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(An Autonomous Institute under the Ministry of Health & Family Welfare, Govt. of India)

CIRCULAR
Imphal, the 12" August, 2026

No. 158/RIMS-MRU/2026; Tt is to notify that, the 15™ Research Masterclasses 2026, of the Department
of Health Research, Ministry of Health and Family Welfare, Government of India, will be conducted
virtually, on 27™ August, 2026 (Thursday).

2. All the faculties (RIMS, Dental College, and College of Nursing), members of EC, LRAC of MRU,
Principal Investigators undertaking MRU funding projects (including under process projects) and residents
are invited to attend the session at Banting Hall, RIMS, Imphal.

Date: 27.08.2026 (Thursday)

Time: 3:00 PM onwards

Venue: Banting Hall, RIMS, Imphal (Designated Site for Participation for RIMS)

Event Name: Research Masterclass under DHR-ICMR Research Grand Rounds

Speaker Name: Dr. Bethou Adhisivam, Professor, Department of Neonatology, Jawaharlal Institute of
Postgraduate Medical Education and Research (JIPMER), Pondicherry.

3. The research paper to be discussed during the Masterclass will be uploaded on the RIMS website
and circulated to the concerned Departments/Colleges through official email.

4. As per the directives issued by the DHR, maximum participation from our institute is highly
encouraged. '

.(}8';16

(Prof. T. Jeetenkunlér Singh)
Nodal Officer
Multi-Disciplinary Research Unit,

RIMS, Imphal

Copy to:

1. The P.S. to Director, RIMS, Imphal for kind information of Director

The P.A. to Medical Superintendent, RIMSH, Imphal for kind information

The Dean (Academic), RIMS, Imphal for kind information. -

The Principal, Dental College, RIMS, Imphal

The Principal, College of Nursing, RIMS, Imphal

All Heads of Departments, RIMS, RIMS, Imphali

The Chairpersen/Co-Chairperson, LRAC, MR, RIMS, Imphal

The Internal Member, LRAC, MRU, RIMS, ImPhal ......covvenetiiintat it iiiie v vamt e mee e e et in e e e
9. The Member, EC, MRU, RIMS, Imphal .......c.cooniiir i et s e er e e e
10. The Principal Investigator, MRU, RIMS, Imphal e e ereereens

M‘he IT Cell, RIMS, Imphal — with a request for uploading the notice in the website & technical support on 27.08.26
12. Asst. Engineer (Elect. /Civil), RIMS, Imphal - with a request for ensuring uninterrupted power supply & optimum AC
functioning.
13. The Care Taker, Banting Hall, RIMS, Imphal - for proper upkeep of the venue & accompanying facilities.
14. Guard file.
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No. R.11016/03/2025-HR
HRXd G RIGovernmeant of india .
TR T URAR S HaeRyMinistry of Health & Family Welfare
TRl srEYF fumiDepartment of Health Research

2™ Floor, IRCS Building
Red Cross Road, New Delhi — 110001 -
Dated 07.08.2026
To

The Dean/ Principal/ Director of Medical Colleges/ {nstitutes
Subject: Request to attend Research Masterclasses for MRU network— reg.
SiriMadam,

DHR-ICMR has initiated a dedicated platform to conduct Research Grand Rounds fo
strengthen the National research ecosystem through sustained collaboration and knowledge
exchange. The objectives of the Research Grand Rounds are as foliows:

. To deliberate on research methodologies, analytical fools, and emerging scieniific
approaches
. To strengthen the methodological understanding amongst researchers needed to
implement different kinds of research,
. To foster collaboration and connectivity across research institutions

2 These Research Grand Rounds will be organized as monthly webinars entitled
‘Research Masterclass’ proposed around the last F riday of each month. The speakers for these
Research Masterclasses will be eminent research scientists in the country who will be
discussing their original research work in details from methodological point of view.

3. The next Research Masterclass is scheduled for 27.08.2026 (Thursday) at 3:00 PM.
The speaker is Dr. Bethou Adhisivam, Professor, Department of Neonatology, Jawaharlal
Institute of Postgraduate Medical Education and Research (JIPMER), Pondicherry. The
research paper to be discussed during the research masterciass is enclosed. The link for the
research masterclass will be shared shortly. :

4, Accordingly, it is requested to kindly disseminate the information in yourinstitution and
ensure maximum participation in Research Masterclass. Your institute is requested to share at
least two questions refated to research paper attached on the following emait: dhr-mru@gov.in
latest by 24.08.2026. These questions will be discussed with the speaker during mastercliass.

Encls: As above
Yours faithfully,

{Dharkat R. Luikang)
Deputy Secratary to the Government of india

Copy to: The Nodal Officer of Multi-Disciplinary Research Units {(MRUs)
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mortality in newborn babies weighing less than 2000 g in India:
multicentre open label randomised controlled trial (BLOW?2)

Bethou Adhisivam,” Chinnathambi Kamalarathnam,? B Vishnu Bhat,> Kumutha Jayaraman,*
Siva P Namachivayam,” Frank Shann,>® Brent McSharry,” Ponrani David Raja,’
Mangalabharathi Sundaram®

ABSTRACT

OBJECTIVE

To test the effect on all cause neonatal mortality (aged
<28 days) of a dose of BCG Danish vaccine and oral
polio vaccine (OPVY) administered to newborn babies
weighing <2000 g.

(control group). Stratification was by NICU, sex, and
birth weight (<1000 g, 1000-1499 g, 1500-1999 g).
MAIN QUTCOME MEASURES

The primary outcome was all cause neonatal mortality.
The main secondary outcome, included a third of the
way through the trial, was neonatal mortality due to

For numbered affiliations see
end of the article
Carrespendence to: F Shann
shannfas@gmail.com;

{ORCID 000G-0002-9899-1804)

Additional material is published
online only. To view please visit

the journal online. DESIGN infection.

