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Abstract

Background: New adult tuberculosis (TB) vaccines are in clinical trials and may be
licensed as soon as 2028. However, vaccine rollout requires addressing multiple
contextual factors beyond clinical trial findings. This study explored stakeholders’
perspectives on the introduction a new TB vaccine in Indonesia.

Methods: We used a mixed-methods approach combining a stakeholder consultation
in Jakarta (13/03/2025) among 28 participants with diverse expertise and follow-up
interviews with two of those participants. Participants completed a structured
questionnaire (via Slido®) consisting of closed- and open-ended questions, adapted
into Bahasa. Questions covered factors influencing vaccine introduction, target
populations, delivery strategies, regulatory considerations, and lessons from other
vaccine programs. Quantitative data were analysed descriptively, and qualitative
responses underwent thematic analysis.

Results: All participants agreed on the importance of TB vaccine introduction. Key
concerns were minimum efficacy of 50% and comparative effectiveness against other
interventions, such as TB preventive treatment. Most agreed that vaccine introduction
should not depend on local manufacturing capacity, administration route, or dosage.
Critical enablers identified were adequate funding, strong political commitment, and
demand generation through public acceptance. Priority target populations included
people living with HIV/AIDS, individuals with diabetes, household contacts of TB
patients, adolescents, and healthcare workers. Major challenges highlighted were
vaccine hesitancy, halal issues, misinformation, and limited healthcare worker
knowledge. Opinions diverged on feasibility of rollout without IGRA testing. Regulatory
and budgeting processes were cited as additional barriers.

Conclusions: Introducing new TB vaccines in Indonesia will be complex and
concerns extends beyond efficacy. Its success will depend on coordinated strategies
to define target populations, design tailored delivery approaches, address vaccine

hesitancy, and navigate regulatory and financing challenges.

Keywords: Tuberculosis, Indonesia, Vaccination, Implementation, Target

Populations
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Introduction

Tuberculosis (TB) continues to be a critical global public health concern. In 2023, 8.2
million people globally were newly diagnosed with TB, and 1.25 million people died
due to the disease[1]. Indonesia contributed 10% of the burden and became the
country with the second highest TB burden globally, with an estimated 1.09 million
people diagnosed with TB and approximately 125,000 TB-related deaths in 2023. As
one of the countries with the highest TB incidence and a significant contributor to the
global TB burden, Indonesia plays a pivotal role in global TB control efforts. Among
many potential biomedical and social interventions to reduce TB burden is TB vaccine
delivery, which may help block TB infection transmission in the population and prevent
the illness and death[2].

The World Health Organization’s (WHO) new TB Vaccine investment case
emphasizes the considerable economic and public health advantages of developing
new TB vaccines to help meet global TB elimination goals as the vaccines could
substantially lower TB incidence and death rates[3, 4]. The UN High-Level Meeting on
TB also identified vaccines as one of the key strategies to eliminate the disease[5-7].
Given that the current BCG vaccine is most effective at preventing severe disease in
children,[8] and its protection wanes over time, there is a critical need for effective
vaccines for adolescents and adults—two populations that contribute substantially to
transmission. The development of new vaccines targeting these groups has the
potential to prevent both infection and onward transmission. that can prevent infection
and transmission[9]. The development of such vaccines requires support from a strong
global commitment in mobilising funding reaching up to USD5 billion a year by 2027[7].

Currently, there are 16 TB vaccines in the pipeline, and six of them—-BCG traveller,
GamTBVac, Immuvac, MTBVAC, VPM1002, and M72/ASO1E, are in advanced Phase
3.[10] The M72/AS01E Phase llb clinical trial conducted in Kenya, South Africa, and
Zambia demonstrated significant protection against active TB disease among
individuals with latent TB infection with an efficacy of 50% (90% confidence interval:
12—71%) over a follow-up period of about three years[11]. Following the promising
results, the Phase lll trial of this M72 vaccine is currently underway in which Indonesia

