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ABSTRACT

OBJECTIVE: To analyze the pneumococcal meningitis incidence rates in the State of 
São Paulo, Brazil, by age group, municipalities and micro-regions, as well as the spatial 
distribution of pneumococcal meningitis incidence rates among children under 5 years old 
in the pre- (2005–2009) and post-vaccination (2011–2013) periods and its associations with 
socioeconomic variables and vaccination coverage.

METHODS: The data source was the Brazilian Notifiable Diseases Information System. For 
the pre- and post-vaccination periods, thematic maps were built for pneumococcal meningitis 
incidence in under-5 children, by São Paulo state micro-regions, vaccination coverage and 
socioeconomic variables, using QGIS 2.6.1 software. Scan statistics performed by the SatScan 9.2 
software were used to analyze spatial and spatiotemporal clusters in São Paulo municipalities 
and micro-regions. A Bayesian inference for latent Gaussian model with zero-inflated Poisson 
model through the integrated nested Laplace approximation was used in the spatial analysis 
to evaluate associations between pneumococcal meningitis incidence rates and socioeconomic 
variables of interest in São Paulo micro-regions.

RESULTS: From 2005 to 2013, 3,963 pneumococcal meningitis cases were reported in São 
Paulo. Under-5 children were the most affected in the whole period. In the post-vaccination 
period, pneumococcal meningitis incidence rates decreased among this population, particularly 
among infants (from 4.17/100,000 in 2005 to 2.54/100,000 in 2013). Two clusters were found in 
pre-vaccination – one of low risk for pneumococcal meningitis, in the northwest of the state 
(OR = 0.45, p = 0.0003); and another of high risk in the southeast (OR = 1.62, p = 0.0000). In the 
post-vaccination period, only a high-risk cluster remained, in the southeast (RR = 1.97, p = 0.0570). 
In Bayesian analysis, wealth was the only variable positively associated to pneumococcal 
meningitis (RR = 1.026, 95%CI 1.002–1.052).

CONCLUSIONS: Pneumococcal meningitis is probably underdiagnosed and underreported 
in São Paulo. Differentiated rates of pneumococcal meningitis diagnosis and reporting in each 
microregion, according to the São Paulo Index of Social Responsibility, might explain our results.

DESCRIPTORS: Meningitis, Pneumococcal, prevention & control. Pneumococcal Vaccines, 
supply & distribution. Vaccination Coverage. Spatial Analysis. Geographic Information 
Systems, utilization. 
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INTRODUCTION

Streptococcus pneumoniae may cause serious life-threatening invasive diseases, such as 
pneumococcal meningitis (PM), sepsis and bacteremic pneumonia, as well as less serious 
but more common non-invasive diseases, such as non-bacteremic pneumonia and acute 
otitis media. Children aged ≤ 2 years, older adults, and persons of any age with chronic 
conditions are particularly affected1.

Pneumococcal disease (PD) is a major cause of morbidity and mortality, particularly in 
developing countries. Crowded living conditions, early weaning, environmental pollution, 
smoking, presence of comorbidities and low socioeconomic status are risk factors for PD, 
especially when associated with each other and within age groups of greater risk, making 
regions with the lowest human development indexes (HDI) the ones with the highest 
pneumococcal disease incidence2.

The introduction of pneumococcal conjugate vaccines into childhood immunization 
programs resulted in a substantial reduction of invasive pneumococcal disease (IPD) 
incidence rates in countries with high vaccination coverage3. Universal childhood 
immunization with the 10-valent pneumococcal conjugate vaccine (PCV10) was introduced 
into the Brazilian National Immunization Program in 2010. The evaluation of the burden of 
pneumococcal disease, including PM, before and after the introduction of pneumococcal 
vaccine is important for assessing the impact of the vaccination program4,5.

This study aimed to analyze the spatial distribution of PM incidence rates in under-5 children 
in the state of São Paulo (SP) before (2005–2009) and after (2011–2013) PCV10 introduction 
into universal childhood immunization. Associations between the PM distribution in 
SP administrative micro-regions and socioeconomic variables and vaccination coverage 
were analyzed through spatial statistical methods. Finally, the occurrence of spatial and 
spatiotemporal clusters in São Paulo municipalities and micro-regions was analyzed using 
geoprocessing techniques.

METHODS

This is a population-based ecological study, using secondary data from the Brazilian 
Notifiable Diseases Information System (SINAN – Sistema de Informação de Agravos de 
Notificação) for meningitis, in the state of São Paulo, from January 2005 to December 2013. 
SINAN is a nationwide information system, free for use in the public domain, aimed at 
recording and processing data on mandatory reporting diseases in all levels of health care 
services, in both public and private sectors. Data were retrieved from SINAN database 
using the 10th revision of the International Classification of Diseases (CID-10) code for 
pneumococcal meningitis (PM – G00.1)6.

