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ABSTRACT 

Background 

BCG appears to reduce acquisition of Mycobacterium tuberculosis (Mtb) infection in 

children, measured using interferon-gamma release assays (IGRAs). We explored whether 

BCG vaccination continues to be associated with decreased prevalence of Mtb infection in 

adults. 

Methods 

We conducted a cross-sectional analysis of data from adult contacts of tuberculosis cases 

participating in a UK cohort study. Vaccine effectiveness (VE) of BCG, ascertained based on 

presence of a scar or vaccination history, against latent tuberculosis infection (LTBI), 

measured via IGRA, was assessed using multivariable logistic regression. The effects of age 

at BCG and time since vaccination were also explored. 

Results 

Of 3453 recent tuberculosis contacts, 27.5% had LTBI. There was strong evidence of an 

association between BCG and LTBI (aOR=0.70, 95% CI 0.56-0.87, p=0.0017) yielding a VE 

of 30%. VE declined with time since vaccination, but there was evidence that LTBI 

prevalence was lower amongst vaccinated individuals even >20 years after vaccination, 

compared with non-vaccinated participants. 

Conclusion 

BCG is associated with lower prevalence of LTBI in adult contacts of tuberculosis. These 

results contribute to growing evidence that suggests BCG may protect against Mtb infection 
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as well as disease. This has implications for immunisation programmes, vaccine development 

and tuberculosis control efforts worldwide.  
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INTRODUCTION 

Tuberculosis (TB) is the leading cause of death from infectious disease worldwide.[1] The 

widely used Bacillus Calmette-Guérin (BCG) vaccine is the only licensed vaccine against 

Mycobacterium tuberculosis (Mtb).[2] Infant BCG vaccination has shown consistently high 

efficacy of 70-80% against childhood TB, namely meningitis and miliary TB.[3] The 

protective effect of BCG against adult pulmonary disease varies geographically,[4–6] which 

may in part be associated with varying exposure to Mtb or environmental mycobacteria [7,8], 

which may mask or block protection induced by BCG.[4,9–11]  

Until recently it was not possible to determine if BCG vaccination prevents acquisition of 

Mtb infection or only limits progression from latent TB infection (LTBI) to active disease. 

This was due to limitations of the tuberculin skin test (TST), which can be positive following 

BCG vaccination and, to a lesser extent, exposure to environmental mycobacteria.[12,13] 

More recently developed interferon-gamma release assays (IGRAs) are more specific for Mtb 

infection,[14] as they measure interferon-gamma release from T-lymphocytes stimulated with 

antigens not present in BCG or most environmental mycobacteria.[15] Since the protective 

effect of BCG against Mtb infection was first demonstrated[16], several observational studies 

have investigated this phenomenon. A meta-analysis of 14 observational studies in children 

aged <16 years with recent exposure to active TB found a vaccine effectiveness (VE) of 19% 

against Mtb infection. In the six studies which followed up children who were IGRA-

positive, BCG was associated with a 58% reduction in the risk of active TB.[17]  

Data on whether this protection against Mtb infection continues into adulthood, as it appears 

to against disease,[18,19] are limited. Several observational studies of adults have found 

weak evidence of protection by BCG against infection measured via IGRA.[20–25] There has 

been no investigation of the influence of age at vaccination on VE of BCG against LTBI in 
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adults, or of changes in protection over time. These issues are important as, in order to assess 

the role of BCG (or similar vaccines in development) in TB control programmes, the effect of 

BCG on the full spectrum of TB should be understood.[26] In this cross-sectional study, we 

used baseline data from a large United Kingdom (UK) cohort study of adults at risk of Mtb 

infection to determine the presence and durability of BCG protection against Mtb infection, 

assessed by IGRA, and the potential factors that influence VE. 

METHODS 

Study design  

A cross-sectional study was carried out amongst participants recruited to the UK PREDICT 

study who were recent contacts of patients with active TB (‘contacts’). PREDICT was a 

prospective cohort study that aimed to assess the prognostic value of IGRAs in predicting the 

development of active TB among individuals with, or at risk of, LTBI, as previously 

described.[27] 10045 TB contacts, as well as recent migrants, aged ≥16 years were recruited 

between January 2011 and July 2015. Participants with evidence of active TB at baseline 

were excluded, and migrants were excluded from this analysis as it was unclear when their 

primary infection occurred. Contacts were recruited at contact tracing appointments for TB 

screening in TB clinics (part of the routine public health management of TB in the UK). 

After obtaining informed consent, study nurses completed a questionnaire with participants, 

including on demographic, social, medical and TB exposure history, took blood samples for 

IGRA testing, and administered a Mantoux TST (which was read 48-72 hours later).  

Most recruitment sites were in London, with one clinic each in Birmingham and Leicester. To 

increase the probability that any detected LTBI was due to recent infection, participants who 

reported previous contact with active TB (prior to that resulting in recruitment) were 
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excluded. Participants who reported a previous TB diagnosis were also excluded from this 

analysis, as a positive IGRA may reflect their prior TB disease rather than current LTBI. 

Primary exposure, outcome and covariates 

The primary exposure of interest was previous BCG vaccination. Vaccination status was 

determined by inspection of both arms for a vaccination scar by a trained study or TB nurse, 

combined with a vaccination history and documentation from a personally-held vaccination 

record (e.g. the ‘red book’) if available. A positive response was recorded when a scar was 

observed or there was documented evidence of BCG administration, and a negative response 

recorded if no scar was seen. If participants thought they had been vaccinated but no scar was 

observed, the interviewer recorded ‘unsure’ and this was treated as missing. Participants who 

had received vaccination were asked the year of vaccination. 

The outcome of interest was LTBI, measured via IGRA. LTBI was defined as a positive 

result on either or both of QuantiFERON-TB Gold In-Tube (QFT-GIT) and T-SPOT.TB. 

Those who were negative on both assays, or negative on one and indeterminate on the other, 

were considered not to have LTBI. Most participants had both IGRAs performed, however a 

small number were only tested with QFT-GIT, and LTBI was determined based on the single 

assay. If both assays were indeterminate, the outcome was considered missing. 

Self-reported questionnaire data included details of the TB exposure, country of birth, 

ethnicity (based on the Enhanced Tuberculosis Surveillance system categories[28]), smoking 

status (never or ever), social risk factors (none, or any of homelessness, imprisonment or use 

of controlled drugs), and medical details, including whether the participant had diabetes, HIV 

or other immunosuppression. 

