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I Agenda

Reminder: key outputs of workshop 2

NVI-PST: importance and feasibility

NVI-PST: sequencing scenarios incorporating EP| constraints &
uncertainties



The second workshop aims at prioritizing between candidate vaccines and producing
sequencing scenarios

Reviewing evidence for each criteria and Ranking between candidate vaccines for Drafting ‘High priority’ and ‘Medium
vaccine each criteria priority’ and ‘Low priority’ vaccine lists and
preparing several scenarios

e - Classement moyen de chaque vacein
" Phayerne des vl exeimes, Ne12

Mo e cas, tocs dge, 20212022 Commentaires

T e
7
ol e min « i i) Va
I% des casy spects,
1944140
21% des cos confirmes: . Rougeal Hépatite 8
= I SR I
" HPvtici e g de Hepatite B m . K
iyt et
T T
o normbee ce doses. Tov HPY o ek Tow
o o | L " T st et
Existence d'Inégalité tes par HPY. °
gt [
. Type dinégalité Rublole. HPY T Hépatite®
s R
oo e
Intgai i reiterosd T i s g urce vtessmlgne il questionnaire de iearchsaion s vaccens ol
Indgalitd de vene. carars B PV o Sou vates en ligne sur e quest de hugearchisation des

Sowmcs [ vaccinn déis recommenses par 1y | 30

Exiten duoe

inégaiite taibie 1o
ha s coat s
Source dhaem les: pogations phus
anantivrma Scenario 1 - Principal Scenario 2 - Alternatif
Description:

Rubéole + Condi

e +  Quantité dispanible de Méningltes Pentavalent

.x::\k: Inegalite Hapoe: +  Quantité disponible d hexavalent en 2027

Hyalng phagraphique = + Quantité disponible 'HPV en 2028
Hepatied
ey 2025 Rougeole-Rubole 2025 Hépatite B a1a nalssance.

= 5 m
isoitéwisforte. 7] Inégoitéoyenne (" Folbe indalité ey A28 Hépaite By ja s ance: 2026 Hexavalent
»
sl 2027
o - r— - e 2 Hesnt 2027 Rougeole-Rubéole
2028 2028
Tubereuine HPV HPV
2029 2029
Souces vt 60 e s e NGRS e T et VG "d 2030 Meéningites Pentavalent 2030 oV
AprsZ0%0 ToY Apris 2030 Meéningites Pentavalent

Example charts from the DRC worksho 3



I Agenda

Reminder: key outputs of workshop 2

NVI-PST: importance and feasibility

NVI-PST: sequencing scenarios incorporating EP| constraints &
uncertainties



I The ranking of vaccines is done stage by stage and criteria by criteria

Review order
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For each criteria, NITAG members review the evidence, discuss and then rank vaccines

Secretariat or NITAG WG NITAG discusses NITAG members vote to
presents summarized evidence, sources and rank vaccines then
evidence for one criteria evidence quality discuss ranking
e The personwho * NITAG members discusses * Using on online voting tool,
consolidated data for this the evidence (sometimes pre-defined voters rank
criteria presents the new evidence is brought to vaccines
evidence, highlighting light at this point) :
sources, assumptions and . . 0 RS ran!qngs orel
potential modelling * NITAG is reminded on how votgrs ar.edlsplayed and
to vote (what does 15t and rapidly discussed
last mean for this criteria)
IOlncidence; summary of evidence @incidence: votes and ranking 0 f. 0]
SR N— * Insome cases, the NITAG can | o =

decide to decrease weighting
or remove criteria if evidence
is not compelling enough
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I Example / Incidence: summary of evidence
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Number of new cases per year by vaccine candidate, 2022-2024 in Uganda
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Hexavalent & DTP booster data:

Diphtheria: 78in 2022; 71in 2023;40in 2024

Polio: 1 case in 2024

Tetanus: 4044 in 2022; 1914 in 2023; 2485 in 2024
Hepatitis B: 13114 in 2022; 18067 in 2023; 16527 in 2024

No cases of Haemophilius Influenza B and Pertussis from 2022;
however the WHO/UNICEF Joint reporting form indicated
382 pertussis cases in Uganda in 2021

EXAMPLE

Comments

¢ Cholera: MoH datain line with

WHO reports, but
underestimated compared to
2013 article (11 000 cases per
year). Majority of cases occur
ithin fishing communities and on
the DRC/South Sudan/Kenya
borders + Kampala slums

e Influenza: during peak flu season,

prevalence estimated to be
between 10% and 13% of the
population, much higher than
estimated here

Typhoid: MoH data in line with
WHO-UNICEF JRF; many cases
reported in the capital city.
Caveat: testing is not systematic
to confirm S. Typhi

Meningitis: Karamoja region most
affected; incidence higher for
children < 5yo; most recent data
show prevalence of Serogroups C
and A

Sources: Ugandan Ministry of Health, Bwire et.al, (2013), WHO External Situation Report, Uganda Virus Research Institute National Influenza Centre (UVRI-NIC), WHO UNICEF Joint
reporting form on Immunization



I Example / Incidence: votes and ranking

Average ranking for each vaccine on incidence
Average of responses, N(NITAG Core)=6; N(ALL)=11
Colored bars are for NITAG core members; Grey bars is for all attendees