Cite thisas: 54/ 2025;390:2084745 ) . )

hitp:/fdx.doi.org/10.1136/ Multicentre, open label, randomised controlled trial RESULTS

bmj-2025-0847 45 SETTING Of the 5420 newborn babies randomised at a

Accepted: 16 September 2025 Three tertiary neonatal intensive care units (NICUs) in

soUtheast India.

POPULATION

Newborn babies weighing <2000 g. 7067 were
assessed for eligibility and 5420 were randomised
(2714 BCG-OPV, 2706 control).

INTERVENTIONS

Newborns were randomised 1:1 to receive 0.1 mL

of BCG Danish intradermally plus OPV, either within
48 hours of admission to the NICU (early vaccination
group) or delayed until at least the time of discharge

 WHAT IS ALREADY KNOWN ON THIS TOPIC

' Observational studies and randomised triais have sugeested that the Danish

: strain of BCG given soon after birth might reduce neanatal mortality from

. infections other than wuberculosis

Three trials of BCG Danish in newborn babies in Guinea-Bissau found no
statistically significant effect on their primary outcome, which were mortality

in the first year of life in two trials and mortality in the first month of life in one

| trial; however, they showed a reduction in mortality in the first month of life in a
meta-analysis

Two other trials of the Danish or japanese strains of BCG in Guinea-Bissau were
stopped early because of slow recruitment, and two large trials of BCG Russian in
, india found no effect on neonatal mortality

WHAT THIS 5TUDY ADDS

. Inthis randomised controlled trial, BCG Danish and oral polie vaccine given

{ within 48 hours of birth reduced neonatal mortality in very ill newborns weighing
<2000 g, with the number needed to Lreat to prevent one death being 21 (95%
confidence interval 10 to 245)

For regions with a high prevalence of tuberculosis, the World Health Organization

¢ (WHO} should consider recommending 8CG vaccination to all newborn babies
as soon as possitle alter birth, and nof only to those whe are healthy, clinically
stable, and »31 weeks’ gestation

- To reduce neonatal mortatity in low-middle income countries, a vial of BCG

should be upensd even if enty one infant needs to be vaccinated, and the WHO

indicator for timely administration of 8CG should be changed from 12 months to

| 28 days of age

thelmof | BMJ 2025,390:6084745 | dot: 10.1136/bmj-2025-084745

median age of 0.9 days and with a median hirth
weight of 1560 g, nine were lost to follow-up. Deaths
occurred in 238 (8.8%) of 2714 newbom babies

in the earty vaccination group and 273 (10.1%) of
2706 in the control group. In intention-to-treat Cox
survival analysis stratified by NICU and adjusted for
postnatal age, birth weight, sex, and gestational age,
neonatal mortality per person year was 1.29 in the
early vaccination group and 1.50 in the control group
(adjusted hazard ratio 0.83, 95% confidence interval
(C1 0.69 to 0.98; P=0.03). The number needed to
treat to prevent one death was 21 (95% €1 10 to 245).
Infection related neonatal mortality per person year
was 0.40 in the early vaccination group and 0.73 in
the control group (adjusted hazard ratio 0.53, 95% Cl
0.40 to 0.70). No deaths from tuberculosis occurred,
and no serious adverse effects were associated with
vaccination.

CONCLUSIONS

In newborn babies weighing <2000 gin intensive
care, BCG-OPV administered at a median age of 0.9
days reduced all cause necnatal mortality owing to

a decrease in deaths due to infecticns other than
tuberculosis (a non-specific or off-target effect). A
substantial reduction in neonatal mortality could

be achieved if a skilled administrator vaccinated a
high proportion of newborn babies in high mortality
settings on the day of, or soon after, birth.

TRIAL REGISTRATION

Clinical Trials Registry india CTRI/2017/01/007676.

Introduction

Of the 5.19 million deaths in children younger than
5 years worldwide in 2019, 97.9% occurred in low-
middle income countries that are not members of
the Organisation for Economic Co-operation and
Development (GECD).! If the mortality rate in under 5s
globally had been the same as that in OECD countries
in 2019, the number of deaths would have been 0.97
million rather than 5.19 million.! Despite a substantial
decrease in mortality in under 5s worldwide, neonatal
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(first 28 days of life) mortality has reduced little,
and now accounts for 47% of deaths in under 5s.!
Interventions that reduce neonatal mortality are
urgently needed.?

The BCG vaccine may have non-specific (off-target,
heterologous) effects that reduce the severity of other
infections as well as tuberculosis.®  These effects
are due, at least in part, to heterologous immunity
and “trained” innate immune responses mediated
Ly epigenetic reprogramming of monocytes.*® The
beneficial non-specific effects of BCG could last at
least 1-2 years,” probably depend on the strain,? 1 and
appear to be enhanced if there is existing immunity,
such as maternal BCG scar or BCG revaccination,®®
but might be reversed by subsequent administration of
anon-live vaccine such as diphtheria-tetanus-pertussis
vaccine.

