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A B S T R A C T

Background: West African studies have suggested that national immunisation campaigns with oral polio vac-
cine (C-OPV) may non-specifically reduce all-cause child mortality rate by 15�25%. We investigated whether
C-OPVs had similar non-specific effects in rural Bangladesh from 2004 to 2019.
Methods: Chakaria, is a health and demographic surveillance system (HDSS) in Southern Bangladesh. From
2004�2011 the HDSS covered a random sample of households; from 2012 to 2019 it covered a random sam-
ple of villages. Using Cox proportional hazards models, we calculated hazard ratios (HR) comparing mortality
for children under 3 years of age after C-OPV versus before C-OPV to assess the effect of receiving a C-OPV.
We allowed for different baseline hazard function in the two periods (2004�2011, 2012�2019), with sepa-
rate models for each period.
Findings: There were 768 deaths (2.1%) amongst 36,176 children. The HR after C-OPV was 0.69 (95% confi-
dence interval: 0.52�0.90). National campaigns providing vitamin A or measles vaccine did not have similar
effects. Each additional dose of C-OPV was associated with a reduction in the mortality rate by 6% (�2 to
13%). The number needed to treat with C-OPV to save one life between 0 and 35 months of age was 88
(81�96).
Interpretation: This is the fourth study to show that C-OPV has beneficial non-specific effects on child sur-
vival. All studies have shown a beneficial effect of C-OPV on child health. Stopping OPV as planned after polio
eradication without any mitigation plan could have detrimental effects for overall child health in low-income
countries.
Funding: The Chakaria HDSS was funded by international sponsors. No sponsor had any influence on the
preparation of the article.
© 2021 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/)
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1. Introduction

Epidemiological studies have shown that live attenuated vaccines
have beneficial non-specific effects (NSEs) that cannot be explained
by prevention of the vaccine-targeted infection. Several recent stud-
ies have suggested that vaccines could train the immune system in
ways that may alter susceptibility to unrelated infections [1�3]. In
2014, WHO reviewed the potential NSEs of Bacille Calmette-Gu�erin
(BCG), Diphtheria-Tetanus-Pertussis (DTP) and Measles Vaccine (MV)
[4,5]. The two live vaccines, BCG and MV, were associated with large
reductions in child mortality. WHO's Strategic Advisory Group of
Experts on immunization (SAGE) recommended further research into
the NSEs of vaccines [5]. The live Oral Polio Vaccine (OPV) was not
included in the WHO- review.

In the last few decades, child mortality has declined remarkably in
low-income countries. During this period numerous campaigns with
OPV (C-OPV) have been conducted to eradicate polio infection. Stud-
ies from West Africa have indicated that C-OPVs may be associated
with a decrease in the overall child mortality rate of 15�25% [6�10].
An intriguing implication of the NSEs of vaccines is that depriving
children of beneficial immune-training by removing a live vaccine
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Research in Context

Evidence before this study

During the last 2�3 decades numerous campaigns with the live
oral polio vaccine (C-OPV) have been conducted in low- and
middle-income-countries with the goal to ultimately eradicate
poliomyelitis. Search for studies revealed no investigation of
the impact on child survival when these campaigns started.
However, in recent years several studies from West Africa
(Guinea-Bissau, Ghana, Burkina Faso) have suggested that C-
OPVs are associated with 15�25% reduction in the mortality
rates for children under five years of age.

Added value of this study

We tested the hypothesis that C-OPV had similar effects in child
mortality outside West Africa. We analysed 2004�2019 data
from Chakaria, a health and demographic surveillance system
in Bangladesh. During this period 28 C-OPVs were conducted.
Campaigns with vitamin A supplementation and measles vac-
cine were also conducted during this period. The number of
polio cases during the study period was very low and Bangla-
desh was declared free from polio virus in 2014.

Campaigns with OPV-only were associated with a 31%
(10�48%) reduction in mortality rate and each additional cam-
paign reduced the mortality rate with 6% (�2 to 13%).The num-
ber needed to treat with C-OPV to save the life of one child was
only 88 (91�96).