Data on PCV10 coverage in São Paulo from 2010 to 2013 were collected from the Department 
of Informatics of the Brazilian Unified Health System (DATASUS)7. Vaccine coverage was 
defined as the number of third PCV10 doses administered to children aged < 1 year, divided 
by the estimated target population in a given area and year, multiplied by 100.

The 2010 São Paulo Index of Social Responsibility (IPRS – Índice Paulista de Responsabilidade 
Social) was used as a socioeconomic variable in analyzing the 63 administrative micro-
regions and the 645 municipalities of São Paulo8. The IPRS is a composed index that, 
in addition to the HDI dimensions (income per capita, longevity, and education level), 
includes updated administrative information to detect changes in the living conditions 
in periods shorter than the 10 years that separate the Brazilian demographic censuses, 
the source of information composing the municipal HDI. The IPRS allows for detailing 
the living conditions in São Paulo cities, a cornerstone for planning public policies. The 
IPRS is divided into five groups, in which five is the group with the lowest wealth and 
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the worst social indicators and one is the group with the highest wealth and the best 
social indicators8.

For analyzing the 63 São Paulo micro-regions, data from the municipalities were grouped 
according to the same criteria and dimensions of the municipal IPRS.

Descriptive Analysis

The PM incidence rates in under-5 children according to São Paulo municipalities 
and micro-regions were calculated based on SINAN data and the resident population 
estimated by the Brazilian Institute of Geography and Statistics (IBGE)9. The 2000 
census data was used for the period from 2005 to 2009 and the 2010 census data, for the 
2010–2013 period10. Due to the lack of data on the population distribution by municipalities 
in 2013, the geographic distribution and spatial analysis in the post-vaccination period 
was restricted to 2011–2012. Data from the Information System on Live Birth (SINASC 
– Sistema de Informação de Nascidos Vivos) was used to calculate the PM incidence rate 
in children < 1 year old, in 20137. 

Spatial Analyses

Spatial analysis used a Geographic Information System (GIS) (SIRGAS 2000 datum) for 
spatial data representation, in which the estimated PM incidence rates in under-5 children, 
vaccine coverage, and socioeconomic variables were associated with the spatial data.

The PM incidence rates were analyzed by São Paulo municipalities and micro-regions. 
These data, together with data on vaccination coverage and socioeconomic variables, 
were used to prepare the thematic maps with QGIS 2.6.1 software, using the IBGE 
cartographic base11,12.

To detect spatial and spatiotemporal clusters of PM cases, São Paulo municipalities were 
used as ecological units of analysis through the scan statistic technique, using SaTScan 
9.2TM, and the significance of the clusters found was evaluated through the likelihood ratio 
test, obtained through Monte Carlo simulation13,14.

Relative risk (RR) allows one to compare information from different areas, unifying and 
removing the effect of distinct populations, showing the intensity of the occurrence of 
a given phenomenon regarding all other regions studied, being considered significant 
at p < 0.05.

The number of PM cases per São Paulo micro-region was modeled through a Besag-York-Mollié 
model, using a zero-inflated Poisson regression and considering minimally informative 
priors through software R version 3.3.2 with the integrated nested Laplace approximation 
(INLA) package15–17.

Each IPRS dimension was considered a covariant in the analysis of PM incidence rates from 
2005 to 2009 and from 2011 to 2012. The analysis unit was each São Paulo micro-region. 
To investigate the relationship between PM occurrence and the covariates of interest, 
a Bayesian inference for latent Gaussian model was used, using a zero-inflated Poisson 
model due to the excess of analyzed units with zero cases. The INLA methodology, which 
is an alternative to the Markov chain Monte Carlo, was used in the model since this is 
computationally more efficient for the type of modeling used in this study15–17.

RESULTS

From January 2005 to December 2013, 3,963 PM cases were reported in São Paulo. Total 
incidence rates remained stable throughout the study period (1/100,000 inhabitants 
in 2005 to 1.06/100,000 in 2013), and the highest rates occurred among infants. In the 
post-vaccination period, there was a decrease in PM incidence rates in under-5 children, 
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Table 1. Pneumococcal meningitis incidence rates (per 100,000 inhabitants), by year of occurrence 
and age group. São Paulo, Brasil, 2005 to 2013a. 

