RESEARCH LETTERS

Portuguese]. Pesq Vet Bras. 2018;38:1767-71.
http:/ /dx.doi.org/10.1590/ 1678-5150-pvb-5027

6. Kano R, Okubo M, Siew HH, Kamata H, Hasegawa A.
Molecular typing of Sporothrix schenckii isolates from cats in
Malaysia. Mycoses. 2015;58:220-4. https:/ /doi.org/10.1111/
myc.12302

7. Siew HH. The current status of feline sporotrichosis in
Malaysia. Med Mycol J. 2017;58:E107-13. https:/ /doi.org/
10.3314/mm;j.17.014

8. Ministry of Agriculture, Livestock and Food Supply, Brazil.
Traveling with pets [in Portuguese]. 2017 Nov 24 [cited 2019
Nov 08]. http:/ /www.agricultura.gov.br/assuntos/
vigilancia-agropecuaria/animais-estimacao

9. Seyedmousavi S, Guillot ], Tolooe A, Verweij PE, de Hoog GS.
Neglected fungal zoonoses: hidden threats to man and
animals. Clin Microbiol Infect. 2015;21:416-25.
https://doi.org/10.1016/j.cmi.2015.02.031

10. de Miranda LHM, Silva JN, Gremido IDF, Menezes RC,

Almeida-Paes R, Dos Reis EG, et al. Monitoring fungal
burden and viability of Sporothrix spp. in skin lesions of cats
for predicting antifungal treatment response. ] Fungi (Basel).
2018;4:E92. https:/ / doi.org/10.3390/jof4030092

Address for correspondence: Isabella D.F. Gremiao, Evandro
Chagas National Institute of Infectious Diseases, Fiocruz,
Avenida Brasil, 4365 Rio de Janeiro 21040-360, Brazil; email:
isabella.dib@ini.fiocruz.br

Need for BCG Vaccination to
Prevent TB in High-Incidence
Countries and Populations

Shalini Pooransingh, Sateesh Sakhamuri

Author affiliation: The University of the West Indies, St. Augustine,
Trinidad and Tobago

DOI: https://doi.org/10.3201/eid2603.191232

An estimated one quarter of persons worldwide are in-
fected with Mycobacterium tuberculosis. In 2018, the
World Health Organization issued revised guidance
on bacille Calmette-Guérin (BCG) vaccine for high-risk
groups. The World Health Organization should consider
guiding countries on a case-by-case basis in developing
appropriate BCG policies to deliver equitable healthcare
and protect public health.

In 1993, the World Health Organization (WHO)
recognized tuberculosis (TB) as a global emergen-
cy (1). Twenty-five years later, TB remains a major
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public health challenge. It is the single leading infec-
tious cause of death globally. An estimated one quar-
ter of the world’s population is infected with Myco-
bacterium tuberculosis (2). In 2017, 10 million persons
became ill with TB, and 1.6 million died of it. That
year, an estimated 1 million children became ill with
TB, and 230,000 died (3).

Ending the TB epidemic by 2030 is a primary goal
of WHO and, if achieved, will contribute to WHO’s
Sustainable Development Goal 3, which is concerned
with health (4). In keeping with Pillar 1 of the End
TB Strategy, no opportunity to control TB should be
missed. The treatment for latent infection in combi-
nation with treatment measures for active disease or
with preexposure vaccination can substantially de-
crease TB incidence (5).

Until a new TB vaccine is developed, M. bovis bac-
ille Calmette-Guérin (BCG) remains the only effective
vaccine for TB (6,7). BCG's overall efficacy, including
cost-effectiveness, has been questioned by studies
that were confounded by the cross-reactivity of anti-
gens and the absence of measures to exclude latent
infection before vaccination. None of these studies
considered BCG’s primary preventive effect on drug-
resistant TB and tangential benefits, such as avoid-
ance of prolonged treatment and unwanted adverse
effects. BCG’s importance is again increasing in light
of new, encouraging evidence about its efficacy and
because of the limited availability of alternative new
anti-TB strategies.

BCG effectiveness in preventing the life-threat-
ening forms of TB in children is unquestionable. Vac-
cination at birth or shortly thereafter protects against
disseminated and pulmonary TB in young children (4).
Vaccination is cost-effective in the following groups:
infants in settings where TB incidence rates are >20
cases/100,000 population or 5 cases/100,000 smear-
positive cases per year; school-aged children in high-
risk settings in school-based catch-up programs; and
settings with low TB incidence where vaccination of
specific populations, such as immigrants from high-in-
cidence countries and healthcare workers, is selectively
administered. High global coverage and widespread
use of BCG in routine infant vaccination programs
could prevent >115,000 TB deaths per birth cohort dur-
ing the first 15 years of life (8).

WHO therefore recommends that, in countries
with a high incidence of TB, a single dose of BCG
should be provided to all infants at or soon after birth
as part of the national schedule. In countries with low
TB incidence, BCG may be limited to neonates and
infants in recognized high-risk groups or to older
children who are skin test-negative for TB infection.
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Despite clear evidence and WHO recommenda-
tions, however, global BCG administration practices
appear to be arbitrary (9). Among 180 countries, 154
(86%) reported universal BCG vaccination. Of the
other 26 countries, 20 reported having had a national
BCG policy for everyone in the past, and the remain-
ing 6 countries reported having selective vaccina-
tion for persons in high-risk groups. Among the 30
high TB-incidence countries globally, BCG coverage
ranged from 53% to 99%; coverage was <80% in 6
high-incidence countries (3).

Governments committed to achieving universal
health coverage should revise their national BCG vac-
cination policies to reflect newly available evidence.
If health is genuinely considered a human right, this
right might be realized only if governments provide
the necessary services for equitable healthcare for all
sectors of society. Equitable healthcare would mean
BCG vaccine for all in high-incidence countries and
selective vaccination for high-risk populations in
low-incidence countries.

WHO is unfailing in its technical support to coun-
tries through activities such as developing guidelines,
standards, and checklists, as well as supporting nation-
al and regional workshops. However, what might be
needed is for regional and country WHO offices to per-
haps be more proactive and more prescriptive in assist-
ing with the adaptation of global strategies to the local
country situation and with their follow up. Such action
by WHO regional and country offices may assist coun-
tries with weak health information and surveillance
systems and limited human resource technical capac-
ity, both of which might limit the timely adaptation of
national policies to international best practice guidance
and to rapidly changing country demographics.

The WHO Multisectoral Accountability Frame-
work to Accelerate Progress to End Tuberculosis (10)
is timely; it supports accountability of stakeholders
at all levels (global, regional, and country). However,
critical indicators concerning screening and vaccina-
tion appear to be missing.

Neglecting End TB Strategy initiatives should no
longer be accepted. Countries should not abandon
BCG entirely. WHO should take an active role in guid-
ing countries on a case-by-case basis in developing ap-
propriate BCG policies to deliver equitable healthcare,
thereby protecting public health and achieving the
goals of the End TB Strategy.
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