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Letters to the Editor

differences is cultural denial of smoking in our community, 
especially among females. This is supported by epidemiological 
studies of smoking conducted in communities similar to 
ours, using questionnaires; these studies showed wide 
variation in prevalence and concluded that social, cultural 
and religious inhibitions may have prevented smokers from 
providing accurate information about their smoking habits.[6]

We therefore consider that the actual number of smokers among 
the population we studied is much higher. Nevertheless, the 
percentage of smokers among patients with CAD and 
COPD comorbidity is higher than among patients with CAD 
comorbidity alone, indicting that smoking may have been a risk 
factor for CAD and COPD comorbidity. There are, however, 
2 further alternative explanations for the low prevalence of 
smoking among the present study population that we ought 
to consider. Firstly, we have not assessed the role of passive 
smoking, which increases the risk of both ischemic heart 
disease and COPD.[7] Hence we cannot rule out the possible 
contribution of passive smoking to causing COPD and CAD in 
our subjects. Secondly, it is possible that nonsmoking-related 
COPD and risk factors other than smoking for CAD were 
important etiological factors in this study population.

The 2 limitations of this study are that the numbers we studied 
were small; and that reduction in lung function may have 
been caused by diseases other than COPD, such as asthma, 
or, at least in part, may have resulted from heart failure in 
some patients. However, the proportion of these patients is 
unlikely to be large.

In conclusion, this study has shown that in Sudan, a developing 
country, 28% of patients with catheter-proven CAD have 
concomitant COPD. Such high incidence will have enormous 
burden on health expenditure in a region where health budgets 
are already strained by costs of combatting endemic diseases. 
Given the projected increases in incidence of CAD in this part 
of the world, the problem is likely to get worse. The prevalence 
rate we recorded warrants routine screening of CAD patients 
for COPD. Further larger-scale studies are needed to determine 
future trends and defi ne the epidemiology of COPD more 
precisely.
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Can we change the 
way we look at BCG 
vaccine?

Sir,
I have read with great interest the review article entitled 
“Diagnosis of latent tuberculosis can we do better by Dr. Ibrahim 
O. Al-Orainy; therefore, I would like to shed some light on the 
topic and give my comments thereon.[1] Tuberculosis is a major 
health threat in Saudi Arabia, as well as anywhere in the world. 
Saudi Arabia is a special place as it has 6 million expatriates 
for work purposes. In addition, 2-3 million visitors yearly do 
visit the country for religious rituals. Recent fi ndings showed 
that Saudi Arabia harbors many different clades (families), 
which are imported strains. One of those clades is the Beijing 
family, a strain notorious for its easy transmissibility and drug 
resistance. Also, the data shows that we do have ongoing active 
transmission — as it is identifi ed by the high rate of clustering, 
a tool which is used by epidemiologists to identify ongoing 
and recent transmission. In addition to the imported strains, 
the country has its own endogenous strains, which also are 
involved in active transmission.[2]

Recently, King Faisal Specialist Hospital and Research Centre 
held a conference on “Infections in Immunocompromised host” 
(18-19 November 2008). In this symposium, many specialists 
expressed their reservations about administering tuberculosis 
vaccine (BCG vaccine) to newborn children. They pointed out 
that in some cases of pediatrics with immune defi ciencies, 
it is very important to delay the vaccination plan until the 
possibility of genetic immune deficiency has been ruled 
out. This is due to of the complication of the vaccine and the 
dissemination of the disease.[3]

In addition, the country lacks data regarding the effi ciency of 
BCG vaccination. In other words, we do not know whether 
BCG vaccine is protective in our community or not.

The other thought is to stop altogether the BCG vaccination. 
The philosophy behind this thought is that BCG vaccine does 
not protect against TB; otherwise, why do we have up to 
4000 cases yearly (according to a recent report by the Ministry 
of Health) despite the fact that all our babies are vaccinated at 
birth? Tuberculosis is on the rise, according to a recent report 
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by the Ministry of Health. The report showed that the number 
of cases for the year 2007 was indeed higher than the number 
of cases reported in the year 2006. BCG vaccination is a big 
problem, especially in an environment such as Saudi Arabia, 
where there is an ongoing transmission of tuberculosis, as 
well as infection with mycobacterium other than tuberculosis. 
The positivity of skin test means i) exposure to real infection, 
ii) exposure to environmental mycobacterium or iii) reaction 
due to BCG vaccine itself. In an environment such as Saudi 
Arabia, interpretation of skin test is extremely diffi cult in the 
light of the fact that the protein used in skin test is shared by 
many species of mycobacterium. Shared protein is the main 
cause of the confusion.[4] It is for this reason that the BCG 
vaccine is not given in many countries such as Netherlands, 
UK and, recently, France; yet these countries have better control 
over tuberculosis as compared to many countries where BCG 
vaccine is mandatory, including Saudi Arabia.

