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Previous modelling of new vaccines

demonstrated a positive health sooLESCENTSANG T

impact ... but also assumed an o Disease 2ka 1o

unconstrained supply of doses. 5.8-18.8
million

For any new vaccine, there are likely SeEEEEEE

to be a limited number of doses i

available, at least initially. 0.8-2.6
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As a global community, will need to make decisions on how to
allocate limited doses for new TB vaccines.

Overall we want to deliver doses in a way that is equitable and
impactful.

We used modelling to investigate the difference in impact from
varying the number of vaccine doses available and varying the
country-specific order of vaccine introduction.



Vaccine characteristics and delivery f;,z

Countries:

- 105 LMICs as in WHO Investment Case publications SUnRE s MEnE o E
for new tuberculosis

vaccines

Vaccine profile:

- 50% efficacy, prevention of disease, 10 year duration
of protection, 2 doses

Ages targeted:
- Routine delivery to 15 year olds, 80% coverage
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A. Varying dose supply scenarios:
How many doses will be available per year?

- Unconstrained, 20, 50, 100, or 150 million doses available per year
- Assumed the number per year was fixed over 2030-2050

- New countries only added if enough doses to continue to vaccinate
all previously included countries

B. Country specific introduction order:

Which order will countries be prioritised for introduction
of a new TB vaccine?

- Three scenarios of country-specific introduction order
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1. Introduced in historically informed country-specific introduction
order from WHO IC work (shifted to 2030 start)

o it IR Order based on

= - Disease burden
£ 70- - Immunisation capacity
g o - Regulatory barriers
2 40 - Prior early adopter status
= - Gavi eligibility
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2030 2040 . 2050

Year

In general, countries introducing earlier were more likely to have lower
disease burden



Country introduction order scenarios: Lue
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2. Prioritise introduction order based on WHO estimates of TB incidence
rate from largest to smallest, using same pace as WHO IC work
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TB incidence rate per 100,000
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LSO PHL CAF GAB TLS MMR ZAF MNG NAM PNG IDN MOZ AGO SWZ KHM LBR ZMB SLE GNQ PAK KEN MDG BWA NPL SSD BGD NGA ZWE IND

cony  and so on until 2049...
M 2030 W 2031 W 2032 2033



Country introduction order scenarios: SO0 B

DeEl
#3 M72 trial countries first, then by TB incidence rate e

3. Prioritise the seven M72 trial countries for delivery in 2030, return
to scenario #2 TB incidence rate order in 2031

Indonesia
IA(;C;?/);ZW Account for 17% of
W Mozambique disease episodes
& o South Africa and 20% of deaths
A N ) globally in 2022
3 Vietnam

Zambia

ultimaps.com e ) 10



Results - Unconstrained doses (as WHO IC)

Tuberculosis episodes averted by 2050 .
[ Unconstrained doses
ZE
g Historically informed order:
10 ~9.3 million averted
€
2
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Unconstrained 20 million 50 million 100 million 150 million
Doses per year

Prioritising M72 trial countries and by TB incidence rate

& Historically informed scale-up order &= Prioritising by TB incidence rate
11
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Tuberculosis episodes averted by 2050
[ T Unconstrained doses
.E
g Historically informed order:
10 == ~9.3 million averted
‘E’ L
i TB incidence rate order:

~10.7 million averted
5 ma
0

20 million 50 million 100 million 150 million

Unconstrained
Doses per year

& Historically informed scale-up order &= Prioritising by TB incidence rate  Prioritising M72 trial countries and by TB incidence rate
12



Number averted (millions)

Results - Unconstrained doses (as WHO IC)

Tuberculosis episodes averted by 2050
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Unconstrained 20 million 50 million

& Historically informed scale-up order &= Prioritising by TB incidence rate

100 million 150 million
Doses per year

Prioritising M72 trial countries and by TB incidence rate
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Unconstrained doses

Historically informed order:
~9.3 million averted

TB incidence rate order:
~10.7 million averted

M72 trial countries order:
~10.4 million averted
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Number averted (millions)

Results - 20 million doses per year

Tuberculosis episodes averted by 2050
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Unconstrained 20 million 50 million

& Historically informed scale-up order &= Prioritising by TB incidence rate

100 million 150 million
Doses per year

Prioritising M72 trial countries and by TB incidence rate
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20 million per year

Historically informed order:
~19 thousand averted

TB incidence rate order:
~1.8 million averted

M72 trial countries order:
~3.1 million averted

14



Results - 50 million doses per year
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Tuberculosis episodes averted by 2050
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Unconstrained 20 million 50 million 100 million 150 million

& Historically informed scale-up order &= Prioritising by TB incidence rate

Doses per year

Prioritising M72 trial countries and by TB incidence rate

50 million per year

Historically informed order:
~547 thousand averted

TB incidence rate order:
~4.1 million averted

M72 trial countries order:
~4.7 million averted
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Results - 100 million doses per year
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Tuberculosis episodes averted by 2050
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Unconstrained 20 million 50 million 100 million 150 million

& Historically informed scale-up order &= Prioritising by TB incidence rate

Doses per year

Prioritising M72 trial countries and by TB incidence rate

100 million per year

Historically informed order:
~5.4 million averted

TB incidence rate order:
~10.3 million averted

M72 trial countries order:
~9.4 million averted
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Results - 150 million doses per year
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Tuberculosis episodes averted by 2050
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Unconstrained 20 million 50 million 100 million 150 million

& Historically informed scale-up order &= Prioritising by TB incidence rate

Doses per year

Prioritising M72 trial countries and by TB incidence rate

150 million per year

Historically informed order:
~7.7 million averted

TB incidence rate order:
~10.8 million averted

M72 trial countries order:
~10.4 million averted
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- Supply constraints likely to make a big difference to initial global impact
- How we use limited doses in the early years important for impact

Limitations

- Doses per year were constant from 2030-2050

- Only start new countries if enough doses to maintain already-started
countries

Higher level

Important to anticipate demand, boost manufacturing, and address supply

issues, to minimise supply constraints & increase potential impact of new
TB vaccines
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