By order
of
priority

Sources: online votes
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Overall rankings are computed for importance criteria and feasibility and vaccines are

placed on a matrix to allow for prioritization

Importance and feasibility

overall rankings are computed

using criteria weighting

Vaccine
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Vaccines are placed on a 4-
quadrant feasibility x importance

chart
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NITAG allocate priority levels

based on vaccine rankings and
discussions

High Priority Vaccines

Rubella (MR)

Hexavalent

m Medium Priority Vaccines
MMCV RSV

X Low Priority Vaccines

!gre\gnl::voelcfnl:agigm TyphOid
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Before drafting scenarios, a discussion needs to happen between the NITAG and the
EPI to better understand program and vaccine constraints impacting capacity for NVI

Program constraints Vaccine constraints

Programmatic constraints Production constraints
» Planned introductions for the coming years impacting workload » Condition on local production of the vaccine
* Planned optimizations impacting workload » Constraints on product selection

» Planned campaigns, outbreak responses, catch-up impacting workload
* Implementation of grant or grant submission impacting workload
* Insufficient cold chain availability

Political constraints Funding constraints
» Existence of a political agenda prioritizing one vaccine over the others * Availability of governmental funds / approval of the MoF
» Contribution of one vaccine to other political priorities » Access to grant from donors
 Potential conditions impacting external funding (e.g. MR condition from
GAVI)
Uncertainty constraints Availability constraints
* Introduction subject to condition on serotype coverage  Availability of doses for the country (e.g. overall availability, priority
» Risk of outbreak requiring response given to certain countries)
» Elections impacting political agenda  Availability of ancillary supplies

» Logistics constraints impacting procurement



Example - Constraints and Uncertainties for the immunization program 307483

Programmatic constraints and uncertainties
* Funding constraints
* Risk of funding decrease, especially from GAVI and to partners who are supporting EPI
program
« Upcoming shifts in the GAVI co-financing policy, with impact on Ethiopia (increase)
» Vaccine introductions/optimizations

* NVl planned between 2025 and 2029: HepB Birth dose, Malaria and Yellow Fever
campaign planned for 2029 (targeting 9 - 59 yrs - more than XM people)

*  Measles 5 dose switch
* Recent IPV2introduction / Recent Rotasiil switch
« Campaigns
« Vaccination campaigns Measles (at least 2 or 3 Campaign in the next 5 years)
» Polio (under five)
* Yellow fever preventive campaign each year from end of 2025 for five years
« Grants/ central level work
» Zero-dose agenda (4M ZD in the country)
« Structural capacity (staffs) of the EPI is limited, despite the scope of vaccines growing
» Operational capacity also limited (current scope challenging)
* NIS2026-2030 currently being developed
« Other
* Priority activities including, potential outbreak response for Cholera and Measles
* Transfer of foreign supply for some vaccines to local production




I Example : Constraints and Uncertainties by vaccine EXAMPLE
High priority vaccines m Medium priority vaccines

Hexavalent Rubella (MR) MMCV RSV
Constraints / » Condition: introduction of
Requirement » 80% criteria is met through MenACV first . No GAVI funding for now
q the recent MCV campaign * Conduct risk assessment &

> before introduction

 Availability of vaccinesfor |+ Schedule (MCV/MR or * Timeline of MenACV >  Availability of vaccines (not
Uncertainties big countries like Ethiopia MR/MR or MR/MCV) MMCV introduction before 2028)
(but ETH is a priority ¢ CRSburden of disease (esp. '+ Availability of MMCV * Further studies confirming
country) mortality) vaccines burden of disease

Uncertainty regarding continuous funding by GAVI / donors

Earliest year

e 2027 2027 2028 2029

(NITAG reco)

Latest year of

introduction 2028 2028 2030 2030+

(NITAG reco)




Key principles

NITAG should draft at least 2 scenarios
based on outcome of uncertainties

. Assumptions should always be clearly laid
out

. Scenarios must be consistent with the order

of priority recommended during the first
part of the workshop

. Scenarios must be consistent with program
and vaccines constraints

Less is more: too many vaccines (e.g. > 1 per
year) is not realistic

I Drafting scenarios follow straightforward principles

Tips

Defining the "earliest year of introduction" for each
vaccine enables the NITAG to ensure that vaccine
conditions are met

Involving the EPI in drafting scenarios is key to ensuring
that program constraints are considered

Segmenting the introduction between "easy" (e.g., fits the
current schedule, easy storage, same target population)
and "complex" ones (e.g., new target population) should
translate into "short" and "long" introduction periods

Not all candidate vaccines need to be included in the final
scenarios

Starting with a first draft (even if imperfect), prepared by
the secretariat before the NITAG scenario discussion,
rather than starting from a blank page, facilitates the
elaboration process



I Example: Sequencing scenarios: primary and alternative EXAMPLE

Scenario 1 - Primary Scenario 2 - Alternative
Assumptions : Assumptions :
*  MMCV doses available for introduction «  MMCV not available for direct introduction
« Ability to introduce MMCYV directly (instead of MenA first) e  MMCV doses available for switch at the time

* Confirmed burden of disease of TCV

Order Vaccine Order Vaccine
1 MR 1 MR
2 MMCV 2 Men A
3 Cholera (preventive) 3 Cholera (preventive)
4 TCV 4 MMCV (switch)

15



