc.2006.097501

 29. Loeb MB. Community-acquired pneumonia in older people: the need for a broader perspective. J Am Geriatrics Soc. (2003) 51:539–43. doi: 10.1046/j.1535-5415.2003.51165.x

 30. Kriz P, Bobak M, Kriz B. Parental smoking, socioeconomic factors, and risk of invasive meningococcal disease in children: a population based case-control study. Arch Dis Childhood (2000) 83:117–21. doi: 10.1136/adc.83.2.117

 31. Cleary PR, Calvert N, Gee S, Graham C, Gray S, Kaczmarski E, et al. Variations in Neisseria meningitidis carriage by socioeconomic status: a cross-sectional study. J Public Health (2016) 38:61–70. doi: 10.1093/pubmed/fdv015

 32. Brouwer MC, de Gans J, Heckenberg SGB, Zwinderman AH, van der Poll T, van de Beek D. Host genetic susceptibility to pneumococcal and meningococcal disease: a systematic review and meta-analysis. Lancet Infect. Dis. (2009) 9:31–44. doi: 10.1016/S1473-3099(08)70261-5

 33. Mollema L, Smits G, Berbers G, Van Der Klis F, Van Binnendijk R, De Melker H, et al. High risk of a large measles outbreak despite 30 years of measles vaccination in The Netherlands. Epidemiol Infect. (2014) 142:1100–8. doi: 10.1017/S0950268813001532

 34. Smits G, Mollema L, Hahne S, de Melker H, Tcherniaeva I, van der Klis F, et al. Seroprevalence of rubella antibodies in The Netherlands after 32 years of high vaccination coverage. Vaccine (2014) 32:1890–5. doi: 10.1016/j.vaccine.2014.01.066

 35. Smits G, Mollema L, Hahné S, de Melker H, Tcherniaeva I, Waaijenborg S, et al. Seroprevalence of mumps in the Netherlands: dynamics over a decade with high vaccination coverage and recent outbreaks. PloS ONE (2013) 8:e58234. doi: 10.1371/journal.pone.0058234

 36. Amanna IJ, Carlson NE, Slifka MK. Duration of humoral immunity to common viral and vaccine antigens. N Engl J Med. (2007) 357:1903–15. doi: 10.1056/NEJMoa066092

 37. Adler NE, Newman K. Socioeconomic disparities in health: pathways and policies. Health Affairs (2002) 21:60–76. doi: 10.1377/hlthaff.21.2.60

 38. Sterne JAC, White IR, Carlin JB, Spratt M, Royston P, Kenward MG, et al. Multiple imputation for missing data in epidemiological and clinical research: potential and pitfalls. BMJ (2009) 338:b2393. doi: 10.1136/bmj.b2393

 39. Harrison LH, Trotter CL, Ramsay ME. Global epidemiology of meningococcal disease. Vaccine (2009) 27(Suppl. 2):B51–63. doi: 10.1016/j.vaccine.2009.04.063

 40. Grau I, Ardanuy C, Calatayud L, Schulze MH, Liñares J, Pallares R. Smoking and alcohol abuse are the most preventable risk factors for invasive pneumonia and other pneumococcal infections. Int J Infect Dis. (2014) 25:59–64. doi: 10.1016/j.ijid.2013.12.013

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © Hoes, Boef, Knol, de Melker, Mollema, van der Klis, Rots and van Baarle. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpubh-06-00209-t001.jpg
Characteristic N (%)

Male 1,248 (45.5)
Female 1,495 (54.5)
AeE(vEARS)
40-49 641(23.4)
50-59 713(26.0)
60-69 797 (29.0)
70-79 502(21.6)
Low 373 (13.6)
Intermediate 1,442 (52.6)
High 887 (32.9)
Missing 41(15)
Low (<€ 1,150,-) 423 (15.4)
Intermediate (€1,161,- to €3,050,-) 1,368 (49.9)
High (>€3,050,) 442 (16.1)
Missing 510 (18.6)
Dutch 2228(812)
Non-Dutch 515(18.8)
Very high (>2,500 addresses per km?) 565 (20.6)
High (1,600-2,500 addresses per km?) 1,208 (45.1)
Moderately high (1,000-1,500 addresses per km?) 353 (12.9)
Low (§00-1,000 addresses per km?) 272(9.9)
Very low (<500 addresses per km?) 315(11.5)
1-2 persons 1,840 (67.1)
8 persons 863(31.5)
Missing 40(1.4)

Yes 69(25)

No 2,674 (97.5)
Yes 381(13.9)
No 2,361 (86.1)
Yes 7128

No 2,672(97.4)

2Low educational level was defined as no ecucation or primery education, infermediate
educational level was defined as junior technical school, lower general or intermedate
vocational secondary education, and high educational level was defined as higher
vocational or higher general secondary education, pre-university or university education
(according to CBS).





OPS/images/fpubh-06-00209-t002.jpg
Education NHI

Measles <0.0001 0.1061
Mumps 06785 0.1768
Rubella 0.0929 0.7071
Varicella 0.0845 0.9963
HiB. 08728 0.4721
MenC 0.0005 0.0477
Preu 0.0005 0.1000

MV <0.0001 <0.0001





OPS/images/fpubh-06-00209-g003.gif
oucaie





OPS/images/fpubh-06-00209-g004.gif





OPS/images/fpubh-06-00209-g001.gif
oucoo





OPS/images/fpubh-06-00209-g002.gif





OPS/images/cover.jpg
, frontiers
in Public Health

Socioeconomic Status Is Associated
With Antibody Levels Against
Vaccine Preventable Diseases in the
Netherlands









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
’ frontiers
in Public Health