is actively participating through five local trial centres.
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84 However, despite the progress in vaccine development, the introduction of such
85 new TB vaccine needs to consider multiple factors, such as the political situation,
86 financial constraints, health system readiness, vaccine’s efficacy and safety,[12] as
87 well as its comparison to other TB prevention methods. Perspectives from multiple
88 stakeholders are therefore pivotal for a successful introduction and implementation[12,
89 13]. As the Phase Ill M72 trial vaccine results are expected in 2028, it is plausible that
90 it may be licensed and available by 2030. Early and strategic preparation for its
91 implementation is essential to ensure a smooth and timely launch. In 2024, a workshop
92 was conducted involving key stakeholders to discuss initial potential strategies for
93 introducing the TB vaccine in Indonesia[14]. The workshop recommended actions to
94 improve TB vaccine availability, accessibility, and acceptability. Beyond developing
95 health and economic impact models, it emphasized the need for a national stakeholder
96 engagement plan spanning product development to introduction, to ensure
97 coordinated and effective integration of TB vaccine activities across national, regional,
98 and global levels. To ensure effective implementation, particularly given Indonesia’s
99 status as a high-burden country and more updates and progress, strong evidence is
100 needed to support the development of a model for TB vaccine rollout by involving a
101  broader consultative meeting with more relevant stakeholders.

102 This study aimed to explore the perspectives of multiple stakeholders on the
108 potential and challenges of introducing a new TB vaccine in Indonesia, taking into

104 account various contextual factors.

105 Methods

106  Study Design

107  We conducted a multi-stakeholder consultation meeting in Jakarta, Indonesia, on 13t
108 of March 2025, utilizing a mixed-methods approach that integrated both quantitative
109 and qualitative data collection and analysis. This approach was chosen to capture a
110 comprehensive understanding of diverse, multi-stakeholder perspectives related to
111 the potential of TB vaccine introduction and concerns around its uptake and
112  implementation by the Indonesian government. The consultation was held as an in-

113  person group meeting, facilitated by two trained moderators (NDP and AF). To further
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114  enrich the findings and address follow-up questions that emerged during the meeting,
115 additional in-depth interviews were conducted with two selected meeting participants
116  in April 2025.

117  Participants

118 A total of 28 stakeholders were purposely selected for interview, based on their
119 relevant capacity in tuberculosis, vaccine, and health policy (See Supplement T1).
120 The selection aimed to ensure representation across all critical stakeholder groups

121  that would be involved in TB vaccination decision-making and implementation.

122  We invited potential participants to the consultation meeting via email. The invitation
123 included a structured explanation of the meeting’s objectives and planned activities.
124  Confirmation from participants were obtained by phone, email, or direct messaging,

125 and the actual enrolment when they provided informed consent was on 13/03/2025.
126  Data Collection

127 At the start of the stakeholder meeting, participants received an overview of the TB
128 disease burden, vaccine development, introduction pathways, and prior vaccine
129 introduction experiences to ensure a shared understanding of the topic. Data were
130 collected during the in-person one-day meeting through a structured individual
131 questionnaire administered to all participants, consisting of both closed-ended
132  (multiple-choice) items for quantitative analysis and open-ended questions designed
133 to elicit detailed qualitative feedback, deployed in an online platform (Slido®). The
134  questionnaire was firstly developed in English by the research team and Clinton Health
135 Access Initiatives (CHAI) to be applied in several countries, e.g., India, South Africa,
136 Brazil, Indonesia and it was translated and adapted to Bahasa (Indonesian Language)
137  prior to the meeting. We grouped questions into several sections: factors affecting TB
138 vaccine introduction, target population, strategy to deliver the vaccine in each
139 population, regulatory consideration, and experience from other vaccine

140 implementation.

141 NDP and AF guided participants to fill the questionnaire point-by-point. When

142  participants had questions or problems in filling the questionnaire, including the
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143 interpretation of the questions, moderators helped explain and clarify the questions.
144  Moderators also allowed participants to give individual reflection and group dialogue

145  during the meeting to enrich the perspectives.