Implication of all the available evidence

This is the first study that analyses the effects of C-OPV outside
West Africa. The results emphasise that C-OPVs may have
played a significant role in the decline in child in low- and mid-
dle-income-countries. Stopping OPV after the eradication of
poliomyelitis could have detrimental consequences for child
survival.
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after eradication could cause harm [11]. This eradication paradox has
become critical now because the world is about to eradicate polio
infection and is gearing up to eliminate measles and rubella. Hence, it
is urgent to assess the NSEs of the lives vaccines for these diseases
before they are removed.

So far, C-OPVs have only been studied in West Africa (Ghana, Bur-
kina Faso and Guinea-Bissau) [6�10,12]. Since 2004, the icddr,b has
maintained a health and demographic surveillance site (HDSS) in
Chakaria, a rural area in Southern Bangladesh. During the study
period Bangladesh had 18 cases of wild polio, all in 2006. Bangladesh
was officially declared free of polio virus in 2014.

We aimed to study the impact of C-OPV on child survival and as in
the West African studies, we hypothesised that C-OPV had strong
beneficial effects whereas the effect of other campaigns was limited.
If C-OPVs reduced the mortality rate it would further support the
existence of important NSEs of OPV, also outside West Africa.
2. Methods

We followed the STROBE guideline for reporting of prospective
observational studies [13].

2.1. Periods and data collection procedures

The Chakaria HDSS was initiated in 1999, but data collection was
interrupted between 2001 and 2003. The present analysis therefore
include data collected from 2004 to 2019. Data collection procedures
changed in 2011.

First period: During 2004�2011, the HDSS covered a random sam-
ple of 7042 households amongst all 26,979 households in the study
area. These households were followed with quarterly home visits.
Second period: From 2012�2019, the HDSS covered a random sample
of 49 villages amongst all 183 villages in the study area. All house-
holds from the chosen villages were followed with quarterly home
visits. In the second period children were also registered during preg-
nancy.

The main analysis includes both periods, but we also present
results from each period separately.

At the home visits information was collected on all individuals
alive at the time of the visit. For the main analysis, we used this pro-
spective part of the data. At the home visit information was also col-
lected retrospectively for children, who were born since the last
home visit, and who may have died or moved before being visited.
This retrospective data would be less certain due to potential omis-
sions and survival bias. We have therefore only used the retrospec-
tive data in a sensitivity analysis.

2.2. Information on OPV campaigns

We obtained information on national campaigns conducted dur-
ing the study period from the Chakaria HDSS and from the local WHO
office in Bangladesh. We used this information unless otherwise
stated. We also had data on OPV campaigns from the WHO interna-
tional office that provided a database of all OPV campaigns conducted
globally. Compared to the data from Bangladesh, the global WHO
data was less accurate and in some cases wrong, in the sense that
there was certainty locally that some campaigns registered in the
international data had not been carried out. As local campaign infor-
mation may not be available for future analyses of OPV campaigns in
other countries, we used information on OPV campaigns from the
global data as a sensitivity analysis.

2.3. Information on other campaigns

Information on other campaigns providing vitamin A supplemen-
tation (VAS) and MV was obtained from the Chakaria HDSS.

2.4. Campaign administration

Campaign participation is usually high in Bangladesh. The partici-
pation rate was documented in the three OPV campaigns in 2012 and
2013; it was 85�89% (Supplementary Table 1). As in previous analy-
ses of OPV campaigns we assumed that all children eligible for a par-
ticular campaign did receive the intervention.

OPV was mostly given alone, as C-OPV-only, but in two campaigns
it was given with either VAS or MV. As done in the previous studies,
we focussed on C-OPV-only and for simplicity denote this C-OPV. But
we also conducted a sensitivity analysis including any received cam-
paign OPV, i.e. C-OPV-only, C-OPV+VAS, and C-OPV+MV. Since Alben-
dazole (ALZ) was always co-administered with VAS we did not
include ALZ as a separate variable in any of the analyses.