In 2023, 323 million doses of BCG were required
worldwide, and the most common strains used were
those prequalified by the World Health Organization
(WHO): Danish 1331, Bulgarian SL-222 (a Russian
strain), Russian [, and Tokyo 172-1.* WHO
recommends BCG vaccination at hirth in countries
where tuberculosis is endemic,'® In newborn babies
with low birth weight, however, administration of BCG
is often delayed™ '*; therefore it is ethical to compare
early versus delayed BCG vaccination in these babies.
In three randemised trials in newborns weighing
<2500 g in Guinea-Bissau, none had a statistically
significant effect on the primary outcome from the
administration of BCG Danish vaccine (Statens Serum
Institut, Copenhagen) at discharge from hospital,
but meta-analysis showed a reduction in neonatal
mortality of 38% (95% CI 17% to 549%)" ' 17; this
reduction was due to fewer infection related deaths.
The trials in Guinea-Bissau are important because
they were the first randomised ftrials designed to test
the effect of BCG on all cause neonatal mortality. Two
subsequent trials in Guinea-Bissau were hoth stopped
early: one suggested that the BCG Danish vaccine had
no effect on in-hospital mortality,'® and the other
found a possible reduction in mortality up to age 60
days with the BCG Tokyo vaccine.*®

However, in contrast with the trials of the BCG Danish
vaccine in Guinea-Bissau, in two large trials in three
neonatal intensive care units (NICUs) in India (BLOW1),
we found that BCG Russian vaccine (Serum Institute
of India, Pune) with or without oral polio vaccine
(OPV) given scon affer birth did not reduce neonatal
mortality in newborns with birth weight <2000 g.1* The
four strains of BCG that Unicef distributes to low and
middle income countries differ noticeably in bacterial
viability, RNA content, and immunological effects,?®
and the vaccines might therefore have different specific
and non-specific effects."® Soon after completion of our
trials of BCG Russian, and because this vaccine may
be less effective than BCG Danish,'® ?* we performed
a trial in newborn babies weighing <2000 g (BLOW2)
to test the effect of BCG Danish and OPV in the same
three NICUs that had tested BCG Russian using the
same trial design. OPV was given with the BCG Danish

vaccine because this is standard practice in India. We
used a 0.1 mlL dose of BCG because this is longstanding
practice in the neonatal unit of the Jawaharlal Institute
of Postgraduate Medical Education and Research, and
it is widely used in India.?*2¢

Metheds

Trial design

BLOW2 was a multicentre randomised trial in three
large NICUs in the south east of India: Jawaharlal
Institute of Postgraduate Medical Education and
Research in Pondicherry (almost all inborn babies;
inborn babies are born in the same hospital as the
NICU, outborn babies are bom elsewhere), the
Institute of Child Health and Hospital for Children in
Chennai (almost all outborn babies), and the adjacent
Institute of Obstetrics and Gynaecology in Chennai
(almost all inborn babies). At the Jawaharlal Institute,
recruitment, randomisation, and vaccination fook
place from 1 February 2017 to 30 April 2022, and at
the Institute of Child Health and Institute of Obstetrics
and Gynaecology from 1 August 2018 to 30 April
2022; collection of outcome data concluded on 19
June 2022. The protocol was registered prospectively
with the Clinical Trials Registry India.

Patients

Newborns were eligible for the BLOW?2 trial if their birth
weight was <2000 g and they were admitted to one of
the three NICUs. Newborn babies were excluded if they
were aged <60 mimnmtes or >21 days; were unlikely to
survive for 24 hours; had a major life threatening
malformation; had already been vaccinated with
BCG; the mother or baby were known to have HIV,
hepatitis B, herpes zoster, or immunodeficiency; the
mother was aged <18 years; or the family refused
consent. All mothers with cough for two weeks or
more antenafally, with or without other symptoms
suggestive of tuberculosis (fever for two weeks or more,
haemoptysis, unexplained substantial weight loss, or
night sweats) underwent a sputum smear examination
and a nucleic acid amplification test.

Sample size, randomisation, and masking

In our earlier trial of the BCG Russian vaccine and
OPV,** the mortality rate in the delayed vaccination
(control) group was 17.6%. For the current trial, using
the Stata version 14.1 sampsi command, we estimated
that a total of 510 deaths would be required: with a
mortality rate of 15%in the control group, 1998 infants
would be required in each group to have 95% power
to detect a 30% reduction in mortality using BCG and
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OPV with an o <0.01; this implied 300 deaths in the °

control group (1998x0.15) and 210 deaths in the early
vaccination group (1998x0.15x0.7). The sample size
was specified as the number of deaths, so that changes
in mortality rates automatically adjusted the number
of newhorns randomised.

Written informed consent was obtained from a
parent before enrolment. The newborn babies were
randomised using a specially written computer

doi: 10.1136/bmj-2025-084745 | BMJ 2025;390:0084745 | thebmj
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program  that checked eligibility, allocated
treatment, and recorded baseline and outcome data.
Randomisation was 1:1 and stratified by NICU, sex,
and birth weight (<1000 g, 1000-1499 g, 1500-1999
g), and with a block size that varied randomly from 2-8
newborn babies. Enrolment was stopped on 30 April
2022 when 510 babies had died, The BCG vaccine
causes an obvious skin lesion, so it was not possible
to mask staff to group assignment because it would
have been unethical to cover the upper arm of these
high risk babies for their entire stay in intensive care;
the caregivers who assessed whether the baby died or
survived were not blinded.

Procedures

At Jawaharlal Institute, a research nurse recruited
and vaccinated newborn babies and recorded all
data; at the Institute of Child Health and Institute
of Obstetrics and Gynaecology, a research assistant
recruited newborn babies and recorded all data, and
an immunisation nurse vaccinated the participants.
Babies in the early vaccination group received 0.1 mL
of BCG Danish (GreenSignal Bio Pharma, Chennai)
intradermally within 48 hours of admission to the
NICU, along with 0.1 mL (two drops) of bivalent 1&3
OPV (Bharat Biotech International, Hyderabad; or Bio-
Med, Ghaziabad). At Jawaharla} Institute, at the time
of discharge, babies in the early vaccination group
received hepatitis B vaccine, and babies in the control
group received BCG, OPV, and hepatitis B vaccine. At
the Institute of Child Health and Institute of Obstetrics
and Gynaecology, babies in the early vaccination group
received hepatitis B vaccine at about 6 weeks of age,
and babies in the control group received BCG, OPV, and
hepatitis B vaccine. information about feeding was not
collected.