146 To address questions that emerged or remained unanswered during the meeting,
147  additional in-depth interviews were conducted with two selected stakeholders who had
148  also participated in the meeting. These interviews were led by the NDP and took place

149  within two weeks after the meeting.
150 Data Analysis

151  We employed a mixed-methods analytical framework. Quantitative data from the
152 closed-ended questionnaire items were analysed descriptively and displayed as
153 frequencies and proportions. Qualitative responses to the open-ended questions were
154  subjected to thematic analysis. Two researchers (NDP and AF) independently
155 reviewed and coded the responses, based on key themes/sections and
156 subthemes/subsections in the questionnaire. Discrepancies in coding were discussed
157 and resolved through consensus. Integration of quantitative and qualitative findings
158 provided a nuanced understanding of stakeholder views. When relevant, we present
159 participants’ quotes in the text and include their participant codes—explained in

160 Supplement 1—in brackets at the end of each quote. For example: “response (AAA1).

161 Results

162 Of 28 invitees, all attended the meeting. One participant left after the introductory
163 presentation and did not complete the questionnaire at all. Although not all of the
164 remaining 27 participants responded to every question, all available responses were
165 included in the analysis. In total, there were a total 27 responses were recorded for
166 this study. To address questions emerged or remained unanswered during the

167 meeting, we interviewed two meeting participants through online interviews.

168 All participants agreed upon the importance of TB vaccine introduction given
169 Indonesia's high TB burden and the vaccine’s role in TB elimination although “it was
170 not available yet” (Participant code: GFM1). However, some concerns arose in the

171  meeting.
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172  Factors affecting TB vaccine introduction

173 A summary of the most important factors affecting TB vaccine introduction is
174  summarised in Figure 1. Of 26 participants responding to question on main factors
175 affecting TB vaccine introduction decision, efficacy was perceived as the most
176  important factor (n=22). Among those who cited efficacy as the main factor, 15
177  participants stated they would reject any vaccine with efficacy below 50%. When
178 asked about the minimum efficacy required for introduction, all 21 respondents
179  responding to this question agreed on at least 50% efficacy, with nine suggesting a
180 higher threshold of 60-80%. Participants also perceived that the vaccine's
181  effectiveness related to other TB prevention strategies, including TB Preventive
182 Therapy (TPT) (n=21), vaccination schedule (n=17), and the projected impact on the
183 TB epidemic (n=17) would affect the decision for vaccine introduction.

184

185 [FIGURE 1 HERE]

186

187  Seventeen participants perceived that new TB vaccine would be more prioritized than
188 TPT or other interventions, but some of them cited some conditions required, such as
189 if vaccine efficacy >50% (n=7), proven long duration of protection (n=2), and less
190 adverse events (n=1). There were different opinions among participants whether their
191  preference of TB vaccine over TPT is applied in all populations or specific populations.
192 However, despite this preference, a participant highlighted that TPT would be still
193 needed “for those getting more benefits from TPT” (XIM4).

194 Most participants perceived that vaccine introduction would not depend on whether
195 Indonesia has complete local manufacturing capability, the route of vaccine
196 administration, and vaccine dosage. The dosage, instead, “would affect the coverage”
197 (GPL2), with single dose would be more “effective and efficient” (XIM6)
198 “programmatically feasible” (XIM5) and “acceptable” (XIM4).

199 Participants emphasized that, despite the benefit of TB vaccine, financial barriers
200 could be constraints for TB vaccine introduction since “adequate funding is required
201  for all aspects of TB vaccine uptake” (XIM1). When asked about a new TB vaccine
202  with 50% efficacy and 10 years of protection, participants expressed differing opinions
203 on acceptable pricing. In general, lower prices were associated with higher

204  acceptability, even two participants argued that “the vaccine should be free of charge”
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205 (ETB7). Price acceptability was influenced by multiple factors, including vaccine
206 efficacy “too pricey for efficacy 50%” (EPL1), uncertainty about the 10-year protection,
207 and national budget capacity, as reflected in the comments, “government is expected
208 to cover [the price]” (ETB9) and “it would depend on national budget availability”
209 (GPL2).

210 The issue of budget capacity could be overcome through strengthened political
211 commitment, including strategic advocacy to governing political parties. Another
212 challenge is the demand creation. Although the burden is high and prevention is
213 required, the demand-the needs from people on TB vaccines—are required to be
214  created by improving people’s understanding of the importance of prevention. It needs
215 “demand creation and community involvement” (XIM2) through promotion and
216  education but should also address the supply side to respond to the high demand.
217  Community involvement was, therefore, cited as a critical issue prior to the vaccine
218 introduction.