With regards to the diagnostic tools for latent tuberculosis 
mentioned by Dr. Al-Orainy, we [Tuberculosis Research Unit, 
Department of Comparative Medicine, King Faisal Specialist 
Hospital and Research Centre] would like to announce the 
availability of whole blood interferon gamma testing. We used 
the test on different types of patients so far, and the results are 
promising. [Unfortunately at this stage, before the completion 
of the project, we cannot disclose such results].

Interferon-γ tests (interferon gamma release assays, IGRAs) are 
based on the ability of the Mycobacterium tuberculosis antigens 
for early secretory antigen target 6 (ESAT-6) and culture fi ltrate 
protein 10 (CFP-10) to stimulate host production of interferon-
gamma. Because these antigens are not present in nontuberculous 
mycobacteria or in BCG vaccine, these tests can distinguish 
between latent tuberculosis infection in asymptomatic patients 
and exposure to BCG or nontuberculous mycobacteria. The test 
is approved for diagnosis of latent tuberculosis and has also been 
used in patients with pulmonary tuberculosis.[5]

We fully approve of the establishment of such diagnostic 
tools everywhere in the country. It is an expensive test at this 
particular stage but it is worth using, as delay in diagnosing 
diffi cult cases such as extrapulmonary is more costly to the 
patients (as it might cost them their lives). Usually, treating 
dormant tuberculosis, particularly when it comes to close 
contact individual, is far cheaper than treating patients after 
they show full symptoms of the disease. On the other hand, 
it is a very bad practice to give prophylaxis to treat dormant 
tuberculosis based on skin test results as the test has proved 
its inability to distinguish real infection from exposure to 
environment tuberculosis or BCG vaccine. Also, giving a 
prophylaxis indiscriminately based on skin test gives a chance 
for drug resistance to develop.

In conclusion, we think it is the right time now to review our 
policy of giving BCG vaccine to our newly born babies as it is 
creating more confusion rather than providing protection: It 
causes diseases in immunocompromised patients. BCG vaccine 
causes confusion when it comes to interpretation of skin test 
results. Also, it gives false-positive and false-negative results. 
We are aware of what is said in literature — that BCG vaccine 
prevents miliary tuberculosis — but it has no evidence based 
on the actual situation in our society. In addition, we need to 

improve the case fi nding, improve the treatment outcomes 
and break the cycle of ongoing transmission in order to control 
tuberculosis infection in Saudi Arabia.
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Author’s reply

Sir,
In his letter, Dr. Al-Hajoj[1] proposes a review of BCG vaccination 
policy in Saudi Arabia as it is causing “more confusion than 
protection” and he suggests stopping BCG vaccination altogether. 
This despite the fact that tuberculosis incidence in Saudi Arabia 
is rising, according to the Ministry of Health statistics.

BCG vaccination of infants was confi rmed to have signifi cant 
protective effi cacy against disseminated childhood tuberculosis 
and tuberculous meningitis. A meta-analysis of 5 randomized 
control trials and 8 case-control studies showed an average 
protection of 80% among children vaccinated in infancy.[2] 
The impact of vaccination was demonstrated by the decline 
of tuberculosis among young adults in the UK after the 
introduction of vaccination.[3] In Sweden discontinuation of 
BCG vaccination was associated with a demonstrable increase 
in childhood tuberculosis.[4]

Currently, BCG vaccine is not given routinely in USA, Canada and 
parts of western Europe, because of the low disease incidence in 
these countries (<5 cases/100,000). In Saudi Arabia, the incidence 
of the disease remains moderate (about 40 cases/100,000), and 
there is a high infl ux of foreign workers (including housemaids) 
from countries with high prevalence of tuberculosis. In these 
circumstances, exposure of children to the disease is likely to 
be signifi cant; and therefore, prevention of serious childhood 
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