Age group
Year

2005 2006 2007 2008 2009 2010b 2011 2012 2013

< 1 13.11 16.11 15.30 14.50 14.38 13.13 8.69 8.45 8.51

1–4 1.99 2.11 2.29 2.60 1.92 2.24 1.64 1.54 0.98

5–9 0.75 1.17 0.98 0.44 0.83 1.01 0.94 0.93 0.60

10–14 0.40 0.62 0.42 0.30 0.54 0.57 0.75 0.74 0.65

15–19 0.38 0.58 0.35 0.47 0.27 0.58 0.78 0.45 0.41

20–29 0.48 0.61 0.33 0.44 0.38 0.66 0.64 0.32 0.69

30–39 0.54 0.78 0.66 0.61 0.57 0.77 0.82 0.80 0.70

40–49 0.80 0.83 0.61 0.91 0.84 1.12 1.37 1.20 1.38

50–59 1.40 1.27 1.04 1.69 0.82 1.58 1.70 1.74 1.49

60–69 1.13 1.60 1.30 1.09 0.82 1.32 1.76 1.68 1.42

70–79 1.50 1.26 0.91 0.88 1.14 0.75 1.43 1.22 1.31

> 80 1.21 0.56 1.07 0.84 0.64 1.35 1.19 1.33 1.62

Total 1.00 1.16 0.96 1.02 0.88 1.15 1.20 1.07 1.06
a 65 cases without age group information.
b Year of PCV10 introduction.

Figure 1. Pneumococcal meningitis incidence rate (per 100,000 inhabitants), by age group and year of 
occurrence. São Paulo, Brazil, 2005–2013.
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Table 2. Distribution (%) of pneumococcal meningitis (PM) cases in infants, by age group and year of 
occurrence. São Paulo, 2005–2013.

Year/%
Group age (months)

< 2 2 ⱶ 4 4 ⱶ 6 6 ⱶ 12 

2005 15.56 21.11 11.11 52.22

2006 16.30 18.48 28.26 36.96

2007 22.09 13.95 23.26 40.70

2008 6.25 26.25 15.00 52.50

2009 21.79 15.38 15.38 47.44

2010 24.29 20.00 24.29 31.43

2011 32.65 20.41 22.45 24.49

2012 31.25 31.25 12.50 25.00

2013 23.08 40.38 13.46 23.08
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particularly in infants (from 13.1/100,000 in 2005 and 14.38/100,000 in 2009 to 8.69/100,000 in 
2011). There was a trend towards higher PM incidence rates among adults over 50 years old, 
albeit to a lesser extent than the drop in incidence rates in children (Table 1 and Figure 1).

In the pre-vaccination period (2005–2009), most PM cases among infants occurred 
in those aged from six to 12 months. After vaccination, the proportion of cases in the 

IPRS: São Paulo Index of Social Responsibility

Figure 2. Distribution of pneumococcal meningitis (PM) incidence rates in under-5 children (per 100,000 inhabitants), before (A) and 
after (B) introduction of 10-valent pneumococcal vaccine (PCV10) in childhood immunization; coverage (%) of the third PCV10 dose 
from 2011 to 2012 (C); socioeconomic variables wealth 263 (D), longevity (E), and schooling (F) in quintiles in 2010, by São Paulo 
state micro-regions.
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second semester of life decreased, with most cases occurring in the first four months 
of life. In 2013, more than 40% of cases in infants occurred in those two to four months 
old (Table 2).

The distribution of annual PM incidence rates in under-5 children was 4.8/100,000 
inhabitants-year in the pre-vaccination period and 2.9/100,000 inhabitants-year in the 
post-vaccination period, with a large variation among municipalities. In the city of São Paulo, 
annual PM incidence rates in under-5 children were 6.9 and 3.7/100,000 inhabitants-year 
in the pre- and post-vaccination periods, respectively.

In all age groups, PM cases occurred in 264 out of 645 municipalities from 2005 to 2009, 
and in 185 from 2011 to 2013. Considering only cases in under-5 children, just 145 and 
63 municipalities reported PM cases in the two periods, respectively. The large number of 
municipalities with zero cases impaired the analysis of PM incidence rates distribution. 
Therefore, the analysis was performed by micro-regions (Figure 2) since aggregating data 
in larger geographic areas allows for a better visualization.

Scan statistics was used to detect spatial clusters of municipalities with higher or lower 
RR and higher or lower PM incidence rate (Figure 3). Two clusters were observed in the 
pre-vaccination period (Figure 3, A). The first one, with a RR = 1.62 (p = 0.0000) for PM 
incidence, included 39 municipalities in the southeast of the state (including São Paulo city, 
with 1,166,547 under-5 children and PM incidence rate of 6.5/100,000/year). The second 
cluster, with a RR = 0.45 (p = 0.0003) for PM incidence, included 306 municipalities in the 
northwest of the state, with a population of 336,865 under-5 children and PM incidence 
rate of 2.5/100,000/year.

Only one cluster, albeit not a significant one, of higher PM incidence rate (RR = 1.97 and 
p = 0.0570) was observed in the post-vaccination period, comprising 47 municipalities 
(including São Paulo city) with a population of 1,310,494 under-5 children and PM incidence 
rate of 4.1/100,000/year (Figure 3, B).

The relationship between PM incidence rates in under-5 children and the covariates 
of wealth, longevity, education level and vaccination coverage were analyzed for each 
micro-region (Table 3). The odds of zero-PM cases were 0.517 in the pre-vaccination 
period and 0.601 in the post-vaccination period. Prior to vaccination, the IPRS wealth 
variable was positively associated with PM occurrence (RR = 1,026; 95%CI 1,002–1,052), 
whereas in the post-vaccination period none of the IPRS covariates were associated 
with PM occurrence.