219
220 Target population

221  Among 26 participants responding to target population question, in total, greater
222  proportion of participants perceived that the vaccine needs to be prioritized for high-
223  risk groups, people living with HIV/AIDS, those with diabetes, and household contacts
224  of TB patients (Table 1). Other populations identified were adolescents 12-18 years
225 old (n=19), healthcare workers (n=17). Sixteen participants selected the general
226 population, defined as adults aged 18-64 years, as the priority group for TB vaccine
227 introduction. When looking at the top-ranked priority groups, people living with
228 HIV/AIDS (n=9) and adolescents (n=8) were most frequently identified as the highest
229 priorities. The anticipated coverage of a new vaccine among each risk group and

230 expected timeline is summarised in Table 2.
231 [TABLE 1 HERE]

232 Individuals living with HIV/AIDS were perceived as having “a high risk of TB
233 infection” (GPL1, ETB1, ETB7, GIM1), and they would “receive the biggest benefit” of
234  this vaccine introduction (ETB8). Targeting this population to be first vaccinated would
235 “be easy to reach” (EPL1) since “they could be identified through HIV/AIDS” (XIM4).


https://doi.org/10.1101/2025.11.11.25340047
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.1101/2025.11.11.25340047; this version posted November 13, 2025. The copyright holder for this
preprint (which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in
perpetuity.
It is made available under a CC-BY 4.0 International license .

236  Within this population, participants perceived that the coverage would be as high as

237 90% through the routine immunization program and would be achieved within 2-6

238 years.
239 [TABLE 2 HERE]
240 People with close contact with individuals with TB were prioritized by participants,

241  who argued that this group is particularly vulnerable due to their frequent exposure.
242 Participants emphasized that vaccinating close contacts is important to “prevent
243 transmission” and should be prioritized, especially in the context of limited financial

244  resources.

245 The adolescent population was chosen as this group is perceived as living in
246  “productive age” (GTB1), and vaccinating this population would prevent productivity
247 loss. Vaccinating this population would “prevent future transmission” (XIM2),
248 particularly “when they become young adults whose the high risk of infection” (ETB1)
249  and “living in working age” (GPL3) and would “reduce TB burden in the future” (ETB9).
250 There were different perspectives among participants on how much the coverage and
251 when the coverage would be reached. One participant, from a policy background,
252  perceived that this vaccination would only reach 30% coverage within two years, while
253 another participant perceived that it could reach 80% coverage but would need longer
254 than 10 years.

255 People with diabetes were also identified as a priority group due to the high
256 prevalence of TB—diabetes comorbidity. Stakeholders suggested either a campaign
257 first or parallel approach between campaign and routine immunisations. For a
258 campaign approach an expected coverage of 50% was suggested, ranging from 30-
259 90%. Participants who prioritized adults as the target population reasoned that TB is
260 most prevalent in this group and that they represent the productive age population.
261  Stakeholders suggested a campaign vaccination approach would be most appropriate
262 for adults, but for both campaign and routine immunisation stakeholders commonly
263 suggested coverage could be around 80%. Although healthcare workers were
264  recognized as being at increased risk of TB infection, participants generally perceived
265 their priority as lower compared to other groups. Most stakeholders suggested they

266  would be routinely vaccinated and would be able to achieve a high coverage at 90%.
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267 We also explored experiences from previous vaccine and health program deliveries
268 that could inform the rollout of the new TB vaccine. Participants identified several
269 relevant challenges, including rejection from certain groups driven by hoaxes and
270 misinformation. The issue of vaccine halal status was also perceived as particularly
271 important to address, as concerns around it could potentially heighten vaccine

272  hesitancy.

273  Strategy to deliver a new TB vaccine

274  Strategy to deliver the vaccine would depend on the target population. Among
275 adolescents, participants perceived that the vaccine can be delivered through routine
276 immunization programs and campaigns. The delivery can be integrated in the
277 extended “immunization month in school (Bulan Imunisasi Anak Sekolah, BIAS)”
278 (ETB7) and school-based HPV vaccination (XIM3). The introduction of new TB
279 vaccine can learn from HPV vaccine roll out through schools. While HPV vaccine is
280 mostly currently delivered in elementary school, TB vaccine rollout to adolescents can
281 be delivered to students in middle and high school, and this requires “substantial
282 involvement with local Education Offices” (GPL3). Public campaigns are perceived as
283 an alternative strategy as “campaigns are very efficient for this target group” (XIM1),
284  and involving social media influencer (ETB5) and peer group campaign (GPL6) would
285 be beneficial. For individuals with HIV/AIDS, it can be integrated with existing
286 HIV/AIDS program. In addition, two participants with high familiarity with vaccine roll
287 out mentioned that the new vaccine need to be introduced “in stepwise” approach
288 (EIM2, GIM1) because “it would relate to the financing, and infrastructure readiness,
289 such as cold chain and human resources” (XIM5). One expert mentioned different
290 perspective on the strategy that the new TB vaccine “is ideally delivered by