Qufcomes

The primary outcome was neonatal mortality in the
first 28 days of life, with censoring at the time of loss to
follow-up or any vaccination before 28 days {(other than
BCG and OPV in the early vaccination group), adjusted
for age and survival dependence between twins or
triplets, the randomisation stratification variables
NICU, sex, and birth weight, and, if they contributed to
the Cox model, gestation, season, maternal BCG scar,
and whether the baby was born in the study hospital
or elsewhere. A substantial proportion of babies in
the control group were, however, given BCG and OPV
before 28 days of age at about the time of discharge
from hospital, and few deaths occurred between
discharge and 28 days of age; consequently, the Data
and Safety Monitering Board recommended that the
main analysis not be censored for BCG and OPV in
the control group because this would cause bias by
removing time at low risk of death (from discharge
to 28 days of age) in the control group but not in the
early vaccination group. Secondary outcomes were
deaths caused by infection and deaths in newbommn
babies of mothers with a BCG scar. When this trial
was planned, preliminary evidence suggested that

thelmi | BAJ2025;390:e0684745 | doi: 10.1136/bnj-2025-084745
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the BCG vaccine might protect newborms only if their
mother had a BCG scar®’; therefore, the protocol stated
that if vaccination reduced mortality only when the
mother had a BCG scar, the trial would be extended
and the primary outcome would be neonatal mortality
in newborn babies of mothers with a BCG scar. The
secondary outcome of death from infection was not
specified in the original protocol but was added a
third of the way through the trial on the advice of
the Data and Safety Monitoring Board because a
study of BCG vaccine in newborns in Guinea-Bissau
suggested that vaccination might reduce mortality
from infectious rather than non-infectious causes,”
a finding that two subsequent studies supported.!® 28
The treating clinician assigned the cause of death
from a prespecified list: congenital malformation,
hyaline membtane disease, infection, intraventricular
haemorrhage, necrotising enterocolitis, other, and
unknown. Infection (synonymous with sepsis in
this study) was defined as one or more clinical signs
suggestive of infection with either a microbial isolate
on blood culture, or a sterile blood cutture plus at least
two abnormal infection screen markers: C reactive
protein >1.14 pmol/L (120 mg/L}, absolute neutrophil
count <1500/mm?>, total leucocyte count <5000/mm?,
erythrocyte sedimentation rate >15 mm/hour, or
immattire to total neutrophil ratio >0.2.%°

An independent Data and Safety Monitoring Board
reviewed the conduct of the trial (see list of members
in section S10 of the supplementary file). The chief
investigators signed the final version 5.0 of the
statistical analysis plan on 17 November 2022. The
statistical analysis plan was posted on the Madras
Medical College website (www.mmc.ac.in), However,
this website stopped functioning in early 2023;
subsequently, all versions of the protocol, Data and
Safety Monitoring Board documents, and statistical
analysis plan were posted at https://osf.io/3492q/.

Statistical analysis

All statistical tests were two sided, and we considered
a P value <0.05 to be significant. Intention-to-treat
analysis was performed using Stata version 18, with
Cox proportional hazard models stratified by NICU
with age as the underlying time so that the analysis
controlled for age, with variance adjusted for survival
dependence between twins or triplets, and censoring
at loss to follow-up. The prespecified binomial
covariates early BCG-OPV vaccination, sex, inbom
or outborn status, season (wet or dry), and maternal
BCG scar were tested for proportional hazards in
Kaplan-Meier analysis and graphs. We assessed the
potential for non-linear relations in the continuous
variables gestational age and weight using fractional
polynomials, The proportional hazards assumption of
the Cox model was tested using Stata’s time-dependent
covariable command with log(time), and by using
Schoenfeld residuals, leglog plots, and separately
estimated Kaplan-Meier curves. Kaplan-Meier survival
plots used time since enrolment as the underlying
time. We did not adjust the 95% confidence intervals
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Newimm Babies wé:gh ing <2000 géﬂmlttecf 1oan NICU

Excluded "

Allocited to early BCG-OP

"2 Toounwell to feteive vaccine -

4 Recelved BCG RUSSIEN and OPY.
2708 Received allocated intervention = i

!
®

Discontinyed intervention -

D
- UAnatysed s
0 Exc:iudad from analySis‘ :
238 Died -
2470 Survived to age 28 days :
6 Alivewhien lost to fol low-u aged <28 cfays

Fig 1| Study flow chart. *Mother or baby with known HIV, hepatitis B, herpes zoster, or immune deficiency.

NICU=neonatal intensive care unit; OPY=oral polio vaccine

{Cls} and P values of the secondary outcomes for
multiplicity. A current meta-analysis was performed
using the Stata metan command with a random effects
model and the search terms listed in section $13 of the
supplementary file.

Patient and public involvement

No families or members of the public were involved in
the conduct of the trial because the required funding
and staff were not available.

Results
Of 7067 newborn babies with a birth weight <2000
¢ admitted to the three study NICUs, 1647 were
excluded according to the protocol criteria. Overall,
5420 newborn babies were randomised (fig 1): 2714
to the early BCG-OPV group of whom 238 (8.8%) died
and 2706 to the control group of whom 273 (10.1%)
died. As maternal BCG scar showed no statistically
significant effect on mortality, enrolment ceased after
510C deaths. The conduct of the trial was slowed by
the covid-19 pandemic and by occasional shortages
of the BCG Danish vaccine. Table 1 shows the baseline
characteristics of the participants.

Of the 2463 children in the early vaccination group
examined at about 6 weeks of age, 2398 (97.4%) had

a visible skin reaction to BCG (see supplementary
table $1). No serious side effects were found with
BCG; in particular, there was no axillary ulceration or
disseminated BCG.