2.5. Statistical analyses

National immunization campaigns are essentially a natural exper-
iment since they allocate children to participate in campaigns based
on their birthday and thereby eliminates many common causes of
bias. For these reasons, most potential confounders, such as socio-
economic status (SES) or education, would not confound the esti-
mated association between campaign participation and risk of mor-
tality, since the SES can only be linked with the mortality risk but not
with the campaign participation. In this framework children are both
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controls and exposed to various campaigns as some children will
contribute risk time to both the before and after campaign group. The
analysis may be sensitive to time-varying covariates that either have
a skewed distribution comparing before-campaign and after-cam-
paign groups or are directly associated with the intervention, such as
calendar year, seasonal trends and age.

Using Cox-proportional hazards (Cox) models with age as under-
lying time scale, we calculated the HR comparing mortality after C-
OPV versus before C-OPV and present this as well as the mortality
rates per 100 person-years, number of deaths and number of person-
years. Thus, all analyses were inherently adjusted for age. The same
child could contribute analysis time both in the before-campaign
group and the after-campaign group. Children were followed until 36
months of age, movement, death or end of study period (31st of
December 2011 or 31st of December 2019, for the two periods
respectively), whichever came first. Interdependency of twins was
adjusted for with robust standard errors.

All analyses were performed overall and by sex, as NSEs have
often been found to be sex-differential [3]. In the main analysis for
the full period 2004�2019, we allowed for different baseline hazard
functions in the two periods (2004�2011, 2012�2019). As done in
previous analyses [10], we investigated the effects in children below
and above 1 year of age separately.

We present results from three Cox models for most of the analyses.
The first and simplest model adjusted only for age. The second model
also included an interaction term (c.year#i.agegroup) to the Cox model
for the continuous covariate of years since 2004 (year) and age groups:
0�5, 6�11, 12�23, and 24�35 months of age (agegroup) (using finer
timer intervals did not change the results, data not shown). The third
model, representing the main analysis, further included adjustment
for other campaigns in the multivariable analysis.

Several studies have indicated that sequence of vaccinations may
play an important role for child health [14�16]. We therefore did an
analysis of the most recent campaign received compared with no-
campaign-received-yet as reference group, i.e. most recent campaign
was updated at the time that a new campaign with a new type of
intervention was carried out.

As done in previous studies, we also did an analysis to estimate
the effects of each additional dose of C-OPV. We present the HR of 1,
2, and 3 or more doses compared to not yet having received any dose
of C-OPV. The continuous trend per each additional dose of C-OPV
was calculated using a numerical variable containing the number of
C-OPV received (values from 0 to 12), yielding the effect of each addi-
tional dose of C-OPV received..

The Number Needed to Treat (NNT) was calculated as the inverse
of the absolute risk reduction in the Kaplan-Meier survival estimates
[17]. The proportional hazards assumption was assessed graphically
and tested using Schoenfeld residuals; no test rejected the hypothesis
of proportional hazards (Supplementary Fig. 1).

To allow mortality rates to be comparable for the two periods, we
only included children from the first day seen after birth. Since chil-
dren were registered during pregnancy in the second period, the chil-
dren were on average younger at the time of inclusion in the second
period compared to the first period.

We used a 5% level of significance and 95% confidence intervals for
all analyses. All statistical analyses were performed using Stata ver-
sion 16 (Stata Corp, College Station, Texas).

No ethical approval or consent was needed for the present study.
All data was anonymised in the analysis process. The general data
collection of the Chakaria HDSS is approved by the Ethical Review
Committee of icddr,b.

3. Role of funding sources

The funding agencies had no role in the study design, data collec-
tion, data analysis, data interpretation, or the writing of the report.
4. Results

In the main analysis, using prospectively collected data, 36,176
children below 3 years of age were included between 2004 and 2019.
Of the children seen during a home visit, 768 died (2.1%) during
66,160 person-years of follow-up. The overall mortality rate for chil-
dren aged 1 day to 3 years declined from 12 deaths per 1000 person-
years in 2004 to 5 deaths in 2019, a decline of around 59% (Supple-
mentary Table 2).