Figure 3. Spatial clusters of the mean annual pneumococcal meningitis (PM) incidence rates in under-5 children (per 100,000 inhabitants), 
by São Paulo state municipalities, in the pre- (2005–2009) (A) and post-vaccination (2011–2012) (B) periods.
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DISCUSSION

In São Paulo, during the entire studied period (2005–2013), the highest PM incidence rates 
occurred in under-5 children, mainly in infants. A reduction in PM incidence rates was 
observed in the post-vaccination period. Thematic maps showed higher PM incidence 
rates among under-5 children in São Paulo micro-regions with higher wealth index in 
the pre-vaccination period. This effect disappeared in the post-vaccination period. In the 
pre-vaccination period, two clusters were found, one of low PM risk in the northwest of the 
state, and one of high risk in the southeast region, which includes São Paulo city. Only the 
latter cluster persisted in the post-vaccination period. In the Bayesian model analysis, only 
wealth was positively associated to PM in before the vaccination period.

The observed reduction in PM incidence rates in under-5 children, two years after the PCV10 
introduction, is similar to results of other Brazilian studies, as well as those observed in other 
countries after pneumococcal conjugate vaccines introduction18–22. The reduction from 56% 
to 69% in IPD incidence rates, including meningitis, in children younger than two years of 
age was observed after 7-valent pneumococcal conjugate vaccine (PCV7) introduction in 
the United States and Australia23,24. 

In São Paulo, from 2010 to 2013, PCV10 primary vaccination was administered to children 
at three, five, and seven months of age. After the vaccination program implementation, 
the greatest reduction in PM incidence rates occurred among infants aged from six to 
twelve months, who must have already completed the primary vaccination schedule. In the 
post-vaccination period, more than 40% of PM cases in infants occurred in those aged from 
two to four months. In 2014, in face of these changes in PM pattern, São Paulo has modified 
the vaccination schedule and started administering PCV10 at two, four and six months of 
age, like the rest of the country. In 2016, a 2+1 schedule was adopted in Brazil25. A Brazilian 
case-control study showed an effectiveness of 81.3% for one PCV10 dose and of 95.5% for 
three PCV10 doses in protecting against IPD caused by the vaccine serotypes26. 

Our results did not show a decrease in PM incidence rates in older age groups that are 
not target for vaccination, corroborating the findings of other studies. Two retrospective 
studies using hospital data failed to detect a significant effect on IPD incidence in 
unvaccinated populations two years after PCV10 introduction27,28. No decrease on IPD 
was observed in unvaccinated individuals from 2 to 17 years old, whereas an increase 
was observed in adults aged ≥ 18 years, in an interrupted time series analysis using data 
from the National Reference Laboratory (all IPD cases) and SINAN (only PM cases), 
adjusted for seasonality and temporal trends, in the pre- (2008–2009) and post-vaccination 
(2011–2013) periods19. A review of the impact of PCV10 in Brazil found inconsistent data 
regarding herd protection29. 

Table 3. Bayesian Besag-York-Mollié model (zero-inflated Poisson) for pneumococcal meningitis 
incidence rates in under-5 children and relationship with the covariates wealth, longevity, schooling 
and vaccination coverage, in the pre- (2005–2009) and post-vaccination (2011–2012) periods, by São 
Paulo state micro-regions.

Variable

Covariables model

2005–2009 2011–2012

Mean* Qt 0.025 Qt 0.975 Mean* Qt 0.025 Qt 0.975

p (0) 0.517 0.462 0.572 0.601 0.515 0.684

Intercept 0.647 0.112 3.561 0.249 0.008 6.718

Wealth 1.026 1.002 1.052 1.031 0.988 1.078

Longevity 0.995 0.963 1.030 1.008 0.953 1.072

Schooling 0.992 0.968 1.016 0.986 0.952 1.020

Vaccination coverage - - - 1.001 0.995 1.007

* Except for p = 0, which is the probability of zero, the mean represents the relative risk.
Qt: 95% credibility interval.
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After pneumococcal conjugate vaccines introduction in routine childhood immunization 
programs, the decline on overall IPD in under-5 children is substantial and consistent 
amongst different studies. Reduction of IPD rates in older age groups that are not target of 
vaccination (indirect effects) has been more variable and subject of debate30,31. The indirect 
effects of PCV childhood immunization may vary from place to place according to disease 
epidemiology before vaccine introduction (incidence rates, serotype distribution), vaccination 
program characteristics (which vaccine is used, number of doses in the primary schedule, 
vaccine coverage, catch-up implementation), and the degree of pneumococcal serotypes 
replacement. Longer observation time may be required to detect the indirect effects of 
vaccination32. A meta-analysis of the impact of pneumococcal vaccination programs found 
that seven to 10 years may be necessary to achieve substantial herd protection31. In addition, 
in places with a low burden of disease, adult pneumococcal colonization is rare and the 
childhood vaccination program has a major impact on pneumococcal transmission in the 
community. On the other hand, in places with a higher burden of disease, adults are more 
frequently colonized and may have greater role in transmission and, consequently, the 
indirect effects of childhood vaccination program may be more limited33.