A protocol viclation occurred in 10 babies. In the
early vaccination group, four babies were treated with
the BCG Russian (Serum Institute of India) strain rather
than the BCG Danish strain (none died), two were not
vaccinated because they were thought to be too ill
{both died), and cne was entered twice (but analysed
only once); all these babies were included in the early
vaccination group in the analysis. In the control group,
one twin and one triplet were randomised separately
to their siblings, and one baby was initially recorded as
male rather than female,

Examination of fractional polynomial powers
suggested using birth weight without transformation
but, for gestational age, using {10/gestational-age)?.
Caesarean section, maternal BCG scar, whether inborn
or cutborn, and season did not contribute to the Cox
maodel, and hence the final model with age as the
underlying time consisted of early BCG-OPYV, sex, birth
weight, and transformed gestational age stratified by
NICU with variance adjusted for multiple births (table
2). No statistically significant interactions were found
between BCG and the other variables in the Cox model.

dor: 10.1136/bmj-2025-084745 | BMJ 2025:390:2084745 | thebij
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Table 1| Baseline characteristics of newborn babies weighing <2000 gassigned to receive BCG Danish and QOPV within

48 hours of admission (intervention) or delayed at least to discharge (control). Values are number {percentage) untess

stated otherwise

Charactetistics Early BCGQP_\[(n——Q‘?Iﬁ): -Gantro} {'ri:_'Z?O_&)_ i :
Sex: _
WMate 1389 (51) 1382 (51) -
Female 1325 (49) 1324 (49)
Median ({QR) age at enrolment (days) 0.86 (0.54-1.46) 0.86 (0.56-1.38)
Median (1QR) birth weight (@) 1560 (1320-1745) 1560 (1320-1745)
Birth weight (g):
<1000 133 (5) 129 (5}
1000-1499 996 (37) 994.(37)
1500-1999 1585 (58) 1583 (58)
Median (QR) gestation (weeks) 33.4 (31.7-35.4) 33.6 (31.7-35.4)
Premature (:37 week) 2374 (87) 2349 (37)
_Mean (SD) Apgar score:
1 minute 671(1.52) 6.76 (1.48)
5 minutes 8.04(1.13) 8.06 (1.11)
Born in study hospital 2460(91) 2454 (91)
Maternal BCG scar 1601 (59) 1658 61)
Vaginal delivery 1523 (56) 1476 (55)
Twin or triplet 210 (7.7} 197 (2.3}
Born in wet season 1431(53) 1425 (53)
Study hospital:
HMPER ~ . 14400(53) 1432(53)
ICH 252{5.3) 248 (9.7)
106G 1022 (38) 1025 (38)

[CH=Institute of Child Health and Hospital for Children, Chennat; FOG=Institute of Obstetrics and Gynaecology, Chennai, {QR=interquartile range;
IMPER=jawaharla! Institute of Postgraduate Medical Edutation and Research, Pondicherry; NICU=neonatal intensive care unit; OPV=oral polio vacting;

SD=standard deviation.

Proportional hazatrds were confirmed for early BCG-
OPV, sex, birth weight, and transformed gestational
age,

As recommended by the Data and Safety Monitoring
Board, the control group was not censored for BCG-
OPV administered before 28 days of age in the main
analysis (table 2). The adjusted hazard ratio for death
before 28 days of age for early vaccination compared
with contfrol in the primary Cox model was 0.83 (95%
CI0.69 10 0.98; P=0.03). Figure 2 shows the probability

of death in both study groups. The number needed to
treat to prevent one death was 21 (95% CI 10 to 245).

Of the 2706 newborns in the control group, 1588
(5994) were vaccinated with BCG Danish and OPV
before 28 days of age, at a median of 4.5 hours hefore
discharge in the 1423 babies discharged before 28
days of age.

Table 3 shows the times from birth and enrolment
to BCG-OPV vaccination, death, and discharge. Six
newhorns in the early vaccination group and three in

Tahle 2 | Outcome data in newborn babies weighing <2000 g assigned to receive BCG Danish and OPV within 48 hours of admission (intervention) or
delayed at least to discharge (control)

" Mortality rate (deatﬁs/tbtal person years); No

.+ ‘Adjusted hazard ratio (95% ¢

Pialier

: . “Early.BCG-0PV 5 Control s
Deaths 28 days (primary outcome) 1.2 (238/184): 2714 1.50(273/182); 2706 .83 (0.69 t0 0.98) 0.03
Deaths from infection 0.40 (73/184). 2707 0.73 (133/182): 2702 0.53 (0.40 t0 0.70} <«0.001t
Deaths fram non-infectious cause 0.89 (164/184): 2707 0.77 (139/182); 2702 1,10 (0.88 10 1.39) 0.41t
Deaths in hospital 2.33 (23771032}, 2714 2.69 (269/100); 2706 0.83 (0.70 10 0.99) 0.041
Deaths <28 days; controls censored when BCG-DPY given <28 1.29 (238/184); 2714 2,25 (273/121); 2706 0.78 (0.65 t0 0.93) 0.006%
days (original primary outcome)
Per protocol analysis 1.28 (236/184); 2702 2.26 (2754127), 2709 0.77 (0.65 (o 0.92) 0.004§
Time of death after enrolment (days):
0-2 2.53(56/22.1); 2714 3.41(75/22.0); 2706 0.72(0.51 t0 1.03) 0.071
36 3.48 (99/28.4); 2658 4.13(116/28.1); 2631 0.84 (0.64 t0 1.106) .21
7-27 0.62 (83/134); 2553 0.62(82/132); 2512 0.91 (067 to 1.24) 0.559

Cl-confidence interval; OPV=oral polio vaceine.
*Cox regression stiatified by neonatal intensive care unit and adjusted for age, birth weight, gestational age, and sex. Six babies in the early BCG-OPV group and three in the conirol group were
lost to follow-up before 28 days of age and censored from the time of last contact.
t5econdary cutcorse not adjusted for muttiplicity.

*Biased estimate because low risk time from discharge to 28 days was remaoved from vaccinated controls.