Age at vaccination was calculated as the difference between vaccination and birth year, and 
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dichotomised based on the ages of vaccination recommended in typical BCG vaccination 

polices (≤2 years to reflect infant vaccination, >2 years for vaccination in childhood and at 

older ages). Time since vaccination was calculated as age at recruitment minus the stated age 

at vaccination, and grouped into three categories to avoid data sparsity (≤10 years, 11-20 

years, >20 years).[5] TB incidence in country of birth was obtained from WHO estimates for 

the year 2000.[29] Absolute latitude of country of birth, found to affect VE in previous 

studies[9], was calculated using average country latitude data from Google Public Data 

Explorer[30], and collapsed into 20° groups.[9,17]  

Statistical analysis 

To investigate the association between LTBI and BCG status (and all other covariates), cross-

tabulation, unadjusted ORs and likelihood ratio tests (LRTs) were calculated. For variables 

with no natural reference group, the largest group was used as the baseline. 

Multivariable analysis was performed using logistic regression and LRTs. Age group and sex 

were considered a priori confounders. Age group was treated as a categorical, rather than 

continuous, variable as this produced a better fit in bivariable analysis. Further confounding 

variables were included in the multivariable model based on the change-in-estimate method. 

All variables that were associated with BCG status or LTBI on bivariable analysis with p≤0.2 

(with none deemed to lie on the causal pathway) were added separately to the model. Any 

variable that resulted in a ≥10% relative change in the OR was kept in the model (with the 

variable that caused the largest change in the OR selected first if more than one variable 

caused a ≥10% change). All other variables were then individually re-added to the model 

until the addition of no further variables resulted in a 10% change in OR. All analyses used a 

‘complete-case’ approach. Vaccine effectiveness for LTBI was calculated as VE=1-OR. This 
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OR is the prevalence odds ratio[31], which approximates the incidence rate ratio in cross-

sectional studies.[32,33] 

The roles of age at vaccination and time since vaccination on the association between BCG 

and LTBI were then explored. Two further multivariable logistic regression models were 

fitted separately (for age at BCG and time since BCG), using the same modelling strategy as 

above. The analysis of age at BCG was stratified by place of birth (UK or non-UK). Due to 

collinearity between age at vaccination and time since vaccination, analysis of time since 

BCG was stratified by age at BCG (≤2 years or >2 years).  

Six sensitivity analyses of the primary multivariable model were performed: 1) with 

additional adjustment for smoking status and any social risk factor; 2) including adjustment 

for TB incidence of country of birth; 3) including only participants with concordant IGRAs; 

4) using binomial regression with a log-link to directly estimate the prevalence ratio (PR), 

which may not be well approximated by the OR as the outcome was common[34]; 5) 

restricting the analysis to household contacts of active TB cases, who likely had the most 

defined single TB exposure[35]; 6) including participants who reported earlier contact with 

people with active TB. We also performed additional analyses using TST results to measure 

LTBI. Two cut-off criteria were used to define positivity: firstly, TST≥5mm[36]; and 

secondly, TST ≥5mm in BCG-naïve, or ≥15mm in BCG-vaccinated participants (which 

better predicts disease progression[27]).  

To examine bias from missing data, observations with missing values were investigated for 

association with the outcome and exposure using cross-tabulation, together with 

multivariable analysis of factors associated with missing BCG status. 

Analysis was conducted using Stata v15.0. 
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RESULTS 

Participant inclusion 

Of 10045 participants enrolled in the PREDICT study, 9515 had no evidence of active TB 

and did not report a prior history of TB. 4310 participants were recent TB contacts, of whom 

857 had missing data on LTBI and/or BCG status, leaving 3453 participants in this cross-

sectional study (Figure 1). 

Baseline characteristics and bivariable analysis 

Of 3453 participants, 86.9% (3000/3453) had received BCG vaccination. The median age 

was 32 years (interquartile range 25-43) and 50.0% were male. 2420/3444 (70.3%) were born 

outside the UK (Table 1).  

The overall prevalence of LTBI was 27.5% (951/3453), 27.0% (809/3000) in those 

vaccinated and 31.4% (142/453) in the unvaccinated, yielding an unadjusted OR of 0.81 

(95% CI 0.65-1.00, p=0.054) (Table 1). Characteristics associated with increased LTBI 

prevalence on univariate analysis were male sex, older age, being born outside the UK, some 

ethnicities, lack of immunosuppression, having diabetes, lower latitudes of country of birth, 

TB incidence in country of birth, and household TB exposure. 

Multivariable analysis 

3399 (98.4%) participants were included in the complete-case analysis. Apart from sex and 

age (included a priori), latitude of country of birth was the key confounding variable, shifting 

the OR away from the null, and the only covariate retained in the final model. After adjusting 

for sex, age group and latitude of country of birth, there was strong evidence of an association 
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between BCG and LTBI (OR 0.70, 95% CI 0.56-0.87, p=0.0017)(Table 2), thus the VE of 

BCG for LTBI in adult contacts of TB cases was 30% (95% CI 13-44%).  

Sensitivity analyses produced largely similar results (Appendix 1). Additional analyses using 

TST results found that BCG was positively associated with LTBI using a 5mm TST 

threshold, and negatively associated using a stratified threshold based on BCG status (OR 

0.50, 95% CI 0.40-0.63, p<0.001, Appendix 1). 

There was no evidence of an association between missing LTBI data and BCG vaccination 

(OR 1.05, 95% CI 0.74-1.49, p=0.79). However those without data on BCG status were more 

likely to have LTBI (OR 1.33, 95% CI 1.09-1.63)(Appendix 2). 

Vaccine effectiveness by age at vaccination and time since vaccination 

Data on reported age at (and time since) vaccination were available for 2195 (73%) of 3000 

BCG-vaccinated participants. Of the 641 people born in the UK, 497 (78%) were vaccinated 

aged >2 years. Of the 1554 people born outside the UK, 1268 (82%) were vaccinated aged ≤2 

years (Appendix 3). Protection against infection was observed following both infant and 

older age vaccination, among those born within and outside the UK, after adjusting for age 

group, sex and latitude of country of birth (Table 3). There was no clear pattern by age at 

vaccination, as the confidence intervals for the adjusted ORs overlapped.  

The association between BCG and LTBI, adjusted for age group, sex, ethnicity and country 

of birth, appeared to vary with time since vaccination in both age at vaccination strata (Table 

4). In those vaccinated at age 2 or younger, the protective association was greater in those 

vaccinated 11-20 years ago (OR 0.55 [95% CI 0.33-0.90]) than those vaccinated >20 years 

ago (OR 0.78 [0.60-1.00]). As this was an adult cohort, there were no participants vaccinated 

≤10 years ago in the group vaccinated in infancy. In participants vaccinated at age >2 years, 
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the protective association was greatest in those vaccinated ≤10 years ago (OR 0.31 [95% CI 

0.15-0.63]), versus those vaccinated 11-20 and >20 years ago (OR 0.73 [0.48-1.10] and 0.67 

[0.46-0.98] respectively). However there appeared to be evidence of protection more than 20 

years later in both those vaccinated in infancy and those vaccinated in childhood and older 

ages, compared to those without BCG vaccination. 