In our study, the PM incidence rate was positively associated to wealth, which was 
unexpected. Data from different countries showed that crowded living conditions, less 
education, and lower socioeconomic status are risk factors for pneumococcal disease1. 

Although blood and cerebral spinal fluid cultures are considered the standard for PM 
diagnosis, their sensitivity is limited. Prior antibiotic use and improper clinical specimens’ 
handling or transport may jeopardize culture results. More sensitive tests, based on 
molecular techniques and pneumococcal antigens detection, are available34–36. In São 
Paulo, the first state to introduce PCR in public health laboratories, the proportion of 
bacterial meningitis of unknown etiology decreased from approximately 50% in the 
beginning of the 2000s to about 25% in 2010–2013. The incorporation of real-time PCR into 
routine microbiological methods increased pneumococcal detection by 52%37. The use of 
immune-chromatography test (ICT) for pneumococcal antigens in meningitis diagnoses 
also increases pneumococcal detection in blood and cerebral spinal fluid, particularly in 
the case of previous antibiotic use36. However, the use of PCR and ICT for pneumococcal 
antigen is limited in clinical practice. In Brazil, although PCR is already available in central 
public health laboratories (LACEN) in some Brazilian states such as São Paulo, its use in 
clinical practice is still limited to more developed regions, larger laboratories, and some 
university hospitals.

As described above, rates of bacterial meningitis cases with a definitive etiological diagnosis 
have increased progressively from 36.4% in 2005 to 53.2% in 2013, mainly due to PCR 
incorporation in meningitis diagnosis; however, the current rates are still low. Even the 
cytological examination of blood and cerebral spinal fluid was performed in only 65.4% of 
cases in 2013, without an increase in this rate in recent years38. Additionally, medical practice 
regarding blood cultures collection also varies in different regions and health services.

SINAN, the data source for this study, is a passive system, dependent on technical operation 
conditions of the epidemiological and laboratory surveillance system of each geographical 
area to detect, notify, investigate, and perform specific laboratory tests for the etiological 
diagnosis of bacterial meningitis. Underreporting is an issue. A meningitis study conducted 
in Belo Horizonte, in the state of Minas Gerais, in Southeastern Brazil, showed that SINAN 
data was not complete, with an estimated sensitivity of 66% for all-causes meningitis39. This 
is the main limitation of our data.

Consequently, PM is probably underdiagnosed and underreported in Brazil. Brazil is a 
huge country with great regional socioeconomic differences. The State of São Paulo also 
has regional differences, with areas of lower socioeconomic development. Our hypothesis 
is that the proper PM diagnosis and reporting is not equally distributed in different regions 
– wealthy areas with better access to health care, better laboratory structure, greater use of 
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more sensitive diagnostic tests and better surveillance have greater proportion of reported 
cases of meningitis with definitive etiological diagnosis. Furthermore, the proportion of 
meningitis cases with unknown etiology may be greater in less developed areas. These 
regional differences might explain the association found between PM rates and wealth.

The coverage of the third PCV10 dose increased quickly after vaccine introduction in Brazil, 
from 24% in 2010 to 93% in 2013. However, vaccine coverage rates varied by municipality, 
as showed in our thematic maps. Coverage rates were satisfactory and homogeneous, with 
all micro-regions presenting vaccine coverage > 75%. This could explain why vaccination 
coverage was not important in the Bayesian model analysis for the PM incidence rates in 
under-5 children by São Paulo micro-regions.

Surveillance data used in this study did not identify pneumococcal serotypes; thus, we could 
not evaluate the impact of vaccination on the PM cases caused by vaccine and non-vaccine 
serotypes. Despite the limitations, there are many reasons for using ecological studies in 
epidemiology, among which we highlight the low cost of working with secondary data and 
the interest in ecological effects40.

Health scenarios designed by geoprocessing techniques add socioeconomic, environmental 
and structural health data to the geographic component. The spatial correlation of data allows 
for planning strategic interventions in a given geographic area, through the characterization 
of regional scenarios41. The spatial statistical analysis carried out in this study contributes to 
the evaluation of PM cases and clusters in São Paulo. We highlight the methodology used to 
evaluate the associations between PM and socioeconomic variables. Although the Poisson 
model is used in studies to map diseases, it may be inappropriate in some applications due 
to the excess of zeros in the data compared to what is expected for the model – a situation 
found in this study. To deal with this scenario, we employ a zero-inflated model that allowed 
modeling with consistent results42. Modeling spatiotemporal epidemiological data with 
excess zeros requires Bayesian methods, which generally demand a number of inferential 
processes, generating excessive computational time. In this study, we highlight the use of 
the INLA method proposed by Rue et al.15 This method allowed us to analyze PM cases 
considering the above conditions with an expressive computational gain, enabling several 
models to be adjusted and several scenarios to be explored to solve this problem, which 
would not be possible in models that did not simultaneously incorporate zero counts and 
spatiotemporal structure42. 