§Biased estimate because low risk time from discharge to 28 days was removed from vaccinated controls, and two babies who died were randomised to BCG-OPY but were not vaccinated
because they were considered too ill were moved from the BCG-OPV group to the controt group in the per protocol analysis.
TPrespecified descriptive sutcome net adjusted for multiplicity.
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Fig 2 | Kaplan-Meier probability of survival up to 28 days after enrolmentin newborn
babies weighing <2000 g. Values not adjusted for age, sex, birth weight, gestation,

or multiple births. Babies were at risk until they died or were lost to follow-up before
28 days of age. Shading represents 95% Cls. Cl=confidence interval; OPV=oral polio

vaccine

the control group were lost to follow-up before 28 days
of age; survival to 28 days of age was determined in
the other 5411 babies either at the follow-up visit or
by mobile phone. Table 4 shows the causes of death.

The adjusted hazard ratio for the secondary cutcome
of death due to infection in the early vaccination
group versus control group was 0.53 (95% CI 0.40
to 0.70); the confidence interval was not adjusted
for multiplicity (table 2). The crude mortality rate
due to infection was 73 (2.7%) of 2707 in the early
vaccination group and 133 (4.9%) of 2702 in the
control group, with an adjusted number needed to
treat of 7 (95% CI 4 to 15). A blood culture resuit was
positive for micro-organisms in 90 (44%) of the 206
babies with death due to infection: 23 (32%) of 73
babies in the early vaccination group and 67 (50%) of
133 in the control group (see supplementary table 52).
Klebsiella pneumoniae was identified in 9.6% (7/73)
of the isolates in the early vaccination group and 31%
(41/133) in the control group; post hoc ratio 0.31
(95% CI 0.15 to 0.66), P<0.001. No deaths were due
to tuberculosis.

Table 5 shows the interaction between the adjusted
effect of early vaccination and eight prespecified

variables; none of these interactions were statistically
significant. The supplementary file includes mortality
by month (see supplementary table S3), days from
randomisation to death by sex (table $4), mortality by
age of enrolment (table S5), mortality by maternal BCG
scar and sex (table $6), mortality by maternal BCG scar
and whether inborn or outhorn (table $7), BCG skin
reactions at about 6 weeks of age (tables S1 and S8),
blood culture results in babies who died (table $2), and
type of OPV (table $9).

A random effects meta-analysis of the four smaller
trials of the effect of Danish BCG on all cause neonatal
mortality in Guinea-Bissau,!* ***® and this trial in

- India provided an estimate for neonatal mortality of

0.77 (95% CI 0.64 t0 0.92; P=0.004) and 0.71 (0.55 to
0.90; P=0.005) in the first three days of life (see section
512 of the supplementary file).

Discussion

This randomised trial in newborn babies weighing
<2000 g in three NICUs in India found that BCG Danish
and OPV administered at a median of 0.9 days after
birth reduced all cause neonatal (<28 days) mortality
by 17% and, without adjustment for multiplicity,
mortality due to infection by 47%. Only nine of the
5420 habies were lost to follow-up. Overall, 511
deaths occurred compared with 285 in all previous
trials combined.

Interpretation of results and comparison with other
studies

Asin the four smaller trials of the effect of vaccination
with BCG Danish on neonatal mortality in Guinea-
Bissau, 1'% we found a trend towards BCG Danish
with OPV having a greater effect in babies who were
born at term rather than prematurely, inborn rather
than outhorn, female rather than male, born vaginally
rather than by caesarean section, and born to a mother
with a BCG scar; however, our trial was not powered to
detect an effect of covariates, and none of these trends
was statistically significant. Both our trial and the trials
in Guinea-Bissau suggested an effect of the BCG Danish
vaccine on mortality in the first three days after it was
administered; this is consistent with the evidence
that BCG rapidly induces “trained” innate immune
responses.” ¢ Recent data from The Gambia showed
that abnormalities in gene expression are present in
some apparently healthy newborn babies who later

Table 3 | Time {days) to receive BCG Danish and OPV within 48 hours of admission (intervention) or delayed at least to
discharge (control) in newborn babies weighing <2000 g from birth and enrolment. Vatues are median (interquartite

range) unless stated otherwise

Birth to enrolment

- Early BCG-ORV: No -
0.86 {0.54-1.46); 2714

e
0.86 (0.56-1.38); 2706

Birth to vaccination

0.93{0.58-1.68); 2712

12,6 (7.76-20.0); 1588

Birth to death

6.41(4.24-11.3); 238

5.89 (3.85-9.51); 273

Birth to discharge

11.8(7.75-17.5); 2005

12.0(7.78-18.0); 2010

Enrolment to vaccination

0.03(0.01-0.07); 2712

11.8 (6.96-18.9); 1588

Enrolment to death

5.08 (3.14-9.59); 238

465 (2.80-8,23); 273

Enrolment to discharge

10.2 (6.27-16.2); 2005

10.5 {6.29-17.0); 2010

0OPV=oral polio vaccine,
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Table 4 | Causes of death in newborn babies weighing <2000 g assigned to receive BCG Danish and OPV within 48 hours of admission (Enterventign) or

delayed at least to discharge (control). Values are number {percentage) unless stated otherwise

, “Early BEG-OPY (n=2714) Lontiol (n=2706) - BUG to contyetratio o0 Total v
Jnfection 73(31) 133 (49) 0.55*% 206 (40)
Hyaline membrane disease 32 (34) 64 (23} 1.28 146 (29)
Intraventricular haemorrhage 22 (9) 18 (7) 1.22 40 (8)
Necrotising enterocolitis 6 (3} 4(1) 1.50 10 ()
Congenital malformation 3{1) 0 (Q) - 3(1)
Asphyxia 10 (4) 1(0) 5.97 1)
Other 41 (17) 52(19) 0.79 93 (18)
Unknown 1{0) B 1{0) 1.00 2(0)
Total deaths 238 (100) 273 (100) 511 (100)

OPV-aral polio vaccine.