DISCUSSION 

Principal findings 

In this cross-sectional study, we found strong evidence of an association between BCG and 

LTBI in recent adult contacts of TB, with VE estimated as 30% (95% CI 13-44%). Protection 

against infection was seen following both infant and older age vaccination, among 

participants born within and outside the UK. The association appeared to differ by time since 

vaccination, in participants vaccinated at both ≤2 and >2 years of age. In those vaccinated 

aged ≤2 years, protection was seen in those vaccinated 11-20 years ago and, though less so, 

vaccinated >20 years ago. Among participants vaccinated at ages >2 years, the protective 

association was greater for those vaccinated <10 years ago than those vaccinated 10-20 years 

ago, where evidence of a protective effect was weak. In both groups, there remained evidence 

of some protection in participants vaccinated >20 years ago.  

Strengths and limitations 

To our knowledge, this is the largest adult study on the association between BCG and LTBI 

measured via IGRA in recent contacts of TB patients. The large sample size and rich dataset 

are key strengths. This enabled analysis by strata of age at BCG and time since vaccination 

and broad sensitivity analyses. Although the analysis of time since vaccination could not be 

adjusted for age at vaccination (and vice versa) due to collinearity, stratification helped 
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address this. Using both commercially-available IGRAs allowed a sensitivity analysis of 

those with concordant results, reducing the potential for outcome misclassification. 

There are some limitations in a cross-sectional study. The observational design cannot prove 

causality, and there may be confounding by other factors such as health-seeking behaviour. 

Furthermore, as many participants were born in high-burden countries, some may have been 

exposed to Mtb before vaccination. However, to increase the probability that vaccination 

preceded Mtb exposure, we only included recent TB contacts without prior reported TB 

exposure. Also, most participants born outside the UK were vaccinated in infancy, limiting 

exposure to Mtb before vaccination.  

Measurement error 

Similar to prior studies, this study relied predominantly on BCG scar to measure vaccination. 

BCG does not always result in scar formation, but may still confer protection in these 

cases.[35,37,38] Therefore some vaccinated participants may have been misclassified as non-

vaccinated, if there was no documented evidence otherwise. This would be non-differential 

with respect to IGRA, potentially biasing our VE estimates towards the null. Data on 

vaccination year was also likely subject to recall error, but again this is likely non-differential 

with regards to outcome.  

Most data on covariates was self-reported. Prevalence of HIV and smoking were relatively 

low, possibly reflecting social desirability biases. Residual confounding is also possible. For 

example, latitude of country of birth was an important confounder and may be a proxy 

measure of potential exposure to nontuberculous mycobacteria, as well as Mtb, but does not 

take into account the time lived at that latitude. Similarly, TB incidence in country of birth is 

an incomplete measure of Mtb exposure.  
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There is currently no gold standard for diagnosing LTBI, and a positive IGRA cannot 

distinguish between true ongoing latent Mtb infection with dormant yet viable bacteria and an 

immunological memory response following exposure to Mtb. Long-term follow-up studies 

(or development of a gold standard test for diagnosing LTBI) would help assess if IGRA does 

measure true infection preceding risk of disease. We found increased prevalence of TST 

reaction ≥5mm amongst vaccinated individuals, consistent with TST being affected by BCG. 

Stratified thresholds can improve the specificity of TST, as demonstrated by the protective 

association seen in our tiered 5/15mm analysis. However IGRAs are a more sensitive and 

specific surrogate marker for Mtb infection in BCG-vaccinated individuals.[14,15] 

Missing data 

Twenty percent of otherwise eligible participants were excluded due to missing data on LTBI 

and/or BCG. Missing data on LTBI were predominantly due to logistic factors (e.g. failed 

blood collection), so likely missing completely at random. This is supported by the lack of 

association between missing outcome data and BCG vaccination, and is therefore unlikely to 

be an important source of bias. 

BCG vaccination status was missing for 13% of participants, and these people were more 

likely to have LTBI. As it is harder to be certain of lack of vaccination, more unvaccinated 

participants may have been recorded as ‘unsure’ and therefore coded as missing (possibly 

leading to the association of missing BCG status with LTBI). However in these cases, when 

the missingness mechanisms are related to the exposure and covariates, but not the outcome, 

a logistic regression complete-case approach can still provide an unbiased estimate of the 

OR,[39] dependent on the model including the covariates with which missingness is related. 

While being non-UK born and of Pakistani ethnicity were associated with missing BCG 

status (and not included in the final model as they were not found to be important 
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confounders), these associations and numbers were small, so the overall bias of VE from 

missing BCG status is likely minimal. 

Comparison with existing literature 

The estimated VE of 30% is broadly consistent with other studies in adults.[20–25] Three 

studies in TB contacts had higher VEs than this study (ORs 0.11-0.5), though these were 

small studies restricted to close contacts and had wide confidence intervals that crossed 

1.[23–25] The lower VE in our analysis may reflect the limitations discussed above, which 

could have biased the estimate towards the null. 

Although the confidence intervals overlapped, our results suggest a possible decline in 

protection with increased time since vaccination. This concurs with studies of the duration of 

protection against active TB.[5,18] Our finding that protection against infection was seen 

following both infant and older age vaccination is less consistent with other studies reporting 

that protection against active TB is greater when vaccination occurs at younger ages, in 

immunologically naïve subjects.[5,9,40] Our findings are likely influenced by several factors. 

We do not have data on why participants were vaccinated at particular ages. However, those 

born outside the UK and vaccinated aged >2 years are likely to have been vaccinated after 

moving to the UK, where they would have been offered school-aged BCG vaccination only 

after negative TST results under the UK’s school-based BCG program, discontinued in 

2005.[41] Usually only infant vaccination programs are offered in high TB burden settings. 

In addition, infant vaccination is less likely to result in scar formation compared with 

vaccination at older ages.[42] Therefore non-differential misclassification is more likely in 

those vaccinated earlier, leading to an underestimate of VE in the younger age group. Finally, 

measurement of these variables was susceptible to bias, due to missing data and recall errors 



 16 

for age at vaccination. These exploratory results should therefore be interpreted cautiously 

and confirmed in other studies, including with longitudinal design. 

Implications and future research 

This study suggests that BCG may protect against the acquisition of Mtb infection in adults 

and not only progression to disease.[17,26] This has implications for TB control strategies. 