291 geographical strata instead of reaching specific population.” (XIM6)

292 Potential challenges

293 Drawing from experiences during the COVID-19 vaccine rollout, participants identified
294 some potential challenges for the new TB vaccine introduction, including vaccine
295 hesitancy, concerns about halal status, and spread of hoaxes and misinformation.

296 These factors were perceived a major contributor that could lead to “(public) rejection

10
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297  of the vaccine” (EIM1, ETB7). Lack of vaccine knowledge among healthcare workers
298 was also cited as potential challenges.

299 Interferon-gamma (IFN-y) release assays (IGRA) status was cited as another
300 challenge of the introduction. The phase 3 trials will generate efficacy among
301 individuals with IGRA positive, not IGRA-negative. In the absence of local evidence
302 on the efficacy of the new TB vaccine among IGRA-negative individuals, nine
303 participants opposed rolling out the vaccine to this group, while six participants were
304 uncertain. However, three participants argued that screening with IGRA was perceived
305 as “not necessary” and doesn’t make sense since it “would be more expensive than
306 the vaccine itself” (ETBS).

307 While participants had different opinions on IGRA tests prior to vaccination, rolling
308 out the vaccine to individuals without any IGRA status remained questionable since
309 the vaccine use would be off-label if given to those with IGRA-negative. Off-label use,
310 defined here as delivering the vaccine other than that for which it has been officially
311  approved, was considered as not possible, referring to “there is no regulation allowing
312  off-label use” (XIM2, GPL3). The off-label use would be possible as an emergency,
313 similar to the COVID-19 vaccine during the pandemic (ETB8). However, despite its
314  highincidence in Indonesia, TB is “not considered as an emergency situation” (ETB9).
315 Data on efficacy and safety among individuals with HIV/AIDS, IGRA negative, and
316  unknown IGRA status, were cited as necessary prior to the roll out.

317 Other potential challenges cited in the meeting and interview were regulatory and
318 budgeting issues. Registration of all medical products, including vaccines, will take
319 time, for which “the maximum period of assessment is 52 weeks” (GPL2). Special
320 treatment for acceleration would not be possible. TB vaccine “would not be treated as
321  COVID vaccination since TB is not a pandemic,” (GPL2) but is subject to be

322 accelerated depending on the data and document completion.

323 TB vaccine introduction also requires budget arrangement, planned one years
324 Dbefore its implementation. The arrangement needs data on “efficacy, feasibility,
325 acceptability, and price” (GPL7). With the expected publication date on efficacy data
326 in 2028, at the earliest, the normal process would only allow the TB vaccine
327 introduction in 2030.

11
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328 Discussion

329 This study highlights insights from experts, policy makers, and relevant national and
330 international organization partners on the potential introduction of a TB vaccine, and it
331 emphasizes the importance of considering multiple interconnected aspects addressed
332 by multiple stakeholders. The insights include the availability and strength of vaccine
333 efficacy data, identification of appropriate target populations, comparative
334 effectiveness with existing TB interventions, optimal delivery strategies, engagement
335 of multiple stakeholders, regulatory and registration pathways, and the complexities of
336 the budgeting, estimating numbers of vaccine needed, and financing processes. The
337 findings underscore the multifaceted nature of TB vaccine introduction and the need
338 for a comprehensive, coordinated approach to ensure its successful and sustainable

339 implementation.

340 Efficacy emerged as a primary concern among stakeholders regarding the potential
341 introduction of a new TB vaccine. The most promising candidate to date, M72/AS01E,
342 demonstrated an efficacy of approximately 50% in preventing active TB disease
343 among IGRA+ individuals in a Phase lIb trial.[11] In contrast, other vaccines targeted
344  to adolescents such as the HPV vaccine have shown far higher efficacy —exceeding
345 90% in preventing infection with HPV types 16 and 18,[15] which sets a high
346 benchmark for new vaccine introductions. Nonetheless, the 50% efficacy of
347 M72/AS01E may still provide substantial population-level benefits, particularly when
348 compared to BCG revaccination, which failed to protect against sustained
349 Mycobacterium tuberculosis infection in QFT-negative, HIV-negative adolescents[16].
350 Clear and compelling efficacy data are therefore critical in shaping policy decisions

351 and public confidence in TB vaccine rollout, including to convince public acceptance.

