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Objectives of the 
session 

To discuss: 

• Lessons learned on access to pneumococcal conjugate vaccines (PCVs) 
and the impact achieved thus far 

• Ways to improve the utility of PCV towards achieving the SDGs 

Main outcome • Pneumococcal vaccines are being rolled out globally and showing 

substantial impacts on pneumococcal deaths and other serious outcomes 

• In settings where community-wide immunity can be maintained, PCV 

immunization schedules must be optimized to maximise herd protection 

while reducing program costs for improved sustainability  

Summary Pneumococcal disease caused an estimated 335k deaths in 2015, particularly 
impacting the poor. PCV has now been introduced in 134 countries, but global 
coverage lags well behind that of older vaccines such as DTP because large 
countries such as China and Indonesia have not yet introduced PCV and 
because coverage is incomplete in some countries.  PCV has driven a decline 
in pneumococcal deaths, averting an estimated 250k deaths globally from 
2000 to 2015. In a high income setting, a full quantification of PCV value 
including impact on invasive pneumococcal disease (IPD), pneumonia, acute 
otitis media, upper respiratory tract infections, and associated treatment 
costs showed that preventing less severe outcomes contributes substantially 
to cost savings from the vaccine.a  Two PCVs are currently available, differing 
in the number of serotypes contained (10 valent vs. 13 valent), carrier 
proteins, shelf life and price.  Data to date suggest that they are 
interchangeable and do not show consistent differences in impact on IPD and 
mortality.  Limited serotype replacement has been observed: non-vaccine-
type IPD has increased after PCV introduction, but these increases are small in 
comparison to the impact against vaccine-type disease and stabilize in about 5 
years. Overall PCV gives a net decline in IPD in all age-groups.b  The full impact 
of the vaccine, extent of serotype replacement and optimal dosing remain to 



be completely understood, while simultaneously needing to drive country 
adoption and high PCV coverages. 

In India, PCV introduction began in 2017 in the context of two major 
challenges: a large birth cohort of 26.7M children and simultaneous 
introduction of rotavirus and measles/rubella vaccines. PCV rollout is being 
conducted in phases, with annual targets taking Gavi support levels and 
vaccine supply constraints into consideration. Explicit criteria have been used 
to prioritize States for rollout, taking into account potential impact, 
development needs, and readiness for introduction. A national rollout plan 
has been established, leveraging the National Nutrition Mission (NNM) as a 
catalytic opportunity for expanding the PCV program. This plan is helping to 
ensure vaccines and financing will be available when required.  Through this 
transparent, data-driven program, India will be vaccinating its entire birth 
cohort with PCV by 2020. 

Future directions in pneumococcal vaccination include optimizing the number 
of doses and their schedule to improve sustainability while maintaining impact 
and developing new vaccines that expand protection and address serotype 
replacement.  Current data suggest that a 2+1 or potentially a 1+1 regimen 
could provide better herd protection than current 3+0 schedules.  Additional 
studies are underway to evaluate alternate dosing regimens and inform policy 
recommendations. c,d New vaccines are in development that promise to 
improve affordability and supply security in the PCV market, including higher 
valency PCVs that address as many as 20 serotypes, and protein or whole cell 
vaccines that could have broad coverage for all serotypes and prevent 
serotype replacement.  Impact on nasopharyngeal carriage is a key 
requirement for novel pneumococcal vaccines. 
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