The most recent WHO position paper on BCG reflects the growing evidence that BCG 

confers “a modest protective effect… against Mtb infection, representing a significant 

additional benefit of the BCG vaccine.”[43] Furthermore our data are consistent with 

evidence of durability of protection against disease,[18,19] which should be considered in 

cost-effectiveness and modelling studies by low-burden countries considering moving away 

from universal BCG vaccination to targeted vaccination of high-risk groups.[43]  

The effect that BCG may have on wider transmission dynamics is unclear, though 

preliminary modelling studies suggest a vaccine that protects against Mtb infection would 

have a high population-level impact on TB incidence, across a range of exposure 

intensities.[44] Future modelling studies of TB transmission and burden should therefore 

include sensitivity analyses that account for some degree of protection against infection.[43] 

Finally, these findings may contribute to understanding the mechanism of action of BCG. 

This is vital in the development and evaluation of new TB vaccines, since many vaccine 

candidates rely on a BCG-boosting strategy.[45] Novel vaccines must, and are starting to 

show they do, confer additional protection beyond the effect of BCG on both Mtb infection 

and disease progression.[46] Prevention of infection measured via IGRA is being examined 

as a shorter-term endpoint in efficacy trials of new TB vaccines, accelerating their 

assessment.[47] A recent trial of BCG revaccination versus vaccination with a novel subunit 

vaccine assessed vaccine efficacy using IGRA conversion as a measure of Mtb acquisition 
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and sustained IGRA positivity to reflect sustained infection.[48] Our study suggests BCG-

like vaccines that prevent infection may also provide long-term durability of protection. 

Our study contributes to the growing evidence that suggests BCG can act partially by 

providing protection against Mtb infection as well as disease. This has important implications 

for immunisation programmes, vaccine development and assessment, and TB control efforts 

worldwide.   



 18 

ACKNOWLEDGEMENTS  

We are grateful to all members of the PREDICT Study Group: Ibrahim Abubakar, David 

Adeboyeku, Nabeela Bari, Jack Barker, Helen Booth, Graham Bothamley, Felix Chua, Dean 

Creer, Mathina Darmalingam, Robert N. Davidson, Martin Dedicoat, Jonathan J Deeks, 

Francis Drobniewski, Anne Dunleavy, Jose Figueroa, Chris Griffiths, Pranab Haldar, Mimi 

Haseldean, Andrew Hayward, Norman Johnson, Onn Min Kon, Heinke Kunst, Ajit Lalvani, 

Marc Lipman, Stefan Losewicz, Joanne Lord, William Lynn, Bobby Mann,  Heather 

Milburn, John Moore-Gillon, Geoff Packe, Anton Pozniak, Frances Sanderson, Jo Southern. 

We would also like to acknowledge Antonio Gasparini for his advice on the statistical 

methods.   



 19 

TABLES AND FIGURES 

Figure 1: Recruitment of participants to the PREDICT study and inclusion in cross-sectional 

study.  

 

TB = tuberculosis; LTBI = latent tuberculosis infection; BCG = Bacillus Calmette-Guérin. 

* Contacts were defined as people with a cumulative duration of exposure to the index case 

(pulmonary or extra-pulmonary TB) of >8 hours in a confined space during the period of 

infectiousness. 

  

10045 enrolled participants 

9515 participants without known 

current/previous TB 

175 (1.7%) with active TB at baseline 

355 (3.5%) with previous TB diagnosis 

4310 recent TB contacts* included in 

cross-sectional study 

857 (19.9%) missing LTBI and/or BCG data 

(explored in Appendix 2) 

3453 participants with data available on 

LTBI and BCG status 

5205 (54.7%) not included in cross-sectional 

study, if a recent entrant (4558) and/or 

reported prior contact with TB (1140) 
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Table 1: Cross sectional study baseline characteristics and unadjusted ORs of their 

association with LTBI (n=3453). 

Variable Group Number 

positive for 

LTBI  

Percentage 

positive for 

LTBI 

Crude OR 95% CI p value* 

BCG vaccination 

 

No 142/453 31.4 1  

0.054 Yes 809/3000 27.0 0.81 0.65-1.00 

Sex 

(missing [m]=16) 

Male 538/1726 31.2 1   

Female 410/1711 24.0 0.70 0.60-0.81 <0.001 

Age group, years 

(m=1) 

16-25 213/965 22.1 1  

<0.001 

26-35 328/1175 27.9 1.37 1.12-1.67 

36-45 195/601 32.5 1.70 1.35-2.13 

>45 215/711 30.2 1.53 0.24-0.33 

Country of birth 

(m=9) 

UK 155/1024 15.1 1  

<0.001 Non-UK 790/2420 32.6 2.72 2.25-3.29 

Ethnicity 

(m=76) 

Indian 292/967 30.2 1  

<0.001 

White 137/709 19.3 0.55 0.44-0.70 

Black African 190/536 35.5 1.27 1.01-1.59 

Mixed 145/474 30.6 1.02 0.80-1.29 

Pakistani 71/245 29.0 0.94 0.69-1.28 

Bangladeshi 22/142 15.5 0.43 0.26-0.68 

Black Caribbean 31/162 19.1 0.55 0.36-0.83 

Black Other / 

Chinese/Other 

35/142 27.3 0.76 0.50-1.13 

Any social risk factor No 897/3227 27.8 1  

0.20 Yes 54/226 23.9 0.82 0.59-1.12 

HIV 

(m=111) 

No 913/3317 27.5 1  

0.96 Yes 7/25 28.0 1.02 0.43-2.50 

Other immunosuppression 

(m=6) 

No 928/3338 27.8 1  

0.02 Yes 20/110 18.2 0.58 0.35-0.94 

Diabetes 

(m=6) 

No 869/3236 26.9 1  

0.0007 Yes 80/211 37.9 1.66 1.25-2.22 

Smoking status 

(m=16) 

Ever 207/822 25.2 1  

0.078 Never 741/2615 28.4 1.17 0.98-1.41 

Latitude of country of birth 

(m=37) 

<20° 265/779 34.0 1  

<0.001 

20-40° 455/1378 33.0 0.96 0.79-1.15 

>40° 221/1259 17.6 0.41 0.34-0.51 

TB incidence per 100 000 of 

country of birth (m=46) 

≤10 26/115 22.6 1  

<0.001 

11-40 200/1252 16.0 0.65 0.41-1.03 

41-100 36/129 28.0 1.33 0.74-2.37 

101-150 15/69 22.1 0.97 0.47-1.99 

151-300 584/1621 36.0 1.93 1.23-3.02 

≥300 77/222 34.7 1.82 1.08-3.05 

Setting of TB exposure 

(m=274) 

Household 671/2149 31.2 1  

<0.001 Non-household 204/1030 19.8 0.54 0.46-0.65 
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*Derived from likelihood ratio test 

OR = odds ratio; LTBI = latent tuberculosis infection; n = number; CI = confidence interval; 

m = missing; UK = United Kingdom; HIV = human immunodeficiency virus   
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Table 2: Adjusted ORs for the association of LTBI and BCG vaccination from a 

multivariable logistic regression model (n=3399). 

