Modeled impact of nirsevimab against respiratory syncytial virus (RSV) among UK Infants experiencing their first RSV season
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INTRODUCTION RESULTS RESULTS

 Respiratory syncytial virus (RSV) Is a leading cause of acute lower Figure 2. Current RSV MALRTI burden and related costs over the first season of infants’ life — modelled estimates Current RSV burden over the first RSV season — modelled estimates
respiratory infection (ALRI) in young children®, such as bronchiolitis, and is Distribution of RSV MALRTI Distribution of direct costs . In the overall population, while hospitalizations represent about 10% of the
associated with significant morbidity, especially among infants. Total RSV MALRTI HCRU: 169,430 Direct costs of health events: £37.81 million RSV Medically Attended LRTIs (RSV MALRTIs), the associated direct
* Nirsevimab I1s a monoclonal antibody being developed (Ph3 recently “54[;221;1?2;725] costs represent 60% of the economic burden (Figure 2).
completed) for the prevention of RSV-LRTIs. Understanding its health and Hospitalizations* 0 A e »+  More than 95% of RSV related hospitalizations and inpatient deaths occur
economic impact under different scenarios Is important to determine the i 232 milon in infants not eligible for palivizumab.

optimal implementation strategy to protect all infants entering their first 3,788 - 24,391]

 The model shows that 43% of the RSV related hospitalizations occur In

\

RSV season. orimary Hospitalizations:2 infants born WiS and 57% in those born OoS (Figure 3). Similarly, 66% of
60% I
SRR . all RSV MALRTI occur In infants born Oo0S.
Objective: : cy Room it o

[90,88 11 3504 £11.65

8,258 [£9.94 - £1
78 - 67,904]

To estimate the potential impact of nirsevimab in a full UK birth cohort
compared to current standard of practice (palivizumab for a restricted subset
of the birth cohort, and no intervention for others).

Nirsevimab impact vs. Standard of Practice — modelled estimates
Considering a theoretical 70%? reduction of RSV MALRTIs in non-eligible to
palivizumab preterm and term infants) and non-inferiority to palivizumab in the
eligible population:

MALRTI. Medically Attended Lower Respiratory Tract lliness ; HCRU: Health Care Resource Utilization

METHODS

A static Markov model was develoned to estimate RSVorelated events and Figure 3. RSV related hospitalization per month of birth over the first season of infants’ life — modelled estimates ° Nirsevimab would prevent 104,885 [95,552 — 115,591] RSV MALRTIs and
. . "o Month 15t RSV season RSV hospitalizations Duration  Hospitalization about £25M [£20M - £29M] associated costs.
costs in a UK birth cohort over their first RSV season: of Birth  Under current Standard of Practice Under current Standard of Practice of exposure  cases Al infant immunization would prevent more cases in term infants. bein
: : : : " N ° | I unizatl wWOu V I I : |
*  Monthly cycles to expose the cohort to differential risk of RSV according to Mar S ———— R Rem g Smo . P . J
. . . . e — O S 987 5mo the largest subgroup of the birth cohort (Figure 4).
age In months at start of the season and circulating seasonal RSV density. o May s s 5mo I W ] 37 5mo 00S
_ . _ _ _ _ S~ JUN e 4m NI N ] 403 5mo [ 10,870
UK birth cohort stratification to correspond to nirsevimab randomized 0 Jul m—m S 1 752 5mo (57%) DISCUSSION & CONCLUSION
. : - N Ly : Aug B 2m O [ 2068 5mo S _ _ _
clinical  trial | pODUIat'OIIS_ (pahwz_u_mab eligible infants, _ as per - Sep mmim I 2505 5mo | *  Currently, most of the RSV related hospitalizations and Inpatient deaths
- m S 3133 . : :
recommendations, non-eligible to palivizumab preterm and term infants). L —r e i Wis occur in infants for whom no prevention is recommended today.
. . . . N 8 163

o - e 4 o - J . . . . . .
One administration of nirsevimab. = b - —_— Jmo (43%) > Protection of the whole annual birth cohort with nirsevimab for their

* Five-month duration of protection with constant efficacy.? — ke 220 imo first RSV season is critical to achieving optimal levels of protection.

« Seasonal immunization during pre-existing routine vaccination visits (the Highest  Risk of hospitalizations  Lowest - Considering the age at start of the season, the burden of RSV MALRTI is
closest to the start of the season for infants born outside of the season Legend :?pom(;v e ot month = Pallvizumab Eligible = Preterm = Term almost equally distributed between infants born WiS and those born Oo0S.
(O0S) and at birth for those born within the season (W1S) (Figure 1). Vertical grey bars represent RSV season (October to February) » Likely due to the duration of exposure to RSV.

Figure 1. Immunization Strategy | - Additional significant benefits from a broad protection can be expected.
Immunization with nirsevimab fitting Figure 4. Prevented RSV MALRTI with nirsevimab — modelled estimates _ _ _ _ _ _ _ _
with already existing vaccination visits ) > OppOrtunlty COSt benefIt Of redUCthﬂ In hOSpItaIIzatIOn durIng the
First RSV season 14 000 100 000 12 : ] ] ]
Birth month 1 { | | 00 000 winter season in a resource constrained health service.
NI | 1 | 4mol [ | | 1 [ [ [ [ | 12 000 : : :
— | | —— 80 000 10 » Impact on quality of life at population level.
ut-of-season Jun [ D D R TN [N I R I D DU —— 10 000 " " " " _ "
Out-of-season e ———— e s I ———— 70 000 o » All Infant protection is likely to be a cost-effective strategy.
Aug I e LT — ' [ [ | 60 000 : : : . : . .
T — T ——— 8 000 0 000 . RSV is a leading cause of hospitalizations in all infants.
Immunization at c . ]
- it for the ones e T -—— 6 000 40 000 All infants need protection from RSV MALRTI.
nseason o0 s e e 4 000 30 000 ) Nirsevimab is designed to provide protection for all infants.
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