352 Despite its potential approximately 50% efficacy and its promising benefits in
353 reducing TB incidence, participants perceived that TB vaccine should be viewed as a
354 complementary strategy rather than a replacement for existing interventions.
355  Tuberculosis preventive treatment (TPT) remains a critical component of TB control,
356 particularly for populations who derive the greatest benefit from it, such as people

357 living with HIV/AIDS[17, 18]. As noted by participants, the target populations for

12
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358 vaccination and TPT may differ, necessitating parallel and integrated implementation
359 of both strategies[19, 20]. Although the TPT coverage is still low, 19.2% in 2025,[21]
360 maintaining TPT alongside vaccine introduction ensures continued protection for high-
361 risk groups and optimizes the overall impact of TB prevention efforts[22]. This
362 highlights the need for coordinated policy planning that considers the strengths and

363 limitations of each intervention within a broader public health framework.

364 Stakeholders highlighted that one of the major challenges in introducing a new TB
365 vaccine is securing sufficient and sustained financing, as budget constraints may
366 hinder implementation. Participants expressed concerns about vaccine pricing and
367 advocated for it to be “as low as possible”, noting that the government would need to
368 secure long-term funding. Price negotiation was considered critical to maximize
369 population coverage and ensure broad public health impact. Given the government’s
370 limited fiscal capacity, a phased or stepwise scale-up approach has been proposed to
371 balance resource limitations with gradual program expansion, allowing for learning
372 and adaptation along the way[23]. Timely data on supply, cost, target populations,
373 infrastructure, and funding is essential for planning the sustainable implementation. In
374  addition, successful vaccine rollout will require strong political commitment, which
375 must be fostered through strategic advocacy efforts targeting policymakers and
376 governing political_parties[24]. Without such high-level support, the integration of a

377 new TB vaccine into national immunization programs may be delayed or deprioritized.

378 Stakeholders also suggested that demand for a new TB vaccine needs to be
379 created and it will require proactive efforts to combat misinformation, hoaxes, and
380 vaccine-related misperceptions that have historically contributed to low vaccine uptake
381 in various settings[25]. Community engagement, including community, ethnic, and
382 religious leaders, is therefore essential—not only through culturally tailored education
383 and health promotion—but also by building trust and addressing concerns that fuel
384 vaccine hesitancy[25]. On the supply side, systems must be prepared to respond to
385 increased demand, including ensuring cold chain capacity and service delivery
386 integration. Stepwise implementation, from few provinces before scaling up into
387 nationwide implementation is preferred. Financial planning should be also conducted

388 in parallel, including advocacy for more affordable vaccine pricing and leveraging
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389 existing delivery platforms such as those used for school-based vaccine programs to
390 optimize cost-efficiency[26—29].

391 Regarding regulatory approval, future clinical trials of TB vaccines should include
392 diverse populations, particularly IGRA-negative individuals and people living with HIV,
393 to ensure broader indications and equitable access. Requiring IGRA testing prior to
394 vaccination was seen to pose significant logistical and financial challenges, especially
395 in resource-limited settings, due to the high cost and complexity of implementation.
396 These considerations highlight the importance of designing vaccines and delivery
397 strategies that are operationally feasible and financially sustainable in real-world
398 contexts.

399 This was the second, follow-up study exploring the perspectives of diverse
400 stakeholders on the potential and challenges of introducing a new TB vaccine in
401 Indonesia after the first meeting in November 2024. The participants were all relevant
402 to this topic and provided insights into the various aspects that need to be considered
403 prior to introduction. The meeting was open for live discussion among participants,
404 allowing them to argue and revise their answers after the discussion which contributed
405 to the richness of individual responses.