Variable Group Adjusted OR* 95% CI p value** 

BCG vaccination No 1  

0.0017 Yes 0.70 0.56-0.87 

Sex Male 1  

<0.001 Female 0.70 0.60-0.82 

Age group (years) 

 

16-25 1  

0.0016 

26-35 1.31 1.07-1.61 

36-45 1.55 1.23-1.97 

>45 1.38 1.10-1.74 

Latitude of country of birth 

 

<20° 1  

<0.001 

20-40° 0.92 0.76-1.12 

>40° 0.42 0.34-0.52 

*Adjusted for all other variables in the table 

**Likelihood ratio test p value 

OR = odds ratio; LTBI = latent tuberculosis infection; BCG = Bacillus Calmette-Guérin; n = 

number; CI = confidence interval.   
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Table 3: Crude and adjusted ORs for the association of LTBI and age at BCG vaccination, 

by place of birth.  

Birthplace Age at 

BCG 

Proportion with 

LTBI (%)  

Crude OR 

(95% CI) 

p value* Adjusted OR** 

(95% CI) 

p value 

* 

UK 

(n=792) 

No BCG 32/151 (21.2) 1  1  

≤2 years 14/144 (9.7) 0.40 (0.20-0.79)  0.39 (0.19-0.77)  

>2 years 72/497 (14.5) 0.63 (0.40-1.00) 0.021 0.62 (0.38-1.00) 0.018 

Non-UK 

(n=1854) 

No BCG 110/300 (36.7) 1  1  

≤2 years 434/1268 (34.2) 0.90 (0.69-1.17)  0.83 (0.64-1.09)  

>2 years 83/286 (29.0) 0.71 (0.50-1.00)   0.123 0.63 (0.44-0.90) 0.040 

*Likelihood ratio test p value 

**Adjusted for age group, sex and latitude of country of birth. 

OR = odds ratio; LTBI = latent tuberculosis infection; UK = United Kingdom; BCG = 

Bacillus Calmette-Guérin; n = number; CI = confidence interval.   
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Table 4: Crude and adjusted ORs for the association of LTBI and years since BCG 

vaccination, by age of vaccination. 

Age at 

BCG 

Years since 

BCG 

Proportion with 

LTBI (%)  

Crude OR 

(95% CI) 

p value* Adjusted OR** 

(95% CI) 

p value* 

≤2 years 

(n=1867) 

No BCG 142/453 (31.4) 1  1  

≤10 - -  -  

11-20 27/160 (16.9) 0.44 (0.28-0.70)  0.55 (0.33-0.90)  

>20 423/1254 (33.7) 1.11 (0.89-1.40) <0.001 0.78 (0.60-1.00) 0.026 

>2 years 

(n=1236) 

No BCG 142/453 (31.4) 1  1  

≤10 12/106 (11.3) 0.28 (0.15-0.53)  0.31 (0.15-0.63)  

11-20 51/243 (21.1) 0.58 (0.40-0.84)  0.73 (0.48-1.10)  

>20 92/434 (21.2) 0.59 (0.43-0.80) <0.001 0.67 (0.46-0.98) 0.0014 

* Likelihood ratio test p value 

**Adjusted for age group, sex, ethnicity and country of birth (UK or non-UK) 

OR = odds ratio; LTBI = latent tuberculosis infection; BCG = Bacillus Calmette-Guérin; n = 

number; CI = confidence interval; UK = United Kingdom.   



 25 

REFERENCES 

1.  World Health Organization. Global Health Estimates 2015: Deaths by Cause, Age, Sex, 

by Country and by Region, 2000-2015. Geneva: World Health Organization; 2016.  

2.  Casey RM. Global Routine Vaccination Coverage, 2015. MMWR Morb Mortal Wkly 

Rep [Internet]. 2016; 65. Available from: 

http://www.cdc.gov/mmwr/volumes/65/wr/mm6545a5.htm 

3.  Trunz BB, Fine P, Dye C. Effect of BCG vaccination on childhood tuberculous 

meningitis and miliary tuberculosis worldwide: a meta-analysis and assessment of cost-

effectiveness. Lancet Lond Engl. 2006; 367(9517):1173–1180.  

4.  Narayanan PR. Influence of sex, age & nontuberculous infection at intake on the efficacy 

of BCG: re-analysis of 15-year data from a double-blind randomized control trial in 

South India. Indian J Med Res. 2006; 123(2):119–124.  

5.  Abubakar I, Pimpin L, Ariti C, et al. Systematic review and meta-analysis of the current 

evidence on the duration of protection by bacillus Calmette-Guérin vaccination against 

tuberculosis. Health Technol Assess Winch Engl. 2013; 17(37):1–372, v–vi.  

6.  Fine PE. Variation in protection by BCG: implications of and for heterologous immunity. 

Lancet Lond Engl. 1995; 346(8986):1339–1345.  

7.  Reyn CF von. Correcting the record on BCG before we license new vaccines against 

tuberculosis. J R Soc Med. 2017; 110(11):428–433.  

8.  Mangtani P, Rodrigues LC, Sterne JA, Abubakar I, Fine PEM. Reply to Kernodle and 

von Reyn. Clin Infect Dis Off Publ Infect Dis Soc Am. 2014; 59(4):608–609.  



 26 

9.  Mangtani P, Abubakar I, Ariti C, et al. Protection by BCG vaccine against tuberculosis: a 

systematic review of randomized controlled trials. Clin Infect Dis Off Publ Infect Dis 

Soc Am. 2014; 58(4):470–480.  

10.  Palmer CE, Long MW. Effects of infection with atypical mycobacteria on BCG 

vaccination and tuberculosis. Am Rev Respir Dis. 1966; 94(4):553–568.  

11.  Andersen P, Doherty TM. The success and failure of BCG - implications for a novel 

tuberculosis vaccine. Nat Rev Microbiol. 2005; 3(8):656–662.  

12.  Fine PE. BCG vaccination against tuberculosis and leprosy. Br Med Bull. 1988; 

44(3):691–703.  

13.  Wang L, Turner MO, Elwood RK, Schulzer M, FitzGerald JM. A meta-analysis of the 

effect of Bacille Calmette Guérin vaccination on tuberculin skin test measurements. 

Thorax. 2002; 57(9):804–809.  

14.  Pai M, Zwerling A, Menzies D. Systematic review: T-cell-based assays for the diagnosis 

of latent tuberculosis infection: an update. Ann Intern Med. 2008; 149(3):177–184.  

15.  Lalvani A, Pareek M. A 100 year update on diagnosis of tuberculosis infection. Br Med 

Bull. 2010; 93:69–84.  

16.  Soysal A, Millington KA, Bakir M, et al. Effect of BCG vaccination on risk of 

Mycobacterium tuberculosis infection in children with household tuberculosis contact: a 

prospective community-based study. Lancet Lond Engl. 2005; 366(9495):1443–1451.  