*Tar example, for Infection, (73/2714)/(133/2706)=0.55 {adjusted hazard ratio 0.53, 95% confidence interval 0.40 to 0.70).
Because the percentages for the early BCG-OPV group and contiol group must both add to 100%, the lower percentage of deaths from infection in the early BCG-OPY group means that the
percentage of non-infectious deaths in the early BCG-OPV-group must be higher overall than in the control group.

develop sepsis®®; combined with the evidence that
early administration of BCG Danish is most beneficial
in the first few days of life,"*'* 17 the findings suggest
that in some newborns BCG might be treating and not
just preventing sepsis.

Qur trial differs in important ways from the four
other smaller randomised trials with an unvaccinated
control group that tested the effect of BCG Danish on
neonatal mortality in Guinea-Bissau.!* 1618 Firstly, we
administered 0.1 mL of the vaccine rather than 0.05
mL, and the manufacturers differed. Secondly, our trial
was larger, with 511 deaths compared with 285 deaths

in the four Guinea-Bissau trials combined. Thirdly, all
but five of the deaths in our trial occurred in the NICU
and the mortality rate in controls was 10.1%, whereas
three of the four trials in Guinea-Bissau randomised
newborn babies at the time of discharge from hospital
and included some babies born at home, with a
mortality of 3.7% in controls. Fourthly, we studied
high risk newborns weighing <2000 g, whereas the
Guinea-Bissau trials studied newborn babies weighing
up to 2500 g (or more in the fourth trial). Fifthly, only
49% of deaths in our control group were caused by
infection, and 30% were from hyaline membrane

Table 5| Interaction of prespecified risk factors with effect on neonatat mortality in newborn babies weighing (2000 g assigned to receive BCG Danish
and OPV within 48 hours of admission (intervention) or delayed at least ta discharge (cantrol)

Mortality rate (deaths/total person-years); No . - " for intefctio
_ Early BCGZOPY Control- Hazardratio (95% CH¥ with BEG-0P¥>

Birth weight (g}
<1000 9.67 (60/6.2); 133 12.7(67/5.3); 129 0.75 (0.53 t0 1.08)
1000-1499 1.99 (130/65); 996 231 '(148/6'4); 9594 0.86 {0.68 to 1.09) 0.81t
1500-1999 0.43 (48/113); 1585 0.52 (58/112); 1583 0.82.(0.56 to 1.21)
Gestational weeks$

<318 3.55 (148/42); 689 3.82{159/42),703 0.86 (0.71101.12)
31.8-33.6 0.69 (34/49); 705 1.24 (56/45); 662 0.56 (0.37 10 0.87) 0.8+
33.7-35.4 0.56 (26/47). 664 0.56 (27/49), 683 0.92 (0.54 t0 1.56) h
»35.4 0.65 (30/46); 656 0.67 (31/46}; 658 0.95 (05810 1.57)
Maturity (weeks)
Premature (<37) 1.43(228/160); 2374 162 (254/15 7};_2349 0.84 (0.7010 1.01) 047
Term (237) 0.41 (10/24); 340 0.76 {19/25)%; 357 0.63 (0.2910 1.36) )
Sex
Male 1.57 (146/93); 1389 1.69 (155/92); 1382 0.88(0.711t01.11) 036
Female 1.01 (92/91); 1325 1.32 (118/50): 1324 0.75 {0.56 10 0.99) )
Birth location
Sludy hospital 1.22 (207/170); 2460 1.48 (246/167): 2454 0.81(0.67 10 0.97)

Clsewhere 2.12(31/15); 254 1.81 (27/15), 252 0.99 (0.60 to 1.64) 045 )
Maternal BCG scar
Present 1.22 (133/109); 1601 1.40(157/112); 1658 0.78 (0.62 10 0.9%) 0.47
Absent 1.40 (105/75); 1110 1.68 (116/69); 1047 0.89 (0.69t0 1.15) '
Mode of delivery
Cacsarean section 1.23 (100/81); 1191 1.24 (104/84); 1230 0920.70t01.21)
Vaginal delivery 1.34 (138/103); 1523 1.73(169/98); 1476 0.77 (0.61 10 0.96) 0.31
Season
Wet: Jul to Dec 133 (128/96); 1431 1.52 (145/95);: 3425 0.82 (0.64 l0 1.05) o 0.57

Dry: Jan to jun

1.25(110/88), 1283 1.49 (3 28/86); 1281

0.83(0.65 to 1.06)

Cl=confidence interval; OPV=oral pelio vaccine.

*Cox regression stialified by neonatal intensive care unil and adjusted for age, birth weight, gestational age, and sex.

tinteraction of continuous variables, weight, and (10/gestationai-age)?, with the effect of BCG-OPV on mortality,
+Four groups with approximately equal numbers in each group.
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disease or intraventricular haemorrhage (conditions
unlikely to be influenced by BCG-OPV), whereas 63%
of deaths in the control groups in the Guinea-Bissau
trials were due to infection.

A high proportion of deaths in newborn babies born
at term in low-middle income countries are caused
by infection, which suggests that BCG Danish and
OPV administered at birth to such babies might have
an even greater effect on all cause necnatal mortality
than the 17% reduction seen in newborn babies
weighing <2000 g in our trial, where 30% of deaths
in controls were caused by hyaline membrane disease
or intraventricular haemorrhage. A random effects
meta-analysis of the four smaller trials of the effect
of BCG Danish on necnatal mortality™ **** plus this
trial yielded an estimated 23% reduction in all cause
mortality when newborns with low birth weight were
vaccinated with BCG Danish soon after birth {see
supplementary table 12b). In addition, a randomised
trial in Uganda found that BCG Danish given soon
after birth reduced the incidence of doctor diagnosed
non-tuberculous infection by 29% up to 6 weeks of
age.’? Consequently, strong evidence suggests that
BCG Danish with or without OPV reduces all cause
mortality by protecting against infections other than
tuberculosis—a non-specific or off-target effect.