Results of this study emphasize the need to invest in the meningitis diagnostic capacity in 
Brazil, to improve the quality of disease surveillance and recording and to optimize vaccine 
coverage in regions with low coverage.

Further studies are required to monitor pneumococcal disease epidemiology, the effects 
of PCV10 introduction, and the pneumococcal serotypes distribution in the Brazilian 
population. Studying smaller ecological units would also reduce the effect of relative 
over-dispersion and facilitate interventions in geographically smaller areas and in those 
areas of higher risk.

REFERENCES

1. Klugman KP, Dagan R, Malley R, Whitney CG. Pneumococcal conjugate vaccine and 
pneumococcal common protein vacines. In: Plotkin SA, Orenstein WA, Offit PA, Edwards KM, 
editors. Plotkin’s vaccines. 7ª. ed. Philadelphia, PA: Elsevier; 2018. Chapter 46; p.773-840.

2. Alderson MR. Status of research and development of pediatric vaccines for Streptococcus 
pneumoniae. Vaccine. 2016;34(26):2959-61. https://doi.org/10.1016/j.vaccine.2016.03.107

3. Izurieta P, Bahety P, Adegbola R, Clarke C, Hoet B. Public health impact of pneumococcal 
conjugate vaccine infant immunization programs: assessment of invasive pneumococcal 
disease burden and serotype distribution. Expert Rev Vaccines. 2017;17(6):479-93. 
https://doi.org/10.1080/14760584.2018.141335



10

Spatial analysis of pneumococcal meningitis in São Paulo Oliveira DS et al.

https://doi.org/10.11606/S1518-8787.2019053001183

4. Vesikari T, Wysocki J, Chevallier B, Karvonen A, Czajka H, Arsène JP, et al. Immunogenicity 
of the 10-valent pneumococcal non-typeable Haemophilus influenzae protein D conjugate 
vaccine (PHiD-CV) compared to the licensed 7vCRM vaccine. Pediatr Infect Dis J. 2009;28(4 
Suppl):S66-76. https://doi.org/10.1097/INF.0b013e318199f8ef

5. Grijalva CG, Griffin MR. Population-based impact of routine infant immunization with 
pneumococcal conjugate vaccine in the USA. Expert Rev Vaccines. 2008;7(1):83-95. 
https://doi.org/10.1586/14760584.7.1.83

6. Bittencourt SA, Camacho LAB, Leal MC. [Hospital Information Systems and their 
application in public health]. Cad Saude Publica. 2006;22(1):19-30. Portuguese. 
https://doi.org/10.1590/S0102-311X2006000100003

7.  Ministério da Saúde (BR), Departamento de Informática do SUS. Informações de saúde: 
estatísticas vitais. Brasília, DF: DATASUS; 2017 [cited 2011 Aug 17]. Available from:  
http://www2.datasus.gov.br/DATASUS/index.php?area=0205&id=6936&VObj=http://tabnet.
datasus.gov.br/cgi/deftohtm.exe?sinasc/cnv/nv

8. Fundação SEADE. Índice Paulista de Responsabilidade Social (IPRS). São Paulo; 2010 [cited 
2011 Aug 17]. Available from: http://indices-ilp.al.sp.gov.br/

9. Instituto Brasileiro de Geografia e Estatística. Censo 2010. Rio de Janeiro: IBGE; 2010 [cited 
2011 Aug 17]. Available from: http://censo2010.ibge.gov.br/

10. Ministério da Saúde (BR), Departamento de Informática do SUS – DATASUS. Brasília, DF; s.d. 
[cited 2011 Aug 17]. Available from: www.datasus.gov.br 

11. QD Team. QGIS Geographic Information System. 2.2 Valmie. 2.6.1 ed: Chicago, III: Open 
Source Geospatial Foundation Project; 2014.

12. Instituto Brasileiro de Geografia e Estatística. Mapas. Rio de Janeiro: IBGE; s.d. [cited 2011 Aug 
17]. Available from: https://www.mapas.ibge.gov.br

13. Kulldorff M, Nagarwalla N. Spatial disease clusters: detection and inference. Stat Med. 
1995;14(8):799-810. https://doi.org/10.1002/sim.4780140809

14. Kulldorff M. A spatial scan statistic. Commun Stat Theory Methods. 1997;26(6):1481-96. 
https://doi.org/10.1080/03610929708831995

15. Rue H, Martino S, Chopin N. Approximate Bayesian inference for latent Gaussian models 
by using integrated nested Laplace approximations. J R Stat Soc Series B Stat Methodol. 
2009;7(2):319-92. https://www.jstor.org/stable/40247579

16. R Core Team. R: a language and environment for statistical computing. 3.2.1 ed. Vienna: R 
Foundation for Statistical Computing; 2015.