17.  Roy A, Eisenhut M, Harris RJ, et al. Effect of BCG vaccination against Mycobacterium 

tuberculosis infection in children: systematic review and meta-analysis. BMJ. 2014; 

349:g4643.  



 27 

18.  Mangtani P, Nguipdop-Djomo P, Keogh RH, et al. The duration of protection of school-

aged BCG vaccination in England: a population-based case-control study. Int J 

Epidemiol. 2018; 47(1):193–201.  

19.  Nguipdop-Djomo P, Heldal E, Rodrigues LC, Abubakar I, Mangtani P. Duration of BCG 

protection against tuberculosis and change in effectiveness with time since vaccination 

in Norway: a retrospective population-based cohort study. Lancet Infect Dis. 2016; 

16(2):219–226.  

20.  Chen C, Zhu T, Wang Z, et al. High Latent TB Infection Rate and Associated Risk 

Factors in the Eastern China of Low TB Incidence. PloS One. 2015; 10(10):e0141511.  

21.  Chan P-C, Yang C-H, Chang L-Y, et al. Lower prevalence of tuberculosis infection in 

BCG vaccinees: a cross-sectional study in adult prison inmates. Thorax. 2013; 

68(3):263–268.  

22.  Pai M, Gokhale K, Joshi R, et al. Mycobacterium tuberculosis Infection in Health Care 

Workers in Rural India: Comparison of a Whole-Blood Interferon γ Assay With 

Tuberculin Skin Testing. JAMA. 2005; 293(22):2746–2755.  

23.  Hill PC, Brookes RH, Fox A, et al. Longitudinal assessment of an ELISPOT test for 

Mycobacterium tuberculosis infection. PLoS Med. 2007; 4(6):e192.  

24.  Lee SJ, Lee SH, Kim YE, et al. Risk factors for latent tuberculosis infection in close 

contacts of active tuberculosis patients in South Korea: a prospective cohort study. 

BMC Infect Dis. 2014; 14:566.  



 28 

25.  Eriksen J, Chow JY, Mellis V, et al. Protective effect of BCG vaccination in a nursery 

outbreak in 2009: time to reconsider the vaccination threshold? Thorax. 2010; 

65(12):1067–1071.  

26.  Lalvani A, Sridhar S. BCG vaccination: 90 years on and still so much to learn…. Thorax. 

2010; 65(12):1036–1038.  

27.  Abubakar I, Drobniewski F, Southern J, et al. Prognostic Value of Interferon Gamma 

Release Assays and Tuberculin Skin Test in Predicting the Development of Active 

Tuberculosis: The UK PREDICT TB Cohort Study. Lancet Infect Dis. 2018; .  

28.  Public Health England. Tuberculosis in England 2017 report. London: Public Health 

England; 2018.  

29.  WHO. WHO TB burden estimates. 2019. [Accessed 8 May 2019]. Available from: 

https://www.who.int/tb/country/data/download/en/ 

30.  countries.csv. Dataset Publishing Language [Internet]. Google Dev. Public Data Explor. 

2012 [Accessed 16 May 2019]. Available from: https://developers.google.com/public-

data/docs/canonical/countries_csv 

31.  Pearce N. Effect measures in prevalence studies. Environ Health Perspect. 2004; 

112(10):1047–1050.  

32.  Rodrigues L, Kirkwood BR. Case-control designs in the study of common diseases: 

updates on the demise of the rare disease assumption and the choice of sampling scheme 

for controls. Int J Epidemiol. 1990; 19(1):205–213.  



 29 

33.  Reichenheim ME, Coutinho ES. Measures and models for causal inference in cross-

sectional studies: arguments for the appropriateness of the prevalence odds ratio and 

related logistic regression. BMC Med Res Methodol. 2010; 10:66.  

34.  Barros AJ, Hirakata VN. Alternatives for logistic regression in cross-sectional studies: an 

empirical comparison of models that directly estimate the prevalence ratio. BMC Med 

Res Methodol. 2003; 3:21.  

35.  Guwatudde D, Nakakeeto M, Jones-Lopez EC, et al. Tuberculosis in Household Contacts 

of Infectious Cases in Kampala, Uganda. Am J Epidemiol. 2003; 158(9):887–898.  

36.  NICE. National Institute for Health and Care Excellence (NICE) guideline—NG33 

Tuberculosis [Internet]. United Kingdom: NICE; 2016. Available from: 

https://www.nice.org.uk/guidance/NG33 

37.  Young TK, Mirdad S. Determinants of tuberculin sensitivity in a child population 

covered by mass BCG vaccination. Tuber Lung Dis Off J Int Union Tuberc Lung Dis. 

1992; 73(2):94–100.  

38.  Rani SH, Vijayalakshmi V, Sunil K, Lakshmi KA, Suman LG, Murthy KJ. Cell mediated 

immunity in children with scar-failure following BCG vaccination. Indian Pediatr. 1998; 

35(2):123–127.  

39.  Bartlett JW, Harel O, Carpenter JR. Asymptotically Unbiased Estimation of Exposure 

Odds Ratios in Complete Records Logistic Regression. Am J Epidemiol. 2015; 

182(8):730–736.  

40.  Shapiro C, Cook N, Evans D, et al. A case-control study of BCG and childhood 

tuberculosis in Cali, Colombia. Int J Epidemiol. 1985; 14(3):441–446.  



 30 

41.  Fine P. Stopping routine vaccination for tuberculosis in schools. BMJ. 2005; 

331(7518):647–648.  

42.  Fine PE, Ponnighaus JM, Maine N. The distribution and implications of BCG scars in 

northern Malawi. Bull World Health Organ. 1989; 67(1):35–42.  

43.  World Health Organization. BCG vaccines: WHO position paper – February 2018. Wkly 

Epidemiol Rec. 2018; 93(8):73–96.  

44.  Hawn TR, Day TA, Scriba TJ, et al. Tuberculosis Vaccines and Prevention of Infection. 

Microbiol Mol Biol Rev MMBR. 2014; 78(4):650–671.  

45.  McShane H, Jacobs WR, Fine PE, et al. BCG: Myths, realities, and the need for 

alternative vaccine strategies. Tuberculosis. 2012; 92(3):283–288.  

46.  Meeren OVD, Hatherill M, Nduba V, et al. Phase 2b Controlled Trial of M72/AS01E 

Vaccine to Prevent Tuberculosis. N Engl J Med [Internet]. 2018 [cited 2018 Dec 1]; . 

Available from: https://www.nejm.org/doi/10.1056/NEJMoa1803484?url_ver=Z39.88-

2003&rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub%3Dwww.ncbi.nlm.nih.gov 

47.  Ellis RD, Hatherill M, Tait D, et al. Innovative clinical trial designs to rationalize TB 

vaccine development. Tuberc Edinb Scotl. 2015; 95(3):352–357.  