406 However, this study has some limitations. Despite the various background of
407 participants, they may have limited knowledge on vaccine, particularly new TB
408 vaccine, and could not fully understand some technical terms, such as efficacy.
409 Additionally, the workshop was conducted in limited time, and probing to a deeper
410 exploration was limited. These findings also did not include perspectives from the
411  general population. As such, there is a need for additional research among target
412  populations to understand their views on receiving a novel TB vaccine. Gaining this
413  insight into the likely acceptability and coverage rates among key populations would
414  help inform more effective delivery strategies. Furthermore, since the vaccine was not
415 available at the time of the meeting, participants responded to hypothetical scenarios,
416 leaving many uncertainties regarding the real-world vaccine efficacy, targeted
417  population, and vaccine price. As Indonesia is participating in the M72 vaccine trial at
418 the time of the stakeholder engagement, the responses provided by participants might
419 have been influenced by the ongoing trial. As these responses were specific to
420 Indonesia, these findings are not generalisable to other settings.

421
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422 Conclusions

423 The introduction of new TB vaccines in Indonesia has a multifaceted nature. For a
424  successful implementation, the introduction requires a comprehensive, coordinated
425 approach and consideration of several aspects, including the availability and strength
426  of vaccine efficacy data, identification of appropriate target populations, comparative
427  effectiveness with existing TB interventions, optimal delivery strategies, engagement
428 of multiple stakeholders, regulatory and registration pathways, and the complexities of

429  budgeting and financing processes.

430
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Tables and Figures

Table 1. Ranked priority populations for new TB vaccine introduction in Indonesia

Target Ranking

population 1st 2nd 3rd 4th 5th 6th Sum Total (weighed
by rank)*

People living with 9 5 4 4 1 1 24 102

HIV

Household 3 6 8 2 2 0 21 84

contacts of TB

patients

Adolescents (12— 8 2 4 1 2 2 19 83

17 years)

People living with 2 4 5 4 2 4 21 69

diabetes

Adults (18-64 1 6 2 4 3 0 16 68

years)

Healthcare 3 3 3 1 4 3 17 66

workers

¥ st ranking equals 6, 6t ranking equals 1
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Table 2: Suggested implementation strategies for the priority populations

Target population Delivery strategy Coverage target Years to achieve coverage Feasibility
People living with Roughly evenly split between RI: Most commonly 90%, RI: Most commonly 1-2 years, ranging Viewed by most stakeholders as a
HIV routine first, campaign first and | ranging from 50-100% up to 10 years feasible group to reach
in parallel
Campaign: Most commonly Campaign: Most commonly 1-2 years,
80% ranging from 10-100% ranging up to 10 years
TB household Majority suggested routine RI: Most commonly 80% RI: Most commonly 2-6 years, ranging Viewed by most stakeholders as a
contacts immunisation first ranging from 40-100% from 1-10+ feasible group to reach
Campaign: Most commonly
80% ranging from 30-100% Campaign: Most commonly 1-2 years
ranging upto 10
Adolescents Roughly even split between RI: Most commonly 80%, RI: Most commonly 2-6 years, ranging Viewed by most stakeholders as a
routine first, campaign ranging from 30%-90% from 1-10+ years feasible group to reach
immunisation first, or runin Campaign: Most commonly Campaign: Most commonly 3-5 years,
parallel 85%, ranging from 30%- ranging from 1-10 years
100%
People with Most stakeholders suggested RI: Ranges from 30-90% RI: Most commonly 2-6 years, ranges 1- | Viewed by most stakeholders not
diabetes either a campaign first or Campaign: Most commonly 10 as a feasible group to reach
parallel approach 50%, ranges from 30-90% Campaign: Most commonly 1-2 years,
ranges from 1-10 years
Adults Majority of stakeholder RI: Most commonly 80% RI: Most commonly 2-6 years ranging Viewed by most stakeholders as a
suggested having a campaign ranging from 30-100% from 1-10 feasible group to reach
immunisation strategy first Campaign: Most commonly Campaign: Most commonly 1-5 years,
80% ranging from 20-100% ranged up to 10
Healthcare Majority of stakeholders RI: Ranges 30-100% RI: Most commonly 1-2 years, ranges Viewed by most stakeholders as a
workers suggested routine Campaign: Most commonly | from 1-10 years feasible group to reach
immunisation first 90%, ranges between 30- Campaign: Most commonly 1-2 years,
100% ranges from 1-10 years
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558  Figure 1: Factors influencing TB vaccine introduction
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