17. Blangiardo M, Cameletti M, Baio G, Rue H. Spatial and spatio-temporal models with R-INLA. 
Spat Spatiotemporal Epidemiol. 2013;7:39-55. https://doi.org/10.1016/j.sste.2013.07.003

18. Hirose TE, Maluf EM, Rodrigues CO. Pneumococcal meningitis: epidemiological profile pre- 
and post-introduction of the pneumococcal 10-valent conjugate vaccine. J Pediatr (Rio J). 
2015;91(2):130-5. https://doi.org/10.1016/j.jped.2014.07.002

19. Andrade AL, Minamisava R, Policena G, Cristo EB, Domingues CMS, Cunto Brandileone MC, et al. 
Evaluating the impact of PCV-10 on invasive pneumococcal disease in Brazil: a time-series analysis. 
Hum Vaccin Immunother. 2016;12(2):285-92. https://doi.org/10.1080/21645515.2015.1117713

20. Grando IM, Moraes C, Flannery B, Ramalho WM, Horta MAP, Pinho DLM, et al. 
Impact of 10-valent pneumococcal conjugate vaccine on pneumococcal meningitis 
in children up to two years of age in Brazil. Cad Saude Publica. 2015;31(2):276-84. 
https://doi.org/10.1590/0102-311X00169913

21. Verani JR, Domingues CMAS, Moraes JC; Brazilian Pneumococcal Conjugate Vaccine 
Effectiveness Study Group. Indirect cohort analysis of 10-valent pneumococcal conjugate 
vaccine effectiveness against vaccine-type and vaccine-related invasive pneumococcal disease. 
Vaccine. 2015;33(46):6145-8. https://doi.org/10.1016/j.vaccine.2015.10.007

22. Tregnaghi MW, Sáez-Llorens X, López P, Abate H, Smith E, Pósleman A, et al. Efficacy of 
pneumococcal nontypable Haemophilus influenzae protein D conjugate vaccine (PHiD-CV) 
in young Latin American children: a double-blind randomized controlled trial. PLoS Med. 
2014;11(6):e1001657. https://doi.org/10.1371/journal.pmed.1001657

23. Hsu HE, Shutt KA, Moore MR, Beall BW, Bennett NM, Craig AS, et al. Effect of pneumococcal 
conjugate vaccine on pneumococcal meningitis. N Engl J Med. 2009;360(3):244-56. 
https://doi.org/10.1056/NEJMoa0800836

https://doi.org/10.1002/sim.4780140809
https://doi.org/10.1080/03610929708831995
https://doi.org/10.1016/j.sste.2013.07.003


11

Spatial analysis of pneumococcal meningitis in São Paulo Oliveira DS et al.

https://doi.org/10.11606/S1518-8787.2019053001183

24. Roche P, Krause V, Cook H, Bartlett M, Coleman D, Davis C, et al. Invasive pneumococcal 
disease in Australia, 2005. Commun Dis Intell Q Rep. 2007;31(1):86-100.

25. Secretaria de Saúde do Estado de São Paulo, Centro de Vigilância Epidemiológica “Prof. 
Alexandre Vranjac”. Norma Técnica do Programa de Imunização. Calendário de Vacinação para 
o Estado de São Paulo - 2016. São Paulo: CVE, 2016.

26. Domingues CMAS, Verani JR, Montenegro Renoiner EI, Cunto Brandileone MC, Flannery 
B, Oliveira LH, et al. Effectiveness of ten-valent pneumococcal conjugate vaccine against 
invasive pneumococcal disease in Brazil: a matched case-control study. Lancet Respir Med. 
2014;2(6):464-71. https://doi.org/10.1016/S2213-2600(14)70060-8

27. Santos SR, Passadore LF, Takagi EH, Fujii CM, Yoshioka CR, Gilio AE, et al. Serotype distribution 
of Streptococcus pneumoniae isolated from patients with invasive pneumococcal disease 
in Brazil before and after ten-pneumococcal conjugate vaccine implementation. Vaccine. 
2013;31(51):6150-4. https://doi.org/10.1016/j.vaccine.2013.05.042

28. Caierão J, Hawkins P, Sant’anna FH, Cunha GR, Azevedo PA, McGee L, et al. Serotypes and 
genotypes of invasive Streptococcus pneumoniae before and after PCV10 implementation in 
southern Brazil. PLoS One. 2014;9(10):e111129. https://doi.org/10.1371/journal.pone.0111129

29. Moreira M, Cintra O, Harriague J, Hausdorff WP, Hoet B. Impact of the introduction of the 
pneumococcal conjugate vaccine in the Brazilian routine childhood national immunization 
program. Vaccine. 2016;34(25):2766-78. https://doi.org/10.1016/j.vaccine.2016.04.006