48.  Nemes E, Geldenhuys H, Rozot V, et al. Prevention of M. tuberculosis Infection with 

H4:IC31 Vaccine or BCG Revaccination. N Engl J Med. 2018; 379(2):138–149.  

  



 31 

FINANCIAL SUPPORT 

The data for this study is from the PREDICT study, which was supported by the National 

Institute for Health Research [grant numbers NIHR HTA 08/68/01, NIHR SRF-2011-04-

001]. FD was supported by the NIHR Imperial Biomedical Research Center. The funders had 

no influence on the contents of this paper. 

POTENTIAL CONFLICTS OF INTEREST 

All authors have completed the ICMJE Form for Disclosure of Potential Conflicts of Interest. 

CJ, JS and AJ report grants from the UK National Institute for Health Research during the 

conduct of the study. In addition, AJ reports grants from Wellcome Trust during the conduct 

of the study, and is a named inventor on patents pertaining to T cell-based diagnosis, 

including IGRA technologies. Some of these patents were assigned by the University of 

Oxford to Oxford Immunotec PLC resulting in royalty entitlements for the University of 

Oxford and AL. We declare no other relationships or activities that could appear to have 

influenced the submitted work. 

AUTHOR CONTRIBUTIONS 

Drs Katelaris, Gupta, and Abubakar have full access to all data in the study and take 

responsibility for the integrity of the data and accuracy of the data analysis. 

Study concept and design: Mangtani, Jackson, Katelaris, Abubakar  

Acquisition, analysis, and interpretation of data: Katelaris, Jackson, Mangtani, Abubakar 

Statistical analysis: Katelaris, Jackson, Gupta 

Drafting of the manuscript: Katelaris, Jackson, Mangtani 

Critical revision of the manuscript for important intellectual content: All authors 

Obtained funding: Abubakar, Lalvani, Drobniewski, Lipman 



 32 

Administrative, technical, or material support: Jackson, Gupta, Southern 

Supervision: Jackson, Mangtani, Abubakar  

ETHICS APPROVAL 

This study was approved by the LSHTM MSc Research Ethics Committee (reference 

#13431). Ethics approval for the PREDICT study was granted through the National Research 

Ethics Service (Brent Medical Ethics Committee, approval number 10/H0717/14) and is 

registered on clinicaltrials.gov (NCT01162265). 

CORRESPONDING AUTHOR 

Dr Charlotte Jackson, Institute for Global Health, University College London, London; email: 

c.r.jackson@ucl.ac.uk; phone: +44 (0)20 7670 4806. 

CURRENT AFFILIATIONS 

Anthea L Katelaris, National Centre for Epidemiology and Population Health, Research 

School of Population Health, Australian National University, ACT 0200, Australia   

mailto:c.r.jackson@ucl.ac.uk


 33 

SUPPLEMENTARY DATA 

Effectiveness of BCG vaccination against Mycobacterium tuberculosis infection in 

adults: a cross-sectional analysis of a UK-based cohort 

 

AUTHORS 

Anthea Laura Katelaris, Charlotte Jackson, Jo Southern, Rishi K Gupta, Francis Drobniewski, 

Ajit Lalvani, Marc Lipman, Punam Mangtani*, Ibrahim Abubakar* 

*Joint last authors 

 

Appendix 

Appendix 1: Sensitivity analyses 

Table A1a: Sensitivity analyses. Adjusted effect estimates for the association between 

LTBI and BCG vaccination. 

Table A1b: Analysis of the association of BCG status with tuberculin skin test positivity 

Appendix 2: Missing data analysis 

 Table A2a: Missingness analysis 

Table A2b: Missingness analysis. Multivariable analysis of the association of covariates 

with missing BCG status (n=3657) 

Appendix 3: Bivariable analysis of age at BCG, by country of birth and ethnicity 

Table A3: The distribution of country of birth and ethnicity by age at BCG (column 

percentages)  



 34 

Appendix 1: Sensitivity analyses 

Sensitivity analyses produced results largely similar to the main analysis (Table A1a). 

Adjustment for smoking status and any social risk factor (as proxy measures of 

socioeconomic status) gave an OR of 0.67 (0.54-0.84). With adjustment for TB incidence of 

country of birth, the OR was 0.69 (0.55-0.87). When the analysis was restricted to 

participants with concordant IGRAs, the OR was 0.68 (95% CI 0.51-0.90). Using log 

binomial regression yielded a prevalence ration (PR) of 0.80 (95% CI 0.69-0.92). When 

participants with prior TB contact were included, the OR increased slightly to 0.73 (95% CI 

0.59-0.90) and restricting the analysis to household contacts produced a slightly lower OR of 

0.65 (95% CI 0.49-0.87).  
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Table A1a: Sensitivity analyses. Adjusted effect estimates for the association between LTBI 

and BCG vaccination. 

Sensitivity analysis Number Adjusted effect 

estimate* 

95% CI p value** 

Original logistic regression model 3399 OR=0.70 0.56-0.87 0.0017 

Additional adjustment for smoking 

and social risk factors 3384 OR=0.67 0.54-0.84 0.0007 

Additional adjustment for TB 

incidence of country of birth 3390 OR=0.69 0.55-0.87 0.0017 

Restricted to participants with 

concordant IGRAs 2760 OR=0.68 0.51-0.90 0.0088 

Log binomial regression model 3399 PR=0.80 0.69-0.92 0.0031 

Participants with prior contact with 

TB included 3927 OR=0.73 0.59-0.90 0.0033 

Restricted to household contacts 2118 OR=0.65 0.49-0.87 0.0038 

*Adjusted for age group, sex and latitude of country of birth (unless otherwise stated) 

**Likelihood ratio test p value  

CI = confidence interval; OR = odds ratio; PR = prevalence ratio; IGRA = interferon-gamma 

release assay; TB = tuberculosis. 



 36 

Table A1b: Analysis of the association of BCG status with tuberculin skin test positivity (n 

with TST results = 3119) 

TST positive 

criteria 

Vaccination Proportion 

positive (%)  

Crude OR 

(95% CI) 

p value* Adjusted OR** 

(95% CI) 

p value * 

All 5mm No BCG 160/421 (38.0) 1  1  

BCG 1371/2698 (50.8) 1.69 (1.37-2.08) <0.001 1.59 (1.28-1.98) <0.001 

No BCG 5mm 

BCG 15mm 

No BCG 160/421 (38.0) 1  1  

BCG 695/2698 (25.8) 0.57 (0.46-0.70) <0.001 0.50 (0.40-0.63) <0.001 

*Likelihood ratio test p value 

**Adjusted for age group, sex and latitude of country of birth; n = 3072 in the adjusted 

analyses. 