Between 2001 and 2019 a total of 42 national immunisation cam-
paigns were conducted in Chakaria and included in the main analy-
sis; 28 included OPV (26 were C-OPV-only), 13 VAS, 3 MV and 3 ALZ
(Supplementary Table 1).

4.1. C-OPV

Comparing after-campaign mortality versus before-campaign
mortality in the full multivariable model, the HR for C-OPV-only was
0.69 (95% confidence interval: 0.52�0.90) (Table 1, Fig. 1). The HR
was separately significant for females, 0.59 (0.39�0.88), but not for
males, 0.79 (0.56�1.13) (Fig. 1, Supplementary Table 3). The results
were similar in the first, HR = 0.66 (0.46�0.96), and the second
period, HR = 0.68 (0.44�1.04) (Supplementary Table 4). The beneficial
effect was strongest for the 12�35 months old children, HR = 0.55
(0.35�0.88), whereas it was 0.76 (0.55�1.05) for infants (Table 1).
Each additional dose of C-OPV was associated with a HR of 0.94
(0.87�1.02). There was a significant beneficial effect already after the
first dose of C-OPV, HR = 0.59 (0.43�0.83), and each additional dose
of C-OPV was associated with a HR of 0.94 (0.87�1.02) (Table 2).
When we evaluated the most recently received campaign with OPV
compared to not having received any campaign yet, the HR for C-OPV
was 0.71 (0.54�0.92) (Table 3). In the analysis of any C-OPV received,
i.e. OPV-only, OPV+VAS, and OPV+MV campaigns, the HR for any C-
OPV was 0.78 (0.62�0.99).

In the overall analysis, the NNT to save one life between 0 and 35
months of age with C-OPV was 88 (81�96).

4.2. Sensitivity analyses

Using the global information on campaigns from the WHO inter-
national office rather than the local information resulted in an overall
C-OPV-only HR of 0.90 (0.69�1.18) (data not shown).

In a sensitivity analysis, including also the retrospective data with
1051 deaths (2.8%) during 67,860 person-years, the mortality rate
declined from 21 deaths per 1000 person-years in 2004 to 10 in 2019.
The result was a C-OPV-only HR of 0.77 (0.61�0.97) (data not shown).

4.3. Other interventions

Other campaign interventions did not have a similar effect. The
overall results were: OPV+VAS campaigns, HR 1.58 (1.06�2.37); OPV
+MV campaigns, HR 1.09 (0.59�2.03); VAS-only campaigns, HR 1.11
(0.89�1.37); and MV-only campaigns, HR 1.08 (0.75�1.56) (Table 1,
Fig. 1). The effect of C-OPV-VAS differed significantly, being worse for
females (Supplementary Table 3) (test of interaction, p < 0.01). C-
OPV+MV had a significant negative effect in infancy (Table 1), but
only for females (data not shown); the estimate was based on few
deaths and person-years between 9 and 11 months of age. The effect
of C-OPV-only differed from the effects of OPV+VAS (test of interac-
tion, p < 0.01) and of VAS-only campaigns (test of interaction,
p < 0.01). (Fig. 1, Table 1).

5. Discussion

Mortality for children under 3 years of age declined almost 60%
between 2004 and 2019. OPV-only campaigns were associated with a



Fig.1. Hazard ratios (95% CI) for after-campaign versus before-campaign overall and by sex from 2004 to 2019 in the full multivariable model adjusting for age (underlying time),
OPV, OPV+VAS, OPV+MV, VAS, MV and year*agegroup.

Table 1
Mortality rates (per 100 person-years) and hazard ratios (HR) for after-campaign versus before-campaign by age group from 2004 to 2019.

