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Background

 Shortage of programmatic 
experience from 
low-resource settings.

 PATH project designed to 
provide data for decision-
making in future programs.

 Projects targeted 9- to 14-year-old girls 
(varied by country).

 Programs were designed based on 
country-specific needs.



Project aim & research questions
Which delivery strategies achieve high COVERAGE?

What level of coverage can be achieved by using different strategies? 
What strategy is best for reaching out-of-school girls?

Which strategies show FEASIBILITY?

What are the challenges of selecting girls by grade versus age?
What is the impact on other services?

Which show ACCEPTABILITY?

What are the information needs and best communication strategies for 
various target audiences?

 How much do the various strategies COST?

What is the cost per girl immunized for each strategy? 
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Vaccine delivery strategies
Country Strategy and description

Peru • School-based: Delivered to Grade 5 girls at least 9 years old at schools + 
active follow-up for dose 2 and 3.

Uganda

• School-based: Delivered to Primary 5 girls at least 10 years old at schools 
+ routine outreach to out-of-school 10-year-old girls.

• Child Days Plus: Delivered to 10-year-old girls for dose 1 and 3 through 
Child Days Plus program + outreach for dose 2.

Vietnam

• School-based: Delivered to Grade 6 girls at least 9 years old at schools + 
community mop-up for 11-year-old girls in other grades or out-of-school.

• Health center-based: Delivered to 11-year-old girls at health centers + 
community mop-up.

India

• Campaign: Delivered to school-going girls 10–14 years old at school, and 
at Anganwadi center for out-of-school girls of the same age on a set 
schedule. Only 10-year-old girls vaccinated in Year 2.

• Routine: Delivered to school-going girls 10–14 years old at school, and at 
Anganwadi center for out-of-school girls of the same age routinely, on a 
monthly basis. Only 10-year-old girls vaccinated in Year 2.



Coverage results

• Very high coverage in all four countries* 
(usually 80-95% of eligible girls)

• Little difference in coverage between strategies; 
greater variance in terms of cost per vaccinated child

• Detailed results to be published by mid-2011

* It is important to remember that the PATH projects included extensive 
community mobilization/education efforts and careful training of 
health staff and community leaders. It is possible that similar results 
would not be obtained in the absence of such support.



Acceptability results
Key factors influencing community acceptance
• Vaccine promoted as protection against a cancer
• Interpersonal communication from health workers, teachers and 

community leaders was important channel
• Messages were reinforced through multiple channels, including 

in “small” and mass media
• Parents were reassured to know that HPV vaccination was 

endorsed by government, teachers, community leaders

Key areas of concern or confusion among parents and girls
• Their main questions focused on vaccine safety, effectiveness 

and side effects; they felt reassured when that information was 
provided



Feasibility results
• Adding HPV vaccination had 

minimal impact on other services 
• Service providers reported that 

the extra workload came with 
benefits: their capacity had been 
increased due to training and 
ability to offer a valuable new 
health service

• Existing cold-chain systems 
were adequate

• Coordination of efforts between 
health and education sectors is 
crucial for school-based 
immunization



Vaccine Safety (Adverse Event monitoring)

 Peru: No serious
adverse events 
(SAE) reported

 Vietnam: 1 SAE 
reported (persistent 
rash) but not linked 
to vaccine (year 1)

 India: 10 SAE were 
reported including 6 
deaths, which 
investigation 
determined not to 
be vaccine-related, 
and 4 other events 
which were 
downgraded to non-
serious AEs

Country Total 
AE*

Total 
doses 

delivered

Rate of 
AE for all 

doses

Peru Year 2 195 26,798 0.7%

Vietnam 
Year 1 31 10,271 0.3%

Year 2 37 8,874 0.4%

India Year 1 459 72,621 0.6%

* Includes both serious and non-serious adverse events 



Challenges
• Immunization outreach, including outreach to schools, can be 

expensive. 
• Effective HW training and community education/mobilization are 

crucial for new vaccine introduction as people naturally have 
many questions and concerns (safety, etc.)

• If a school-based program is used, it must be scheduled so that  
all doses fit within one school year

• Also, systems are needed to reach non-school-going girls
• Negative media, even when not based in fact, can be very 

harmful (as seen in India)
• In the case of a pilot or demonstration project, it can be difficult 

to restrict information to the pilot area—demand may come from 
adjacent areas too



Lessons learned 1
HPV vaccine is acceptable, as evidenced by high coverage.

• Decision-making is complex; parents need time and correct 
information.

• Fears about sexual behavior were NOT a major factor in decision-
making. Parents focused on cancer prevention instead.

School-based delivery is feasible.

• Many more girls now attend school.
• Linking with existing programs for children and adolescents is 

possible (eg. Child Health Days in Uganda).
• Eligible population should be easily identified (whether by age 

or grade).
• Fixed, limited delivery 3 times per year may lessen the impact 

on the health system.



Lessons learned 2
Education messages should build on

• Positive attitudes toward vaccines.

• Prevention of cancer.

• Safety and side effects.

• How to access services.

Communication strategies should include teachers in addition to 
health workers and community leaders.

Special consideration must be given to remote areas in terms of 
planning, allowances, and other logistics.



Cervical cancer science on the web
www.rho.org



Cervical cancer science on the web
www.rho.org



www.rho.org/actionplanner

Help with program planning



Thank you!  

Scott Wittet

swittet@path.org
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