OR = odds ratio; TST = tuberculin skin test; BCG = Bacillus Calmette-Guérin; CI = 

confidence interval; n= number.  
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Appendix 2: Missing data analysis 

We analysed missing data by outcome and primary exposure, which showed most variables 

had very low percentages of missing data (Table A2a). Data on the outcome (LTBI) was 

missing in 363 participants (8.4%). There was no association between missing outcome data 

and BCG vaccination (OR 1.05, 95% CI 0.74-1.49, p=0.79). Data on BCG vaccination was 

missing in 555 participants (12.9%). Those with data missing on BCG status were more 

likely to have LTBI (OR 1.33, 95% CI 1.09-1.63). 

Multivariable analysis of covariates associated with missing BCG status showed that age 

group, country of birth, latitude of country of birth, ethnicity and immunosuppression were 

independently associated with missing BCG status (Table A2b). 

Although data were missing on the age of vaccination and years since vaccination for a 

quarter of subjects, there was no evidence that this was associated with the outcome (LTBI). 

Missing data in the primary analysis 

There were little missing data on covariates, so the complete-case approach only resulted in a 

further 1.6% of participants being excluded from the primary analysis due to missing 

covariate data.   
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Table A2a: Missingness analysis. Odds ratios of LTBI positivity and BCG vaccination, in 

participants missing data on baseline variables versus those with data not missing (n=4310) 

Variable Number missing 

(%)* 

OR of 

LTBI 

(n=3497) 

95% CI p value** OR of BCG 

vaccination 

(n=3755) 

95% CI p value** 

LTBI 363 (8.42) - - - 1.05 0.74-1.49 0.79 

BCG vaccination 555 (12.88) 1.33 1.09-1.63 0.005 - - - 

Sex 23 (0.53) 0.90 0.32-2.52 0.85 0.80 0.23-2.76 0.73 

Age group, years 7 (0.16) 1.27 0.11-13.99 0.85 0.15 0.009-2.42 0.12 

Country of birth 21 (0.49) 2.91 1.05-8.05 0.03 0.60 0.13-2.84 0.52 

Ethnicity 109 (2.53) 1.46 0.97-2.22 0.07 1.36 0.65-2.85 0.41 

Any social risk factor 0 (0) - - - - - - 

HIV 152 (3.53) 1.00 0.68-1.46 0.99 1.22 0.68-2.19 0.50 

Other 

immunosuppression 16 (0.37) 3.18 0.85-11.86 0.07 0.38 0.07-1.94 0.22 

Diabetes 16 (0.37) 1.44 0.42-4.96 0.55 0.75 0.09-6.45 0.79 

Smoking status 30 (0.70) 0.70 0.26-1.90 0.48 0.30 0.11-0.80 0.01 

Latitude of country of 

birth 58 (1.35) 0.94 0.50-1.78 0.85 0.46 0.22-0.95 0.03 

Age at vaccination 

(if vaccinated, n=3264) 888 (27.21) 0.90 0.75-1.07 0.24 - - - 

Years since BCG 

(if vaccinated, n=3264) 860   (26.35) 0.91 0.76-1.10 0.34 - - - 

Setting of TB exposure 340 (7.89) 0.98 0.76-1.26 0.87 0.536 0.40-0.73 <0.001 

*Number missing out of total (n=4310) 

**Derived from chi-squared test  

LTBI = latent tuberculosis infection; BCG = Bacillus Calmette-Guérin; n = number; CI = 

confidence interval; OR = odds ratio; HIV = human immunodeficiency virus.   
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Table A2b: Missingness analysis. Multivariable analysis of the association of covariates with 

missing BCG status (n=3657) 

Variable Group Adjusted OR* 95% CI p value** 

LTBI  Negative 1   

Positive 1.37 1.10-1.70 0.005 

Sex Male 1   

Female 0.98 0.79-1.20 0.82 

Age group, years 

 

16-25 1   

26-35 0.90 0.69-1.16 0.41 

36-45 0.62 0.44-0.87 0.006 

>45 1.15 0.85-1.56 0.36 

Country of birth UK 1   

Non-UK 1.65 1.05-2.54 0.028 

Ethnicity Indian 1   

White 0.79 0.54-1.16 0.23 

Black African 0.93 0.61-1.40 0.71 

Mixed 1.00 0.71-1.39 0.99 

Pakistani 1.44 0.48-1.00 0.048 

Bangladeshi 1.16 0.70-1.94 0.56 

Black Caribbean 1.09 0.64-1.85 0.74 

Black Other / 

Chinese / Other 

0.66 0.35-1.27 0.22 

Any social risk factor No 1   

Yes 0.97 0.62-1.52 0.90 

HIV No 1   

Yes 0.86 0.25-2.91 0.81 

Other immunosuppression No 1   

Yes 2.12 1.32-3.38 0.002 

Diabetes 

 

No 1   

Yes 1.08 0.72-1.62 0.72 

Smoking status Ever 1   

Never 1.09 0.84-1.42 0.50 

Latitude of country of birth 

 

<20° 1   

20-40° 1.20 0.84-1.72 0.32 

>40° 1.67 0.98-2.86 0.06 

*Adjusted for all other variables in the table  

**Wald test p value 

BCG = Bacillus Calmette-Guérin; n = number; OR = odds ratio; CI = confidence interval; LTBI = latent 

tuberculosis infection; UK = United Kingdom; HIV = human immunodeficiency virus.  
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Appendix 3: Analysis of age at BCG by ethnicity and place of birth 

Table A3: The distribution of age at BCG by ethnicity, stratified by place of birth (UK born 

or non-UK born) 

Country of birth Ethnicity 
Age at BCG in years, n (%) 

≤2 >2 

UK born 
 

n (%) n (%) 

 Indian 41 (30) 95 (70) 

 White 41 (16) 216 (84) 

 Black African 11 (26) 31 (74) 

 Mixed 13 (20) 51 (80) 

 Pakistani 14 (36) 25 (64) 

 Bangladeshi 10 (40) 15 (60) 

 Black Caribbean 5 (10) 43 (90) 

 Black other / Chinese / other 8 (35) 15 (65) 

 Missing 1 (14) 6 (86) 

 Total 144 (22) 497 (78) 

      

Non-UK born      

 Indian 415 (84) 82 (17) 

 White 136 (72) 53 (28) 

 Black African 263 (86) 42 (14) 

 Mixed 219 (84) 42 (16) 

 Pakistani 92 (88) 13 (12) 

 Bangladeshi 52 (84) 10 (16) 

 Black Caribbean 32 (58) 23 (42) 

 Black other / Chinese / other 45 (82) 10 (18) 

 Missing 14 (56) 11 (44) 

 Total 1,268 (82) 286 (18) 

BCG = Bacillus Calmette-Guérin; n = number; UK = United Kingdom  