Overall

Campaign Mortality rates per 100 person years
(deaths/person years)

HR (After/Before-campaign)
(95% CI)1

HR (After/Before-campaign)
(95% CI)2

HR (After/Before-campaign)
(95% CI)3

After-campaign Before-campaign

Campaign-OPV-only 0.73 (243/33,350) 1.60 (525/32,810) 0.84 (0.66�1.07) 0.78 (0.62�0.98) 0.69 (0.52�0.90)
Campaign-OPV+VAS 0.77 (39/5047) 1.19 (729/61,112) 1.44 (1.02�2.01) 1.25 (0.87�1.79) 1.58 (1.06�2.37)
Campaign-OPV+MV 0.36 (17/4771) 1.22 (751/61,389) 0.93 (0.54�1.60) 0.82 (0.47�1.46) 1.09 (0.59�2.03)
Campaign-VAS-only 0.60 (188/31,244) 1.66 (580/34,915) 1.03 (0.83�1.26) 1.06 (0.85�1.32) 1.11 (0.89�1.37)
Campaign-MV-only 0.51 (38/7430) 1.24 (730/58,730) 1.05 (0.73�1.49) 1.08 (0.76�1.54) 1.08 (0.75�1.56)
0�11 months

Campaign Mortality rates per 100 person years
(deaths/person years)

HR (After/Before-campaign)
(95% CI)1

HR (After/Before-campaign)
(95% CI)2

HR (After/Before-campaign)
(95% CI)3

After-campaign Before-campaign
Campaign-OPV-only 1.11 (70/6292) 2.69 (430/16,008) 0.84 (0.61�1.16) 0.82 (0.60�1.11) 0.76 (0.55�1.05)
Campaign-OPV+VAS 1.09 (11/1006) 2.30 (489/21,295) 1.13 (0.62�2.07) 0.93 (0.50�1.73) 1.18 (0.61�2.26)
Campaign-OPV+MV 5.31 (3/56) 2.23 (497/22,244) 10.6 (3.05�36.6) 9.51 (2.73�33.2) 11.8 (3.21�43.1)
Campaign-VAS-only 1.07 (41/3849) 2.49 (459/18,452) 1.11 (0.80�1.55) 1.10 (0.78�1.54) 1.10 (0.79�1.54)
Campaign-MV-only 1.10 (1/91) 2.25 (499/22,209) 1.33 (0.18�9.74) 1.31 (0.18�9.68) 1.45 (0.20�10.7)
12�35 months

Campaign Mortality rates per 100 person years
(deaths/person years)

HR (After/Before-campaign)
(95% CI)1

HR (After/Before-campaign)
(95% CI)2

HR (After/Before-campaign)
(95% CI)3

After-campaign Before-campaign
Campaign-OPV-only 0.64 (173/27,057) 0.57 (95/16,802) 0.84 (0.59�1.20) 0.74 (0.52�1.05) 0.55 (0.35�0.88)
Campaign-OPV+VAS 0.69 (28/4041) 0.60 (240/39,818) 1.63 (1.07�2.48) 1.50 (0.94�2.37) 2.17 (1.19�3.96)
Campaign-OPV+MV 0.30 (14/4714) 0.65 (254/39,145) 0.75 (0.42�1.34) 0.66 (0.36�1.20) 1.03 (0.51�2.06)
Campaign-VAS-only 0.54 (147/27,395) 0.73 (121/16,464) 0.98 (0.76�1.26) 1.04 (0.79�1.37) 1.13 (0.85�1.51)
Campaign-MV-only 0.50 (37/7339) 0.63 (231/36,521) 1.04 (0.73�1.49) 1.08 (0.75�1.54) 1.06 (0.73�1.55)

1Adjusting for age (underlying time).
2Adjusting for age (underlying time) and year*agegroup.
3Full multivariable model: adjusting for age (underlying time), OPV, OPV+VAS, OPV+MV, VAS, MV and year*agegroup.
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Table 2
Hazard ratios (HR) for number of doses of C��OPV-only from 2004 to 2019.