Strengths and weaknesses of this study

The secondary outcome of death from infection was
not specified in the original protocol but was added
a third of the way through the frial on the advice of
the Data and Safety Monitoring Board because a
study of BCG Danish in newhorn babies in Guinea-
Bissau suggested that BCG reduced mortality from
infectious rather than non-infectious causes,’” a
finding supported by two subsequent studies.'® 2 In
our study, infection was one of the prespecified causes
of death. We used a standard definition of neonatal
infection,” and its performance was supported by
the high proportion of newborns with a positive
blood culture result: 90 (449) of the 206 babies with
mortality due to infection had a positive blood culture
result (see supplementary table 2): 23 (32%) of 73
babies in the early vaccination group and 67 (509%) of
133 in the control group.

As skin lesions due to BCG are obvious, a double
blind trial could not be performed as it was not ethical
to keep the upper arm of these high risk babies covered
during their entire stay in intensive care. In addition,
we did not want babies in the control arm to miss
receiving BCG because mothers thought their child had
been vaccinated. It is unlikely that the lack of blinding
influenced the result: our two previous open labe]
randomised trials of BCG Russian made by the Serum
Institute of India with or without OPV had a total of
879 deaths and were performed in the same NICUs as
this trial and with similar designs, and no differencein
neonatal mortality was found betweentheintervention
and control groups {combined hazard ratio 0.98),%°
which suggests that BCG vaccination with an obvious
skin reaction did not bias the findings.

It is possible that OPV administered with the early
dose of BCG contributed to the reduction in mortality
in our trial, but this is unlikely because no reduction
was seen in our earlier trial when OPV was given with
BCG Russian (adjusted hazard ratio 1.01), which was
similar to the adjusted hazard ratio of 0.95 for BCG
Russian without OPV.'® It is, however, possible that
OPV enhances the non-specific effects of an active
strain of BCG but has no effect when given with a strain
of BCG with little or no non-specific effects. WHQ
raised concerns about the manufacturing standards
of both BCG Danish (GreenSignal Bic Pharma) and
OPV (Bharat Immunological and Biologicals) during
the trial, but no serious side effects were found, and
mortality was reduced when vaccination with both
occurred soon after birth. No serious side effects were
found in the BCG-OPV group in the trial despite being
administered at an intradermal dose of 0.1 mL, double
the dose WHO recommends.*?

Overall, 1588 (59%) of the 2706 babies in the
control group were vaccinated with BCG and OPV
just before discharge or later, so death in hospital
compares BCG and OPV administered soon after hirth
with mostly unvaccinated time in the control group,
and the risk adjusted hazard ratio for death in hospital
was 0.83, which is the same as the primaty endpoint of
0.83 for death up to 28 days of age without censoring
for BCG-OPV vaccination hefore 28 days of age in the
control group. This suggests that the high vaccination
rate before 28 days of age in the control group did not
affect the cutcome of this trial.

Implications for policy and future research
Our findings provide additional evidence that different
strains of BCG might have different non-specific
effects, and that BCG Danish might have stronger non-
specific effects than BCG Russian.'® % Qur two previous
large randomised trials found that intradermal doses
of 0.05 mL of BCG Russian {Serum Institute of India)
without OPV and 0.1 mL with OPV had no statistically
significant effect on neonatal mortality {(combined
adjusted hazard ratic 0.98)'%; our current trial was
performed socn after those trials, in the same NICUs
using the same staff and a similar trial design, and BCG
Danish with OPV was associated with a statistically
significant 17% reduction in neonatal mortality. These
findings suggest an urgent need for head-to-head
comparisons of BCG strains.'®

In regions with a high prevalence of tuberculosis,
WHO recommends BCG vaccination for newborns
with gestational age <37 weeks or with birth weight
<2500 g, providing the gestational age is >31 weeks
and the babies are healthy and clinically stable.*®
The gestational age of 20% of the newborn babies
in our trial was, however, <31 weeks, and none were
healthy or clinically stable. Our findings suggest that,
regardiess of gestational age, unstable and very ill
newborns derive substantial benefit from BCG Danish
and OPV administered as soon as possible after
birth. WHO should therefore consider modifying its

recommendation. In addition, to increase the number
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of newborn babies given BCG soon after birth, the WHO
indicator for BCG vaccination should be changed from
the percentage immunised at age 12 months to the
percentage immunised at age 1 month, or even at age
1 week.

Conclusion

Combined with findings of the four randomised trials
in Guinea-Bissau,* '*'? and the trial in Uganda,®? our
findings suggest that full implementation of the WHO
policy of BCG vaccination at birth in countries where
tuberculosis is endemic might substantially reduce
neonatal mortality. At present, however, much of
this potential benefit is lost. Firstly, 75% of deaths in
newborn babies occur in the first week of life, but only
37% of newborns in countries where tuberculosis is
endemic receive BCG by 1 week of age®®; consequently,
the common practice that a vial of BCG is opened only
if 10-12 infants need to be vaccinated should change
so that a vial is opened even if only one child needs
vaccinating.’® Secondly, a high proportion of BCG
doses—71% in 2014%*—were the BCG Russian strain,
which might be less effective than the Danish and
Japanese strains.'®"’ Thirdly, many vaccinated infants
do not develop a BCG scar, suggesting that routine
immunisation with BCG in high burden countries
often fails to achieve intradermal administration,”” a
difficult task given the thin skin of newborn babies.
This suggests that a substantial reduction of neonatal
mortality could be achieved if a high proportion of
newborns in high mortality settings received BCG and
OPVin the first week of life from a skilled administrator,
perhaps using BCG Danish or Japanese rather than
BCG Russian.
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