30. Hausdorff WP, Black S. What is the heterogeneity in the impact seen with 
pneumococcal conjugate vaccines telling us? Vaccine. 2017;35(31):3797-800. 
https://doi.org/10.1016/j.vaccine.2017.05.089

31. Shiri T, Datta S, Madan J, Tsertsvadze A, Royle P, Keeling MJ, et al. Indirect effects 
of childhood pneumococcal conjugate vaccination on invasive pneumococcal 
disease: a systematic review and meta-analysis. Lancet Glob Health. 2017;5(1):e51-9. 
https://doi.org/10.1016/S2214-109X(16)30306-0

32. Feikin DR, Kagucia EW, Loo JD, Link-Gelles R, Puhan MA, Cherian T, et al. Serotype-specific 
changes in invasive pneumococcal disease after pneumococcal conjugate vaccine 
introduction: a pooled analysis of multiple surveillance sites. PLoS Med. 2013;10(9):e1001517. 
https://doi.org/10.1371/journal.pmed.1001517

33. Hausdorff WP, Hanage WP. Interim results of an ecological experiment - conjugate 
vaccination against the pneumococcus and serotype replacement. Hum Vaccin Immunother. 
2016;12(2):358-74. https://doi.org/10.1080/21645515.2015.1118593

34. Jaiswal N, Singh M, Thumburu KK, Bharti B, Agarwal A, Kumar A, et al. Burden of invasive 
pneumococcal disease in children aged 1 month to 12 years living in South Asia: a systematic 
review. PLoS One. 2014;9(5):e96282. https://doi.org/10.1371/journal.pone.0096282

35. Kennedy WA, Chang SJ, Purdy K, LE T, Kilgore PE, Kim JS, et al. Incidence of bacterial meningitis 
in Asia using enhanced CSF testing: polymerase chain reaction, latex agglutination and culture. 
Epidemiol Infect. 2007;135(7):1217-26. https://doi.org/10.1017/S0950268806007734

36. Moïsi JC, Saha SK, Falade AG, Njanpop-Lafourcade BM, Oundo J, Zaidi AK, et al. Enhanced 
diagnosis of pneumococcal meningitis with use of the Binax NOW immunochromatographic 
test of Streptococcus pneumoniae antigen: a multisite study. Clin Infect Dis. 2009;48 Suppl 
2:S49-56. https://doi.org/10.1086/596481

37. Sacchi CT, Fukasawa LO, Gonçalves MG, Salgado MM, Shutt KA, Carvalhanas TR, et al; São 
Paulo RT-PCR Surveillance Project Team. Incorporation of real-time PCR into routine public 
health surveillance of culture negative bacterial meningitis in São Paulo, Brazil. PLoS One. 
2011;6(6):e20675. https://doi.org/10.1371/journal.pone.0020675

38. Ministério da Saúde (BR), Secretaria de Vigilância em Saúde. Situação epidemiológica da 
doença meningocócica, Brasil, 2007-2013. Bol Epidemiol. 2016[cited 2018 Jul 8] 47(29):1-
8. Available from: http://portalarquivos2.saude.gov.br/images/pdf/2016/julho/29/2016-015--
-DM.pdf

39. Côrtes MCJW. Vigilância das meningites na Região Metropolitana de Belo Horizonte, MG, 1999: 
o uso dos sistemas de informação em saúde e o método da captura-recaptura na estimação da 
incidência e da subnotificação [these]. Belo Horizonte: Faculdade de Medicina da Universidade 
Federal de Minas Gerais; 2002. 

40. Morgenstern H. Ecologic studies. In: Rothman KJ, Greenlandv S. Modern epidemiology. 3. ed. 
Philadelphia, PA: Lippincott-Raven; c1998. P.512-31.



12

Spatial analysis of pneumococcal meningitis in São Paulo Oliveira DS et al.

https://doi.org/10.11606/S1518-8787.2019053001183

41. Nuckols JR, Ward MH, Jarup L. Using geographic information systems for exposure assessment 
in environmental epidemiology studies. Environ Health Perspect. 2004;112(9):1007-15. 
https://doi.org/10.1289/ehp.6738

42. Lambert D. Zero-inflated poisson regression, with an application to defects in manufacturing. 
Technometrics. 1992;34(1):1-14. https://doi.org/10.1080/00401706.1992.10485228

Authors’ Contribution: Design and planning of the study: DSO, AMCS. Data collection, analysis and interpretation: 
DSO, AMCS, FCN, TSM. Preparation or review of the study: DSO, AMCS, FCN, TSM, DBA. Approval of the final 
version: DSO, AMCS, FCN, TSM, DBA. Public responsibility for the article content: DSO, AMCS, FCN, TSM, DBA.

Conflict of Interest: The authors declare no conflict of interest. 