Overall

Campaign HR (After/Before-campaign) (95% CI)1 HR (After/Before-campaign) (95% CI)2 HR (After/Before-campaign) (95% CI)3

1st campaign-OPV-only 0.79 (0.61�1.04) 0.69 (0.52�0.92) 0.59 (0.43�0.83)
2nd campaign-OPV-only 0.97 (0.66�1.43) 0.98 (0.68�1.41) 0.86 (0.59�1.26)
3rd campaign-OPV-only and more 0.84 (0.51�1.38) 0.84 (0.53�1.34) 0.75 (0.47�1.20)
Campaign-OPV-only as a

continuous trend
0.96 (0.89�1.04) 0.96 (0.89�1.04) 0.94 (0.87�1.02)

Campaign-OPV+VAS 1.32 (0.92�1.90)
Campaign-OPV+MV 0.92 (0.50�1.67)
Campaign-VAS-only 1.07 (0.86�1.33)
Campaign-MV-only 1.20 (0.82�1.76)

1Adjusting for age (underlying time).
2Adjusting for age (underlying time) and year*agegroup.
3Full multivariable model: adjusting for age (underlying time), OPV, OPV+VAS, OPV+MV, VAS, MV and year*agegroup.

Table 3
Mortality rates (per 100 person-years) and hazard ratios (HR) comparing most recent campaign to no campaign yet from 2004 to 2019.

Overall

Campaign Mortality rates per 100 person years
(deaths/person years)

HR (After/Before-campaign) (95% CI)1 HR (After/Before-campaign) (95% CI)2

No campaign yet 2.28 (447/19,574) 1.00 (ref.) 1.00 (ref.)
Campaign-OPV-only 0.83 (162/19,474) 0.78 (0.60�1.01) 0.71 (0.54�0.92)
Campaign-OPV+VAS 2.60 (5/192) 1.73 (0.71�4.22) 1.51 (0.61�3.72)
Campaign-OPV+MV 0.51 (4/792) 0.99 (0.36�2.76) 0.85 (0.30�2.41)
Campaign-VAS-only 0.61 (129/21,029) 0.87 (0.67�1.13) 0.84 (0.65�1.09)
Campaign-MV-only 0.41 (21/5099) 0.91 (0.54�1.53) 0.96 (0.57�1.61)

1Adjusting for age (underlying time).
2Adjusting for age (underlying time) and year*agegroup.
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31% (10 to 48%) reduction in mortality rate. Since there were essen-
tially no polio infections in Bangladesh in this period, this is likely to
be an entirely non-specific effect of C-OPV. The effect of C-OPVs was
strongest for females. No other health campaign in this period had
similar beneficial effects.

We could confirm our hypothesis: C-OPV had strong beneficial
effects whereas the effect of other campaigns was limited. Although
the Bangladeshi cohort had about 34% less follow-up time, it only
included about one fourth of the number of deaths than in the study
from Guinea-Bissau [10], but the overall effect was still statistically
significant in Bangladesh.

Campaigns were not evenly distributed throughout the study
period from 2004 to 2019. Due to this we had to adjust for the trend
in mortality over the years.

Usually it is assumed that any observational study is potentially
flawed due to uncontrolled confounding. However, in the framework
presented here, where it is assumed that all eligible children partici-
pate in the campaigns, we have eliminated a good deal of this con-
founding by allocating children to the control and intervention group
by their day of birth and by allowing children to be both controls and
exposed. However, it is possible for time-varying covariates to alter
the effect of C-OPV. We have therefore included such relevant covari-
ates in the fully adjusted Cox models for the main analyses. We also
used other campaigns as control exposures.

We analysed the community data in two different ways, first,
using only the data collected prospectively in the main analysis (i.e. a
landmark approach) [18] and second, including also the data col-
lected retrospectively. In the latter analysis, there might have been
survival bias in the period before the first home visit as already dead
children may have been less likely to be registered, and there might
have been uncertainty about whether children reported to be dead
had died before or after a specific campaign. Using the landmark
approach, where the children were only followed from the first time
they were registered to be alive, reduced the number of deaths in the
analysis, but most additional deaths in the retrospective analysis con-
tributed only to the before-campaign period as it would be the
youngest children who died before being seen alive. Results differed
slightly, but non-significantly, between the landmark and the retro-
spective approach.

Chakaria did not have individual level information for the whole
period about who received and who did not receive the various cam-
paigns. Since coverage was high, we therefore simplified the analysis
by assuming that all eligible children did receive the campaign vac-
cine. This will most likely lead to conservative estimates so the effect
of C-OPV may in fact have been somewhat stronger. We did not
include the routine vaccinations in the analysis since information
about these vaccinations were only available for the interval between
home visits and there would always be some children missing;
hence, the data could not have been analysed in the same model. It is
an important but unknown question whether the routine doses of
OPV modify the effect of the C-OPV.

The negative results for females of campaigns with OPV+MV and
OPV+VAS was based on small numbers and should be interpreted
cautiously as there were only one campaign of each. DTP adminis-
tered after MV has been associated with strong negative effects for
females in both Bangladesh and elsewhere (16,19,20). Since informa-
tion about all routine vaccinations was not available, this could not
be tested in the present data set.

The overall results agree very well with the results from Guinea-Bis-
sau that reported a HR of 0.75 (0.67�0.85) comparing time after C-OPV-
only with time before C-OPV-only [10] and other West African studies
[7,12]. In the studies from Guinea-Bissau repeated campaigns had a sig-
nificant beneficial effect. In Bangladesh, repeated campaigns had a
smaller effect (6% (�2 to 13%) reduction per C-OPV), possibly due to
manymore campaigns than in Guinea-Bissau (Supplementary Table 1).

Other live vaccines, like BCG and smallpox vaccine, have been
found to induce innate immune training which reduces susceptibility
to unrelated infections [1,2,21,22]. BCG reprograms monocytes
through epigenetic changes to a more pro-inflammatory response; in
animal models this response reduces mortality from challenge to
unrelated infections [2] and in human experiments, randomisation to
BCG reduced the viral load after a subsequent challenge with yellow-
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fever vaccine [22]. Similar studies have yet to be conducted for OPV.
Other mechanisms might also be relevant including changes in
microbiome due to the intestinal colonization with OPV. Interest-
ingly, children, who received OPV0 and BCG within 48 h of birth, had
significantly higher excretion of the antimicrobial peptide human
cathelicidin LL37 (P < 0.05) in stool at age 6 weeks than children vac-
cinated later [23].

There has been little research in why NSEs often differ by sex and
the immunological mechanism is unknown. Several studies have
found a stronger beneficial effect of OPV for males than for females
[9,24] but in the present analysis the effect of OPV was slightly stron-
ger for females. Other live vaccines, such as MV [4,25,26] may also
have a stronger beneficial effect for females.

Many studies now support that OPV is associated with beneficial
NSEs [10,24,27�30]. Historically, studies from Latin America showed
that diarrhoea morality declined when OPV was first introduced.
Large studies in the Soviet Union found that OPV and vaccine with
non-pathogenic enterovirus reduced respiratory infections amongst
adults [31�33]. More recently, we have found strong beneficial
effects of C-OPV in several studies from urban Bissau [6,8,9,10] and in
Burkina Faso [12] and Ghana [7]. This is the first study comparing the
mortality rates before and after OPV campaigns outside West Africa.
It is remarkable that the estimated effect of C-OPVs was very similar
in spite of the major differences between Bangladesh andWest Africa
and presumably different underlying morbidity patterns and con-
founding structures [34].

When polio is eradicated, the plan is that OPV will be phased out
globally and replaced by inactivated polio vaccine (IPV). The removal
of a live vaccine with potential beneficial effects on child health may
not be the best public health strategy [11,35]. A historic example of
this is smallpox. When smallpox vaccine was stopped in the late
1970s, no study examined the effect on overall survival of withdraw-
ing this vaccine. All studies of smallpox vaccine conducted after
smallpox eradication have suggested that the smallpox vaccination
had beneficial NSEs [36�38]. A novel polio vaccine type 2 (nOPV2), a
modified version of the existing type 2 monovalent OPV, is under-
way. Clinical trials have shown it provides comparable protection
against poliovirus while being more genetically stable and less likely
to revert into a form which can cause paralysis in low immunity set-
tings. It is urgent to assess whether nOPV may carry the same benefi-
cial NSEs as OPV. If so, a switch to this vaccine could at the same time
minimise the rare but serious risk that OPV may cause vaccine-
derived polio, and maintain the non-specific health benefits of OPV.
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